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  BACKGROUND 
 Osteoid osteoma (OO) is considered as a low growth neo-
plasm or even more, like an inactive neoplasm. The lack of 
knowledge concerning the genesis of OO and its confusion 
with similar lesions in the bone make accurate compilation 
of data concerning the lesion a diffi cult task. It is obvious 
that the small number of reported cases of OO in maxilla 
and mandible does not allow drawing conclusions about 
this lesion’s behaviour in the jaws.  

  CASE PRESENTATION 
 A 14-year-old male reported to the oral diagnosis and radi-
ology department with a complaint of facial and extraoral 
swelling on the inferior aspect of the left angle of mandi-
ble. He had been aware of the slow but steady increase in 
the size of the lesion over the past 4 years. The lesion was 
associated with occasional pain at night, and there was no 
diffi culty in opening of mouth or chewing. He had facial 
trauma about 5 years back, and his medical history was 

not contributory. Clinical examination revealed extraoral 
swelling on the left side ( fi gure 1 ). The regional lymph 
nodes were non-palpable. Extraoral examination revealed 
a well-defi ned, round, immobile mass. The lesion was 
bony-hard on palpation. The overlying skin was normal. A 
solitary, round, 3.5×3.5 cm well-defi ned radio-opaque radi-
olucent lesion at inferior border of mandible was noticed 
with panoramic radiography and postero-anterior view of 
mandible ( fi gures 2  and  3 ). No similar lesions were found 
in maxilla, mandible, ribs and long bones.    

 These clinical and radiographic features were supportive 
of the working diagnosis of peripheral osteoma.  

  INVESTIGATIONS 
   Complete haemogram and routine urine   ▶

  Serum calcium   ▶

  Serum alkanine phosphatase   ▶

  Serum prostaglandin estimation   ▶

  Liver function test   ▶

  Kidney function test   ▶

  Orthopantomograph   ▶

  Postero-anterior view of mandible.     ▶

  DIFFERENTIAL DIAGNOSIS 
   Garre’s osteomyelitis   ▶

  Eosinophillic granuloma   ▶

  Osteosarcoma (early detection)   ▶

  Osteoblastoma   ▶

  Complex odontoma.     ▶

  TREATMENT 
 Under local anesthesia with controlled intravenous seda-
tion, the lesion was completely excised using oscillat-
ing saw and chisels via an extraoral approach. Curettage 
and fulgaration of the inferior border of mandible 
(near the point of origin of tumour) was accomplished 
( fi gure 4 ). Standard protocol of perioperative antibiotics 
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  Summary 
 Osteomas are benign, slow-growing osteogenic tumours rarely occurring in the craniofacial bones. Osteomas are characterised by the 

proliferation of compact and/or cancellous bone. It can be of a central, peripheral, or extra skeletal type. The peripheral type arises from the 

periosteum and is rarely seen in the mandible. The lingual surface and lower border of the body are the most common locations of these lesions. 

They are usually asymptomatic and can be discovered in routine clinical and radiographic examination. In this paper, the authors present a 

large solitary peripheral osteoma located in the inferior surface of the left angle of mandible and causing facial deformity in a 14-year-old boy. 

Radiographic examination by diagnostic radiographs revealed mixed appearance (radiopaque- radiolucent), well-circumscribed, pedunculated 

mass approximately 3.5 cm in size. The osteoma was removed surgically, and no recurrence has been observed.     

 Figure 1    Clinical presentation.    
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and anti-infl ammatory regimen was followed. The excised 
specimen was submitted for histopathological examina-
tion. The histopathology confi rmed the clinical diagnosis 
of OO ( fi gure 5 ).    

  OUTCOME AND FOLLOW-UP 
 The patient is undergoing regular follow-up after unevent-
ful recovery and removal of sutures. Patient shows good 
healing with cosmetically acceptable scar. Yet so far there 
is no recurrence since 6 month.  

