
Osteoid Osteoma of the Talus Neck

The Journal of Foot and Ankle Surgery (Asia-Pacific), January-June 2018;5(1):39-42 39

JFAs (AP)

Osteoid Osteoma of the Talus Neck
1Arup K Daolagupu, 2Vikash Agarwala, 3Gaurav Khanted

ABSTRACT
Introduction: Osteoid osteoma mainly occurs in long bones 
(75%) and represents 2 to 11% of all bone tumors of foot and 
ankle and, most commonly, in talus. Here, we present a case 
of osteoid osteoma of neck of right talus, which was presented 
as chronic ankle pain and was treated with curettage and can-
cellous bone graft.

Case report: A 19-year-old patient presented to us with chronic 
right ankle pain on anteromedial aspect of dorsum of right ankle 
with difficulty in walking. Plain radiograph of right ankle joint 
revealed sclerosis in neck of talus. Both computed tomography 
(CT) and magnetic resonance imaging (MRI) were suggestive 
of osteoid osteoma involving superior aspect of talar neck. An 
incision was made over anteromedial aspect of dorsum of right 
ankle. Curettage was done and cavity was filled with cancel-
lous bone graft from iliac crest. Patient was advised nonweight 
bearing for 4 weeks and physiotherapy.

Discussion: There is difficulty in diagnosis of osteoid osteoma 
of talus. The time delay in diagnosis is about 2.5 to 10 years. 
In our case, it was about 4 years. Radiograph features include 
small radiolucent area (nidus) with surrounding sclerosis. A 
CT is the best method for diagnosis. Rashid et al5 had done 
subtalar arthrodesis with curettage. Assafiri et al had done 
arthroscopic resection. In our case, we performed curettage 
and cancellous bone grafting.

Conclusion: A high index of suspicion of this disease should 
be held while treating patients with chronic ankle pain. A CT 
scan is the best method to identify the nidus. Although multiple 
treatment modalities are available, open resection with curet-
tage and cancellous bone graft showed good result in our case.
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INTRODUCTION

Osteoid osteoma was first described in 1935 by Jaffe as 
a “benign osteoblastic tumor composed of osteoid and 
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atypical bone, generally occurring in younger adults 
and more common in males.”1 It mainly occurs in the 
long bones, in particular, the femur and the tibia (75%). 
It represents 2 to 11% of all bone tumors located in the 
foot and ankle, and most commonly affects the talus.2,3 
Tumors arising on the neck of the talus commonly 
produce symptoms mimicking monoarticular arthritis. 
Patients are usually treated for arthritis or ankle sprain, 
which often leads to a delay in definitive diagnosis.4 A 
high index of suspicion of this disease should be kept in 
mind while treating patients with chronic ankle pain. 
This will allow early diagnosis, expedite the treatment, 
and avoid suffering and late complications.5 Here, we 
present a case of osteoid osteoma of neck of right talus, 
which was presented as chronic ankle pain and was 
treated with curettage and cancellous bone graft.

CASE REPORT

A 19-year-old male patient presented to us with chronic 
right ankle pain in our outpatient department in  
December 2015. The patient gave a history of fall while 
playing football 4 years back. On further evaluation, he 
gave a history of taking analgesics from the local chemist, 
hot compresses, and ankle support. The pain was not 
relieved on taking medication, but it was relieved on rest. 
Initially, he was able to walk with mild pain, but, gradu-
ally, the pain increased and it persisted throughout the 
day. The pain increased on walking and was hampering 
his routine activity. On examination, local temperature 
was normal, tenderness was localized anteromedially 
over dorsum of ankle, and he had significant limp and 
swelling over ankle joint. There was mild restriction of 
both dorsiflexion and plantar flexion of right ankle as 
compared with left ankle.

