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Introduction
The painful condition of osteoid osteoma can be difficult to 
diagnose when the lesion is hidden in an anatomical area that is 
difficult to visualise using conventional imaging. A case study is 
presented that has its beginnings as an uncomplicated ankle 
sprain that initially resolves with conservative treatment, but 
later becomes symptomatic and unresponsive to conservative 
treatment. It is finally diagnosed as an osteoid osteoma and 
surgically removed.
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Patient history
A 54 year old active male gardener reported a seven year history 
of pain in the left medial anterior region of his ankle that was 
acutely painful when actively dorsiflexing and inverting his foot. 
The affected foot was painful at night and was relieved by Non-
Steroidal Anti-Inflammatory Drugs (NSAIDS). The symptoms 
appeared two months after a +2 inversion injury of the left ankle. 
The ankle at the time of injury was assessed and cleared for 
fractures and treated conservatively with strapping, ice and rest 
for two weeks. Gradual rehabilitation exercises were performed 
for four weeks. At six weeks the patient was asymptomatic and 
discharged.

Recurrence of pain occurred at eight weeks post trauma and 
after unsuccessful subsequent conservative treatment and 
negative diagnostic imaging of plain film and MRI, it was 
suggested the pain could be due to an intraarticular post traumatic 
inflammatory response; possibly a synovial plica. Corticosteroid 
was introduced into the ankle on four occasions over six  
months with no improvement. Review of previously reported 
unremarkable x-rays, revealed a faint 8mm lump attached 8mm 
anteroproximal from the talar neck (Figure 1 and 2). Clinical 
corresponding point pressure of this area was reported as acutely 
tender. Anterior tibial spurring was also noted. 

Given the severe nature of symptoms and failure to  
respond to conservative care, exploration of the anterior ankle 
with resection of tibial spurring was proposed as an open 
procedure. After consideration of the risks and complications of 
surgery, the patient elected to have an anterior ankle 
arthroplasty.

Operative findings
The surgical approach was made through one incision over the 
medial gutter, an area between the distal anterior-medial aspect 
of the medial malleolus and the flexor hallucis longus tendon on 
the dorsum of the ankle. Neurovascular structures were 
carefully exposed and retracted from the surgical field. After the 
joint capsule was penetrated over the gutter, a periosteal elevator 
was introduced into the capsule and used to elevate the capsule 
and inspect the joint and surrounding structures. A sperical 
ossicle similar in appearance to a small ball bearing was noted 
on the talar neck, after noting its position and connections to 
deeper structures, it was excised with an osteotome and mallet 
and filed smooth. After further inspection a small anterior tibial 
spur was noted and resected. The joint was inspected again and 
no other pathology was observed. The specimen was then sent 
to pathology for analysis and the wounds were flushed and 
closed in anatomical layers. A Jones style compressive dressing 
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