tf 3 & ot El & 8 35 %
Vol. 17, No. 3, September, 2010
DOI:10.4078/jkra.2010.17.3.333

A Case of Osteoid Osteoma Presenting with Hip Joint Pain
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Fig. 1. (A) Hip X-ray shows small radiolucent lesion with surrounding sclerosis (white arrow), (B) Whole body bone
scan shows increased radioisotope uptake in the right femoral neck with reactive bone change (black arrow).

Fig. 2. (A, B) Pelvic bone CT shows about 1.3 cm sized partially calcified nodular lesion with hypodense rim and
surrounding sclerosis at posterior cortex of right femur (arrow).
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Fig. 3. (A, B) The hip MRI shows about 1 c¢cm sized low signal intensity nodular lesion with rim enhancement (white
arrow) with surrounding bone marrow edema, joint effusion (triangle) in T2 fat suppression image.
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