Routine blood investigation was within normal range 
with hemoglobin 13.6 gm/dL, total count 9,010/cc, and 
normal C-reactive protein. Plain radiograph of right ankle 
joint revealed sclerosis in neck of talus in lateral view 
(Fig. 1). Computed tomography (Fig. 2) of right ankle 
showed small lucent lesion with surrounding sclerosis 
involving the superior aspect of neck of talus. No exten-
sion of lesion was noted in articular surfaces. There was a 
central isodense nidus measuring approximately 15 mm  
× 10 mm involving superior aspect of neck of talus in 
MRI (Fig. 3). Both CT and MRI were suggestive of osteoid 
osteoma involving superior aspect of talar neck. An 
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incision (Fig. 4) was made over anteromedial aspect of 
dorsum of right ankle. Curettage was done and cavity 
(Fig. 5) was filled with cancellous bone graft from iliac 
crest. Patient was advised nonweight bearing for 4 
weeks and physiotherapy. Histopathological report of 

curettage material confirmed the diagnosis of osteoid 
osteoma. He was advised radiograph post-operatively 
(Fig. 6), after 1 month (Fig. 7) and after 5 months (Fig. 8). 
Patient was advised non weight bearing for 4 weeks and 
physiotherapy. Partial weight bearing was started after 
4 weeks of operation. Patient was pain-free after 4 weeks 
follow-up. There was pre-operative restriction (Fig. 9) of 
both dorsiflexion and plantar flexion and there was no 
restriction (Fig. 10) 2 months post-operatively. Patient 
is able to perform all his activities and able to bear full 
weight without any restriction or pain.

DISCUSSION

Osteoid osteoma was first described in 1935 by Jaffe as a 
benign osteoblastic tumor composed of osteoid and atypi-
cal bone, generally occurring in younger adults and more 
common in males.1 It is present frequently in long bones, 
commonly in femur or tibia, and in foot and ankle, it is 
present in 2 to 11% cases and most commonly affects the 
talus.2,3 The pain and symptoms are out of proportion as 

Fig. 1: Preoperative X-ray Fig. 2: Preoperative CT scan

Fig. 3: Preoperative MRI Fig. 4: Anteromedial incision

Fig. 5: Intraoperative view
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compared with size. It usually presents as chronic case. 
The typical presentation for osteoid osteoma is bone pain 
at night that responds to nonsteroidal anti-inflammatory 
drugs and is not usually activity-related,6 but, in our case, 
pain persisted throughout the day and was not relieved 
by analgesics and pain was increased on ambulation.

Juxta-articular osteoid osteomas in the ankle and 
foot can be difficult to diagnose. The most common 
site is the talus.7 Most patients have a history of remote 
ankle injury. The time delay to diagnosis is on average  

Fig. 6: Immediate postoperative view Fig. 7: Postoperative view after 1 month

Fig. 9: Preoperative dorsiflexion and plantar flexion Fig. 10: Postoperative dorsiflexion and plantar flexion

Fig. 8: Postoperative view after 5 months

2.5 years, but sometimes, it is as long as 10 years.8-10 In our 
case, it was about 4 years. Radiographic features include 
a small radiolucent area (nidus) with surrounding dense 
sclerosis. A CT scan is the best method to identify the 
nidus.8,9,11

Medical treatment with nonsteroidal anti-inflamma-
tory drugs has been used, but is reported to take 2 to  
4 years for resolution of symptoms; many patients may 
consider the treatment timeframe too long when other 
alternatives are available.12 Rashid et al5 had done subtalar 
arthrodesis and the lesion was curetted from talar dome. 
There was restoration of full ankle range of movement as 
we did not perform arthrodesis. Ibrahim Assafiri et al13  
had done arthroscopic resection and radiofrequency 
ablation. In our case, we did open resection, curettage, 
and the cavity was filled with cancellous bone graft from 
iliac crest. Arthroscopic resection is costly and technically 
demanding as compared with open resection.

CONCLUSION

The typical presentation for osteoid osteoma is bone 
pain at night that responds to nonsteroidal anti-
inflammatory drugs. This presentation is not universal, 
however, and is frequently missed, especially when the 
pain is associated with a prior injury. A high index of 
suspicion of this disease should be kept in mind while 
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treating patients with chronic ankle pain. A CT scan is 
the best method to identify the nidus. Although multi-
ple treatment modalities are available, open resection 
with curettage and cancellous bone graft showed good 
result in our case.
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