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A 9-year-old patient, complaining of pain and swelling
of his left elbow for 3 months, was referred to the
paediatric theumatology consultation. On clinical exam-
ination, there was a local swelling with limited joint
mobility of the left elbow. The other joints were normal.
There were no associated skin lesions, weight loss, or
fever. His personal and family medical history were not
relevant. A blood test for inflammatory markers, com-
plete auto-immune serology, and Borrelia serology were
all normal.

On the basis of these elements, we suspected juvenile
idiopathic arthritis (JIA) and he was treated with local
corticosteroid infiltration and oral non-steroidal anti-
inflammatory drugs (NSAIDs). The patient was seen
1 month later, with poor benefit from the infiltration.
A new ultrasound was performed, which revealed an
intra-articular effusion without a positive Doppler sig-
nal, indicating inactivity of the rheumatological disease.
Physiotherapy was then proposed, as well as continua-
tion of NSAIDs.

However, given the unusual evolution and persistence
of pain, swelling, and increasingly disabling extension
defect, a joint lavage was performed. Bacterial cultures
were sterile and a slight chronic lymphoplasmocytic syno-
vitis was shown by anatomopathological analysis. These
analyses remained compatible with our first diagnosis of
JIA and a second line treatment with methotrexate was
started.

Because of the absence of improvement after
12 weeks, a new X-ray was carried out, showing the
presence of periosteal appositions on a distal humeral
metaphysis, which is unusual in JIA (Figure 1). There-
fore, magnetic resonance imaging (MRI) was per-
formed. The results revealed a small, heterogeneous,
well-defined, 5 mm lacunar lesion located in the lateral
part of the left humeral metaphysis, and the radiologists
concluded that it was chronic osteomyelitis (Figure 2).

Histology of the resected lesion by open surgery
revealed an osteoid osteoma. After the surgery, the
pain quickly resolved and the persistent joint limitation
was treated by intensive physiotherapy to recover nor-
mal joint mobility, with good evolution. Osteoid
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osteoma is a benign bone tumour, affecting patients
between 10 and 20 years of age, the majority of whom
are male (1-4). Different localizations are possible and
were described by Kayser et al in 1998, the most fre-
quent localization being intracortical (about 75% of
lesions) (4). These so-called ‘classical’ lesions generally

Figure 1. X-ray of the right elbow. The arrows show periosteal
apposition on a distal humeral metaphysis.
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Figure 2. Magnetic resonance imaging of the osteoid osteoma. The arrows show a small, heterogeneous, well-defined, 5 mm lacunar lesion located

in the lateral part of the left humeral metaphysis.

involve the diaphysis or metaphysis of the long tubular
bones (the tibia and femur being the most frequent) and
consist of a radiotransparent ‘nest’ located in the centre
of a fusiform cortical thickening (1).

A migration of the lesion is possible which, from
subperiosteal, changes position to become intracortical,
endo-osseous or even intramedullary, causing continu-
ous remodelling of the bone (1).

Several cases of osteoid osteoma mimicking arthritis
have been described in the literature: if the benign
tumour is localized intra-articularly, it can reach the
cartilage and cause an intra-articular effusion mimick-
ing arthritis (1-4).

Osteoid osteomas and rheumatic diseases produce
excessive prostaglandins at the site concerned, which
explains why NSAIDs provide clear pain relief (5). If
management is conservative, diagnosis can take years,
especially for intra-articular lesions, as shown by Szen-
droi et al in a small series, with an average time to
diagnosis of 26.6 months for these lesions compared to
8.5 months for lesions in other locations (2, 5-7). The
mean time for the diagnosis is between 4 months and
5 years (6).

Standard radiography, although still indispensable to
exclude other diagnoses (5), may miss the osteoid
osteoma and is largely surpassed by the computed
tomography (CT) scan in thin sections, which remains
the technique of choice, according to the literature (2, 5,
6). MRI does not seem to be as good for diagnosis, with
up to 35% misdiagnosis (1, 8), although these statistics
improve slightly after gadolinium injection, given the
hypervascularization of the osteoid osteoma (9).
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Bone scintigraphy can also be useful, with excellent
sensitivity for the detection of osteoid osteoma (1), but
in a study by Sharma et al conducted on 31 patients,
single-photon ~ emission ~ computed  tomography
(SPECT)/CT had the best sensitivity and specificity
for the detection of these lesions (10). It is also the
technique that provides the most accurate information
not only for the identification of the lesion and therefore
the diagnosis, but also on its location for optimal ther-
apeutic management (1, 10).

Removal of the lesion resolves the symptomatology
without recurrence if the resection is complete (1, 11).
The lesion may also involute spontaneously (1). Various
surgical techniques have been developed, including CT-
assisted radiofrequency ablation. The results of CT-
assisted radiofrequency ablation are similar to open sur-
gery (1, 8). This technique can be useful for locations that
are difficult to envisage in open surgery. Other techniques
have also proven their usefulness, including ablation using
microwaves and high-intensity focused ultrasound under
MRI control (1).

While osteoid osteoma is a challenge for the rheu-
matologist, paediatrician, orthopaedist, and radiolo-
gist, the pathologist usually has the last word. The
histological image shows a nest, 1.5-2 cm in size,
consisting of a network of trabeculae of osteoid
matrix with varying degrees of calcification sur-
rounded by osteoblasts, and in which a richly vascu-
larized stroma is observed (2, 3).

In conclusion, osteoid osteoma should be considered
in any patient with persistent and local pain, especially
at night, which is well relieved by NSAIDs, and should
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be included in the differential diagnosis of monoarthritis
refractory to conventional treatments.
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