  DISCUSSION 
 OO is a benign lesion consisting of a small round nidus. It 
accounts for 3% of all primary bone tumours, and about 
10% of benign bone tumours. About 80% of OO occur 
in long bones, while less than 1% occurs in jaws. OO is 
most frequently observed in the second and third decades 
of life, more commonly in males than females, at a ratio 
approximately 2: 1. Mild pain is the principal symptom as 
in the present case. 1  –  4  

 OO was described as a specifi c entity by Jaffe in 1935. 
Jaffe described a type of nidus which appeared as a hard 
osseous core composed of densely set trabeculae of 
newly formed bone which was atypical. Jaffe perceived 
the initial notable changes in this lesion as an increased 
vascularisation and destruction with replacement by new 
atypical bone following resorption of the destroyed tis-
sue. The stroma consisted of osteogenic connective tis-
sue containing numerous blood channels. A cortical lesion 
which produced this bony replacement stimulated the 

overlying periosteum to lay down new bone of fairly nor-
mal architecture. 5  

 Real prevalence of osteoma is unknown. Sondergaard 
 et al  6  in their study demonstrated that the prevalence of 
osteoma in 50 patients with ulcerative colitis is 4% and 
2% in the control group. It has been reported that osteo-
mas have no sex predilection. 7   8  

 Osteoma of the jaw bones is quite rare. These lesions 
are more frequent in the mandible than the maxilla. Sayan 
 et al  9  reported fi nding 22.85% of the lesions in the mandi-
ble and 14.28% in the maxilla in their study. Kaplan  et al  7  
reported 81.3%, Chaurasia and Balan 8  reported 83% and 
Woldenberg  et al  10  reported 64% of cases occurred in the 
mandible. 

 The lingual surface and lower border of the body are the 
most common locations of mandibular lesions. 11  –  13  The 
exact aetiology and pathogenesis of peripheral osteoma is 
unknown. Neoplastic and reactive causes have been sug-
gested as possible aetiologic factors. Kaplan  et al  7   14  and 
Woldenberg  et al  10  suggested that some peripheral osteo-
mas may be reactive rather than neoplasms, probably asso-
ciated with trauma. Also, some authors have reported that 
as many of the peripheral osteomas are located on the lower 
border of the mandible, it is possible that muscle traction 
plays a role in the development of peripheral osteomas. 10   11  
However, in the case described in this paper, we have infor-
mation as to the possible cause, there being history of pre-
vious trauma to the same region 5 years back. 

 Figure 4    Surgical exploration and excised specimen.    

 Figure 2    Orthopantomograph.     Figure 3    Postero-anterior view mandible.    
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 Histologically osteomas consists of mature, lamellar bone 
or cancellous bone with abundant fi brofatty marrow between 
bony trabeculae, 15   16  as reported in our case. Histologically 
there is narrow margin of differentiation between osteoma, 
osteochandroma and tori, it can only be differentiated clini-
cally and radiographically. Radiographically osteoma shows 
as well-circumscribed, densely sclerotic and radiopaque 
mass. Endosteal osteomas are generally identifi ed on rou-
tine radiographic examination. 16  Osteomas are diagnosed 
and treated by local excision. 15  

 Recurrence of peripheral osteoma after surgical excision 
is extremely rare; the goal of follow-up is to look for new 
osteomas or other signs indicative of Gardners syndrome, as 
it is ruled out in our case as our patient is young male adult. 

 OO can occur anywhere. It can involve a single bone 
or several bones. It is reported to occur in the cortex of 
the shafts of long bones in 80–90% of cases, epiphysial 
and metaphyseal regions of both small and large bones of 
the axial and appendicular skeletons, especially the femur, 
tibia and humerus. 

 The lower extremities are the most common sites of 
OOs. Barei  et al  reported that in 50–60% of cases, OO 
occurs in the femur and tibia. 17   18  

 Pettine  et al  noted that 50% of lesions occur in the cervi-
cal spine, and up to 78% of OOs in the lumbar spine are 
associated with scoliosis. 19  –  22  The tumour has a predilec-
tion for the posterior elements, most commonly affecting 
the cancellous lamina, spinous process and pedicle but 
sparing the vertebral bodies. 

