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Introduction 

Osteoid osteoma is a benign tumor most common bone 

histogenesis (10% of all benign tumors) [1]. It is a tumor that is 

preferentially in the long bones (75% of the sites), such as the 

femur and tibia [2,3]. 

The phalangeal localization is rare, it represents only 3.8 to 

5.4% of cases [3,4]. the radiological assessment often claimed 

diagnosis. 

We report a case of osteoid osteoma of the phalanx in a 

young patient of 20 years who posed a diagnostic problem. 

Case report : 

He is a 20 years old patient, student, who handed this for six 

months following a sports accident (handball) swelling of the 

right index finger associated with pain insomniantes night 

upsurge. The pain was intermittent and slightly improved by 

taking analgesics and NSAIDs. 

The patient was seen in two GPs prescription of NSAIDs 

and immobilization of the index with no improvement in 

symptoms. 

Clinical examination revealed a painful swelling of the 

proximal phalanx of the right index finger (Figure 3) with 

limitation of flexion at the proximal interphalangeal joint. The 

overlying skin was normal. Plain radiographs showed a 

thickening of the cortex of the proximal phalanx with a 

diaphyseal sclerosis associated with peripheral osteolysis and 

periosteal thickening. An image of fracture is also visible. 

(Figure 1) 

Inflammatory balance (ESR and CRP) and the intradermal 

mm 3 were negative. 

Before the radio-clinical MRI was requested and revealed 

the presence of cortical thickening in which an incomplete 

picture surrounded by multiple small image and hypointense T1 

and T2 exist. There is also an important bone edema involving 

the entire phalanx and adjacent soft tissues. (Figure 2) 

All radiological images were in favor of an osteoid 

osteoma, the appearance was confirmed by a CT scan in 

addition to the pseudo fracture was enlarged nutrient canal 

compatible with the diagnosis. 

The patient underwent surgical treatment under local 

anesthesia. A first lateral ulnar-lane right index finger, we 

conducted a recess of the tumor Bicortical reddish then filling 

with a bone graft taken at the dorsum of the ipsilateral distal 

radius (Figure 3). Syndactilisation with a splint was put in place. 

The pathological findings confirmed the diagnosis. 

The outcome was spectacular with pain relief and recovery 

of mobility of the finger with a drop of 12 months. 

Discussion  

Osteoid osteoma (oo)  is a benign bone tumor, described by 

Jaffe in 1935, it is characterized by its particular pain symptoms 

and limited growth potential [5, 6]. 

It usually occurs in the second and third decade of life with 

male predominance [6,7]. Achieving hand represents 5% of all 

sites. 

Despite its relative frequency, clinical presentation is often 

atypical and the diagnosis is delayed for at least one year [8,9]. 

Clinical manifestations are often kind of night pain, 

insomniantes totally disproportionate to the size of the OO and 

calmed by the use of salicylates [10]. 

The Plain radiographs show a central lytic small image 

(nidus) sometimes calcified at its center, surrounded by a large 

reactive sclerosis interesting cortical [13]. This is especially CT 

or MRI, which provide more precision on the positive diagnosis 

and the exact location of the tumor. [10] The scanner is a useful 

adjunct when standard tests are normal but can not show the 

nidus [16,17]. 

MRI finds both the nidus, frequently adjacent bone and 

tissue edema leading to the clinically palpable swelling [16,17]. 

Oo  has a limited growth potential explaining his constant 

small differentiates it from osteoblastoma [4,6,18]. 

Resection of the nidus is necessary and sufficient to obtain 

pain relief. It can be obtained by conventional open surgery or 

by more modern techniques [17,19]. Indeed, the emergence of 

percutaneous treatment techniques under CT guidance has 
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profoundly changed the treatment of these tumors. Now the 

surgical excisional treatment is justified only in cases in which 

imaging is not absolutely typical and require histological 

examination which unfortunately is still uncertain in 

percutaneous techniques [10]. 

 

Figure 1:  Radiological Appearance 

 

Figure 2: Apparence on MRI 

 

Figure 3:  Swelling of the proximal phalanx of the index 

The evolution is towards healing the removal of the nidus is 

complete. Whatever the technique used, it is necessary that the 

removal is complete under penalty of recurrence [23,24]. 

Conclusion  

 Oo of the  phalanx is rare and the diagnosis is often delayed 

due to a frequently misleading clinic. The importance of the 

swelling of the phalanx resembles a tumor or infectious cause. 

Plain radiography, CT view MRI are often successful in this 

location. Excision is the necessary and sufficient condition to 

relieve pain and prevent recurrence 

 

Figure 4:  Intraoperative aspect (obviously graft)) 
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