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Abstract
In spite of the interest carried in the osteoid osteoma and in the large number of publications, intra articular localization remains exceptional, what returns difficult its 
diagnosis and its treatment. We report a case of osteoid osteoma developed in the olecranon fossa in a young man. The initially diagnosis was a chronic epicondylitis 
and the patient was sent to us after18 months within limitation of the mobility in flexion extension. The scintigraphy and the scanner allowed the diagnosis 
and the percutaneous resection guided by CT (computerized tomography), obtain an immediate disappearance of pain and normal function of the elbow. The 
anatomopathologic study confirmed the diagnosis. Through this observation, we discuss the modalities as well as the diagnostic and therapeutic difficulties put by the 
intra-articular osteoid osteoma by explaining the advantages of the CT guided percutaneous resection. 
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Introduction
Osteoid osteoma is a benign Tumor that affects the young adult 

population, it occurs in the shafts of long bones. The elbow is a rare 
location and the intra-articular site is exceptional causing many 
diagnostic and therapeutic problems. This case is about an osteoid 
osteoma of the large sigmoid cavity of the ulna treated by percutaneous 
resection.

Case report
Mr Z, 30 years old , right handed consulted for an 18 months history 

of spontaneously occuring pain in his right elbow. It was inflammatory 
type, permanent and resistant to analgesic drugs (paracetamol). The 
pain was located at the outer side of the elbow and was radiating to the 
dorsal side of the forearm. He has had multiple epicondyle injections 
without efficiency in pain relief . Clinical examination revealed a 
sharp pain caused by lateral epicondyle palpation, painful mobility 
of the elbow with a flessum of 20 °, whereas pronosupination was 
normal . X-rays investigation was normal (Figure 1 and 2), biology 
and electromyogram (EMG) were abnormal. Ultrasonography of the 
right elbow showed significant synovial thickening with color doppler 
hyperhemia associated with intra-articular effusion. Scintigraphy 
showed diffuse hyperfixation of the elbow. MRI showed significant 
bone and of soft tissue oedema associated with joint effusion. The 
CT revealed a calcified nidus of the large sigmoid cavity of the ulna 
surrounded by a clear border within a poorly limited osteocondensation 
with intra-articular effusion (Figure 3). The diagnosis of intra-articular 
osteoid osteoma of the elbow was confirmed and the aspirin test was 
positive. Because of the difficulty of the surgical approach, percutaneous 
resection was used under CT guidance. Loco-regional anaesthesia 
(axillary block) following the classic aseptic rules was done. A guide pin 
was placed posterolaterally after CT scan and then using a motorized 
8mm diameter trephine, a block resection of the osteoid osteoma 
was performed. The CT control confirmed the complete resection of 
the nidus (Figure 4). A postoperative immobilization of seven days 
has been prescribed. The evolution was marked by a complete and 

immediate disappearance of the pain and a recovery of the elbow 
mobility. Histological examination confirmed the diagnosis of osteoid 
osteoma. Thirteen months after surgery, the elbow was painless, with 
complete mobility, and radiological control showed the ossification of 
the resected bone core.

Figure 1 and 2.  X-rays investigation of the right elbow
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Discussion 
The intra-articular locations of osteoid osteomas of the elbow are 

exceptional. They have been reported mainly in the olecranon fossa [1-
3] or in the coronoid fossa [4]

Clinical and radiographic diagnosis is often difficult [3,5,6]. Pain is 
the master symptom of affection. Two characters are highly evocative, 
a nocturnal recrudescence but this character is inconstant [3] and 
sensitivity to aspirin. Some authors have made a diagnostic test [7-9].

The effectiveness of aspirin, however, is transient and varies 
widely according to publications from 30 to 100 % of cases [7,10]. 
The particularity of the articular localization of the osteoid osteoma is 
related to its borrowing symptomatology and to the discretion of its 
radiographic expression [8,11]. In this localization, osteoid osteoma 
causes intra and peri-articular manifestations producing a chronic 
non-specific synovitis [11], mono arthritis [12,13], and epicondylitis 
or epitrochleitis [14,15]. The nidus is not surrounded by reactive 

osteocondensation and can develop in the articular cavity [2] where it 
maintains an inflammatory state with hydarthrosis. Prono-supination 
was normal, but flexion / extension was affected [16]. A diagnostic delay 
of up to several years is usually observed in the atypical clinical and 
radiographic picture [11,17]. The radiographic stage remains delicate 
because the nidus is rarely visible. Perilesional osteocondensation, 
so characteristic of osteoid osteoma, remains minimal or absent in 
articular localizations and there is often a reactionary joint effusion. 
Railhac [18] explains the absence of reactive bone condensation in 
these locations by the differences in function between the intra and 
extra articular periosteum (this phenomenon is analogous to the lack 
of bone callus formation in articular fractures).

For cases diagnosed late, there may be joint narrowing and 
osteophytes, the joint prognosis being compromised by osteoarthritis. 
The scintigraphy can wrong in the absence of the classic double density 
image. Indeed the fixation is diffuse and not very intense. In case of 
associated synovitis, the uptake is diffuse [7]. Some authors [16] 
advocate the use of magnetic resonance imaging (MRI) in the diagnosis 
of osteoid osteoma, especially in children and young adults. However, 
in its intra-articular location, its diagnosis may be more difficult on 
MRI because of the predominance of inflammatory phenomena and 
the poor visibility of the nidus. For these intra-articular locations, the 
scanner remains the essential examination [19]. Many authors [20] 
consider that the combination scanner scintigraphy is the balance of 
choice. Several therapeutic modalities are proposed in the literature. 
Norman [21], Cailleret [22] prefer open resection because it would 
guarantee a better clinical result with no recurrence. Arthroscopic Intra 
articular osteoid osteoma resection according to Nourissat [23] and 
Zupanc [24] would allow more precise and less deleterious excision. 
Several percutaneous treatment techniques are currently available. 
Percutaneous resection under scanographic control increasingly 
responds to the comfort of excising the nidus with fewer complications 
and has the advantage of being able to obtain histological confirmation. 
Indeed, it allows a precise identification, a reduced approach, a limited 
bone sacrifice and a short hospitalization. Kohler [25] has perfectly 
described this method of resection and others have validated this 
technique while emphasizing its limits [26,27]. The CT scan of the 
osteoid osteoma is the first step of the intervention, followed by CT 
guidance of a pin centered in the nidus. A toothed strawberry carries 
the tumor and the few millimeters of bone that surround it. The 
immediate TDM control makes it possible to affirm the completeness 
of the resection [19]. The loss of substance is filled by spontaneous 
osteogenesis. Histological examination confirms the diagnosis. Other 
percutaneous CT techniques are of more recent description and 
consist of coagulation of the nidus by Laser or Radiofrequency [19]. 
These last two methods are certainly less fragile for the bone, but they 
require specific equipment and do not allow to obtain a histological 
confirmation of the nature of the tumor and the completeness of the 
excision [28].

Conclusion
Intra articular osteoid osteoma of the elbow is exceptional. This 

diagnosis should be discussed in the presence of a chronic resistant 
pain. The aspirin test is interesting in this case The CT remains the 
gold-standard investigation. Percutaneous CT resection is very useful.
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