 OOs of the hand and wrist are rare, most commonly 
involving the phalanges, and often result in atypical clini-
cal and radiologic characteristics. The fi ndings are similar 
to those of tumours involving the foot and ankle. Intra-
articular OO occurs in 10% of cases and can involve the 
hip, elbow and ankle. 23  –  25  

 Malignant transformation of peripheral osteoma has 
not been reported in the literature. Patients with osteo-
mas should be evaluated for Gardner’s syndrome. This 
syndrome is an autosomal dominant disease character-
ised by gastrointestinal polyps, multiple osteomas, skin 
and soft tissue tumours and multiple impacted or super-
numerary teeth. Intestinal polyps are predominantly ade-
nomas and may progress to malignancy in almost 100% 
of patients. 26   27  

  Learning points 

 ▶    The rate of growth is slow with common complaint of 
pain.  
  Can cause facial asymmetry.   ▶

  Obtaining proper history is important.   ▶

  Thorough physical examination is necessary to rule out  ▶

polyosteotic origin.  
  Histopathological confi rmation aids in diagnosis.       ▶

    Competing interests   None.  

  Patient consent   Obtained.   

  REFERENCES 
   1.      Mirra   JM,     Gold   RH,     Picci   P   .  Osteoid Osteoma . In:    Mirra   JM   , ed.  Bone Tumors . 

 Philadelphia, PA :  Lea Febiger   1989 : 226 – 48 .  

   2.      Schajowicz   F   .  Bone-forming tumours 1.1.2 osteoid osteoma and 

osteoblastoma . In:    Schajowicz   F   , ed.  Histological Typing of Bone Tumours . 

 Second Edition .  Berlin :  Springer-Verlag   1993 : 7 – 9 .  

   3.      Resnick   DL,     Kyriakos   M,     Greenway   G   .  Tumors and tumor- like lesions of 

bone: imaging and pathology of specifi c lesions . In:    Resnick   DL   , ed.  Diagnosis 

of Bone and Joint Disorders .  Third Edition .  Philadelphia, PA :  Saunders  

 1995 : 3629 – 47 .  

   4.      Ayala   AG,     Ro   JY,     Raymond   AK   .  Bone tumors . In:    Damjanov   I,     Linder   J   , eds. 

 Anderson’s Pathology .  Tenth Edition .  St Louis :  Mosby   1996 : 2531 – 73 .  

 Figure 5    Histopathological picture.    



BMJ Case Reports 2011; doi:10.1136/bcr.10.2011.48864 of 4

   5.      Jaffe   HL   .  Tumors and Tumorous Conditions of the Bones and Joints . 

 Philadelphia, PA :  Lea and Febiger   1958 : 92 – 105 .  

   6.      Søndergaard   JO,     Svendsen   LB,     Hegnhøj   JO,    et al  .  Mandibular osteomas in 

ulcerative colitis.   Scand J Gastroenterol   1986 ; 21 : 1089 – 90 .  

   7.      Kaplan   I,     Nicolaou   Z,     Hatuel   D,    et al  .  Solitary central osteoma of the jaws: 

a diagnostic dilemma .  Oral Surg Oral Med Oral Pathol Oral Radiol Endod  

 2008 ; 106 : e22 – 9 .  

   8.      Chaurasia   A,     Balan   A   .  Peripheral osteomas of jaws—a study of six cases . 

 Kerala Dental Journal   2009 ; 32 : 23 – 6 .  

   9.      Sayan   NB,     UCok   C,     Karasu   HA,    et al  .  Peripheral osteoma of the oral 

and maxillofacial region: a study of 35 new cases .  J Oral Maxillofac Surg  

 2002 ; 60 : 1299 – 301 .  

  10.      Woldenberg   Y,     Nash   M,     Bodner   L   .  Peripheral osteoma of the maxillofacial 

region. Diagnosis and management: a study of 14 cases .  Med Oral Patol Oral 

Cir Bucal   2005 ; 10   Suppl 2 : E139 – 42 .  

  11.      Ogbureke   KU,     Nashed   MN,     Ashraf   AF   .  Huge peripheral osteoma of the 

mandible: a case report and review of the literature .  Pathol Res Pract  

 2007 ; 203 : 185 – 8 .  

  12.      An   SY,     An   CH,     Choi   KS   .  Giant osteoma of the mandible causing breathing 

problem .  Korean J Oral Maxillofac Radiol   2006 ; 36 : 217 – 20 .  

  13.      Mittal   A,     Iyer   N   .  Large peripheral osteoma of the mandible .  Oral Radiol  

 2008 ; 24 : 39 – 41 .  

