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Ankle Arthroscopy in Talar Osteoid Osteoma treatment: A 
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ABSTRACT 
We report the case of a female patient, 13 years old, with an osteoid osteoma of the left talar neck. The tumor was arthroscopically removed. 
Pathological examination confirmed the diagnosis of osteoid osteoma. Preoperative, the patient had severe pain in the ankle joint, walked lame, and 
was unresponsive to pain relief medicines, even Aspirin. Post-operative, there was immediate and complete pain relief and the patient remains 
asymptomatic after 06 weeks. 
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CASE REPORT 

A 13-year-old female patient Chu Thanh H. at Lang Giang, Bac Giang, VietNam was taken to the Orthopedic 
department – St. Paul Hospital to be examined and consulted due to pain in the left ankle, walking lame. The disease 
started 8 months ago. Initially, the patient had acute pain in the left ankle. Then the pain spread to the leg and thigh, 
with increased severity. The pain was greatest at night from 11 p.m to 3 a.m. The pain was intermittent, each occurrence 
lasting about 1 hour. Painkiller did not help, and the pain level increase.  

After that, the patient was taken to the Central hospital for Pediatrics to be examined and treated. Here, doctors 
prescribed to take X-ray and CT on left ankle and detected a cyst at the talus. The patient was operated with medial side 
of left ankle joint incision to remove bone cyst. However, the pain state is still not improved post-operative. After 
discharging, the patient was examined at another hospital. The patient took Aspergic with Ibuprofen, the pain was 
reduced but after only a few hours, she got severe pain. At St. Paul Hospital, we examined the patient who had no fever, 
severe pain in the left ankle, walking lame and using crutches. Pressure at the mid ankle fold caused much pain. 

On the CT film of left ankle (Figure 1), we found a circular lesion of approximately 1cm diameter at the talar neck, 
close to under the arthrodial cartilage surface. The center of the cyst is the nidus that is approximately 0.3 x 0.5 cm in 
size, the surrounding is radiolucent area and the outside is the sclerotic bone. 

On the MRI film of ankle joint (Figure 2), we saw decreased signal image on T1 due to the bone marrow edema 
surrounding the tumor and increased signal on T2. 

We realized this is a fairly typical case of osteoid osteoma, both clinically as well as radiologically and we decided to 
conduct ankle arthroscopy to remove the tumor. Left ankle arthroscopy was conducted with 2 portals located medial 
and lateral to the ankle joint’s anterior. In addition, we added 1 extra minor portal, mid-ankle joint for easily operating, 
with an incision at each portal that is approximately 0.5cm. When entering the joint after cleaning the inflamed synovial 
membrane tissue, by exploring the whole ankle joint, we detected the abnormal position of the talar articular neck 
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surface corresponding to the suspected location on the CT film and the MRI film. After purifying the abnormal articular 
cartilage at the talar neck, the tumor is exposed with the nidus in the central region (Figure 3). 

The tumor was removed by Curet and endoscopic instruments until the normal bone tissue. Check the remaining 
areas of the ankle did not see the other injuries. We then washed the joint and stitched the incision. The patient was 
instructed on late leg pressing post-operative. 

On the first day after surgery, the patient slept well, complete pain free. The post-operative CT film showed the tumor 
was removed (Figure 4). 

The patient is discharged after 3 days, gets late left leg pressing, walks by crutches and periodic re-examines by 
appointment. The post-operative anapath result is accordance with the preoperative diagnosis of osteoid osteoma. 

 
Figure 1: CT film of the left ankle 

 
Figure 2: MRI film of the left ankle joint 
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DISCUSSION 

Osteoid osteoma is a quite special injury, accounting for about 12% of benign bone tumors (1,2). The appearance of 
tumors in the talus is very rare and consequently can be diagnosed late. According to statistics by Snow et al. (5) for 05 
patients with osteoid osteoma in the talus diagnosis took an average of 2.5 years. The diagnosis of this disease should 
be considered when symptoms of chronic ankle joint pain; however, image diagnosis is not always typical. In this case, 
a combined capsular-type lesion at the talus may cause the diagnosis, the decision of surgery and the incision at the 
previous hospital to become inaccurate. They operated to open medial side of the ankle, interfered with the cyst of talar 
medial face without being able to reach the osteoid osteoma at the talar neck’s anterior side - the main cause of severe 
pain of the patient. The patient came to us with a disease history of about 8 months, with typical clinical symptoms of 
the osteoid osteoma disease namely: much pain in the ankle joint; increased pain at night and when walking; analgesic 
response when treated with low dose aspirin; normal systemic symptoms. However, the image of the tumor on the X-
ray is quite faint, the primary diagnostic imaging is on CT film with typical lesion which is the nidus in the center of the 
tumor, the surrounding is radiolucent area, the outside is the sclerotic bone (Figure 1) and on MRI is decreased signal 
image on T1 due to the bone marrow edema surrounding the tumor and increased signal on T2 (Figure 2). Some 
researchers have shown that MRI is a more sensitive image diagnosis method than CT though CT produces more specific 
images of osteoid osteoma (6-12). 
 

 There are many different options in the indication for treatment. Operative by direct incision into ankle joint anterior 
face that was often chosen before. The requirement of surgery is to completely remove the tumor. Osteoid osteoma, 
however, is usually very small, in this case the size of the tumor on CT film is only about 0.3 x 0.5 cm. If operating, it will 
be very difficult to identify the tumor and has to remove plenty of around normal bone tissues that weakening the 
structure of talar neck, slowing down the recovery process, perhaps even causing talus fracture. In addition, the tumor is 

 
Figure 3: The tumor is exposed with the nidus in the central region 

 
Figure 4: Post-operative CT film 
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located close to and under the talar articular neck surface. There is a passage into the joint and talar articular surface 
quite lame on CT film and MRI film that was a suggestion for us to decide on ankle arthroscopy to remove the tumor. 
This surgery has been described in several reports by foreign authors (13-20); however, this is the first domestic report. 

After the endoscope into the ankle joint, with an endoscope in lateral portal and manipulation tools in medial portal, 
we explored the whole ankle joint and detected the abnormal position of talar articular neck surface corresponding to 
the suspected location on the CT film and the MRI film. The tumor was exposed and removed not too difficultly. About 
quite featured macroscopic of osteoid osteoma (Figure 3). On CT film after that showed the tumor removed completely 
(Figure 4) and post-operative anapath result confirmed this is osteoid osteoma, consistent with preoperative diagnosis. 
The patient is completely painless after surgery without using painkillers, discharged after 3 days. Follow-up after 6 weeks 
of surgery, the patient is out of pain, gains weight, walks normally. 

  
 In conclusion, ankle arthroscopy is a less invasive surgical method, appropriate to handle the tumor injury in the 

ankle joint, especially the tumors inside or beside the joint and under the cartilage. The advantages include: 

− Be able to explore the whole ankle joint and related lesions by 2 incisions about 0.5 cm to make portals, especially 
valuable in cases of previous surgical interventions. 

− The surgery time is shortened, technically not too complicated, it is worth in both diagnostic and treatment. 

− Post-operative rehabilitation is simple, and minimizes risks such as infection, tough ankle joints, relative to open 
surgery. 

− Almost absolute advantages over open surgery in the case of inside-joint or under-cartilage injuries. 
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