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Fig. 1. Imaging through the tibia shaft of a 32 year-old women.

a. Plain radiograph shows the osteoid osteoma as a central lucency(thin arrow) with spherical sclerosis(thick
arrow) at the cortex.

b. CT scan demonstrates a round lesion of low attenuation surrounded by a zone of bone sclerosis and is very
suggestive of osteoid osteoma.

c. CT scan shows placement of the bone biopsy needle in an area of the nidus of the osteoid osteoma.

d. The central drill hole(arrow) overlies the nidus of the osteoid osteoma. The outer ring outlines before re-
moval of the core.

353 (metal artifact)S £0]7] ¢35l AF-22 A4 oma) 22 A7 2327

(soft tissue algorithm)-2- A}-8-3}i ). 699 ol A 22114 ¢l

A2t 3xHA Q1 dAdE Zo] it (Fig. 2). CT fr=3} Z =

FAF A3 FEddA] & AEES dukEedoly CT

2102 de] EAF &lslel o (Fig. 3), & Al FEFES A A A AEH dEFe] AR FY F9A
A FrEFEFE He23 S Ak FEF] FH7 ol B, ARRFe] Avbel 74|, Fubell 2¢] Bl

Abe Ak #4F CTE FEF 25004 45 At Al Sudel 197} Ak A dolA] E5o] ¥Rl UK
of| A |83} 3L (Fig. 2d), o] F FHFAA A= dutEed ez o, 53] Alofd FFo] A& A3FS Bych CTel
670D A 1270 Atolel] At 6alollA] el 571 A A Zr]E 10X6X6—40X7X9I(FF 22X8X7)
7} A7 1.5Cmo| A2 2 F XA E£Z (osteoblastoma)2] ¥ mm Gon, BE 3}l A F9) ol A 3}A (sclerotic) =

Fol E9lovt JASAT X8y 2 X85 ZAAgrl wWIE BT o)A 150x18x14—50x12x15(F ¢
FEEET FA8Y] A F-FFZ (giant osteoid oste- 82X 17X 17)mme] =7|E Jehfiich FA1L 134 A

— 788 —



lﬁB & 72 1417} AL, Aleel
Fo2 T 1580l
= A A glae

£

o Alastel om Hellol A 5
15}741 2 4 dstend, g
9o 2& A
4272 A
ool thep

_l
fn W

o
>

L :‘io il
]

> MM
of

32 4y

2 K

52
&

>y

X

e

Mk

=
[=)

Fig. 2. Imaging through the femoral
neck of a 23-year-old man.

a. Plain radiograph demonstrates a
exuberant periosteal reaction.

b. 2D and c. 3D CT scan demonstrate
a nidus(arrow) with marked perios-
teal reaction in the cortex.

d. Postoperative CT scan shows the
nidus has been excised completely
with defect(arrows).
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Fig. 3. Imaging through the femur of a 53 year-old-women.

a. CT scan demonstrates a calcified nidus(arrows) with exuberant periosteal reaction in the posterior cortex of
the femur.

b. Photograph of gross specimen and c. corresponding radiography show irregular margin to the nidus
(arrows). There is calcified rim with central uncalcified area of the nidus. Rounded holes at the upper margin
of the specimen are secondary to surgery.

d. CT scan of the specimen shows an area of calcified nidus(arrows) in the resected bone.
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Osteoid Osteoma : Preoperative CT Guided Nidus Marking'

Kyung Jin Suh, M.D., Il Hyung Park, M.D.?

7Department of Diagnostic Radiology, Kyungpook National University School of Medicine
2Department of Orthopedic Surgery, Kyungpook National University School of Medicine

Purpose: To evaluate the utility of preoperative nidus localization guided by computed tomography(CT).

Methods and Materials:In the light of clinical, radiographic, and imaging findings, osteoid osteoma was
suspected in all ten patients studied. An osteoid osteoma of the tibia was present in seven cases, and of the fe-
mur in three. During the 24 hours preceeding surgery, a small hole was drilled directly over the nidus with a 15
gauge Ostycut bone biopsy needle, using CT for control and guidance. The hole and needle tract were stained
with Gentian violet and GE 9800 and Hi Speed Advantage CT (GE) were used to obtain both 2D and 3D images.

Results: Each osteoid osteoma was in the cortex of the bone, nidi ranged in size from 10x6x6 to 40 X7 X 9
mm and the sclerotic area around each varied in size between 150 X 18 X 14 and 50 X 15X 12mm. Marking was
successful on the first attempt in eight cases, on the second attempt in one case and on the third attempt in one
case. The average time per marking attempt was 15 minutes. In the operating field, stained marking on the cor-
tex was easily found in all cases. With the marking it was possible to excise only as much of the bone as
necessary and none of the ten patients suffered complications either during or after the procedure. The diag-
nosis of osteoid osteoma was histopathologically confirmed in all patients.

Conclusion:CT guided nidus marking of an osteoid osteoma assured precise localization during surgery;
bone resection was therefore minimal and the time required for surgery was reduced. The procedure is a
simple, safe, effective method for precise and easy nidus excision.
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