  14.      Kaplan   I,     Calderon   S,     Buchner   A   .  Peripheral osteoma of the mandible: a 

study of 10 new cases and analysis of the literature.   J Oral Maxillofac Surg  

 1994 ; 52 : 467 – 70 .  

  15.      Robert   EM,     Diane   S   .  Oral and Maxillofacial Pathology .  Chicago :  Quintessence 

Pub. Co .  2003 : 771 – 2 .  

  16.      Fonseca   R,     Marciani   R,     Turvey   T   .  Oral and Maxillofacial Surgery .  Second 

Edition .  St Louis, Missouri :  Saunders/Elsevier   2008 : 604 – 5 .  

  17.      Barei   DP,     Moreau   G,     Scarborough   MT,    et al  .  Percutaneous radiofrequency 

thermal ablation of osteoid osteoma .  Operative Tech Orthop   1999 ; 9 : 72 – 8 .  

  18.      Sproule   JA,     Khan   F,     Fogarty   EE   .  Osteoid osteoma: painful enlargement of the 

second toe.   Arch Orthop Trauma Surg   2004 ; 124 : 354 – 6 .  

  19.      Frassica   FJ,     Waltrip   RL,     Sponseller   PD,    et al  .  Clinicopathologic features and 

treatment of osteoid osteoma and osteoblastoma in children and adolescents.  

 Orthop Clin North Am   1996 ; 27 : 559 – 74 .  

  20.      Donkol   RH,     Al-Nammi   A,     Moghazi   K   .  Effi cacy of percutaneous radiofrequency 

ablation of osteoid osteoma in children.   Pediatr Radiol   2008 ; 38 : 180 – 5 .  

  21.      Szypryt   EP,     Hardy   JG,     Colton   CL   .  An improved technique of intra-operative 

bone scanning.   J Bone Joint Surg Br   1986 ; 68 : 643 – 6 .  

  22.      de Chadarévian   JP,     Katsetos   CD,     Pascasio   JM,    et al  .  Histological study of 

osteoid osteoma’s blood supply.   Pediatr Dev Pathol   2007 ; 10 : 358 – 68 .  

  23.      Bilgin   SS,     Yildiz   Y,     Güçlü   B,    et al  .  [Osteoid osteoma in the hand: an evaluation 

of eight patients].   Acta Orthop Traumatol Turc   2004 ; 38 : 206 – 11 .  

  24.      Kalb   K,     Schlor   U,     Meier   M,    et al  .  Osteoid osteoma of the hand and wrist . 

 Handchir Mikrochir Plast Chir   2004 ; 36 : 405 – 10 .  

  25.      Nanni   M,     Pantalone   O,     Zappala   A,    et al  .  Diagnostic approach to a rare case of 

osteoid osteoma of the astragalus .  Rays   2004 ; 29 : 217 – 21 .  

  26.      Bilkay   U,     Erdem   O,     Ozek   C,    et al  .  Benign osteoma with Gardner 

syndrome: review of the literature and report of a case .  J Craniofac Surg  

 2004 ; 15 : 506 – 9 .  

  27.      Lee   BD,     Lee   W,     Oh   SH,    et al  .  A case report of Gardner syndrome with 

hereditary widespread osteomatous jaw lesions .  Oral Surg Oral Med Oral 

Pathol Oral Radiol Endod   2009 ; 107 : e68 – 72 .    

This pdf has been created automatically from the fi nal edited text and images.

Copyright 2011 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit 
http://group.bmj.com/group/rights-licensing/permissions. 
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.

Please cite this article as follows (you will need to access the article online to obtain the date of publication).

Karandikar S, Thakur G, Tijare M, K S, Agrawal K. Osteoid osteoma of mandible. BMJ Case Reports 2011;10.1136/bcr.10.2011.4886, Published XXX

Become a Fellow of BMJ Case Reports today and you can:
Submit as many cases as you like ▶
Enjoy fast sympathetic peer review and rapid publication of accepted articles ▶
Access all the published articles ▶
Re-use any of the published material for personal use and teaching without further permission ▶

For information on Institutional Fellowships contact consortiasales@bmjgroup.com

Visit casereports.bmj.com for more articles like this and to become a Fellow


