
Osteoma of the Mastoid

then, isolated cases of this benign tumour have been reported.
The size of the tumour may vary and in general they are smaller
than 3 cm during the first examination. It has higher incidence in
female patients, mostly in the second and third decades of life
and it is rare in puberty.' Though it is normally asymptomatic, it
may produce pain by invasion of neighbouring structures or
widening of periosteum. The complications are recurrence, facial
nerve affection, sigmoid sinus damage and sensorineural hearing
loss by nervous compression of inner ear. 2

The clinical and radiological findings along with histopathologic
evidence demonstrate the diagnosis of mastoid osteoma. Following
types of mastoid osteomas have been described -a) Compact: the
most frequent one, comprising dense, compact and lamellar bone,
with few vessels and Haversian canals; b) Cartilaginous:
comprising bone and cartilaginous elements; c) Spongy: rare type,
comprising spongy bone and fibrous tissue, with tendency to
expand to the diploe and involving the internal and external lamina
of the affected bone; d) Mixed: mixture of spongy and compact
types.'. Differential diagnosis is with other benign bone forming
lesions like osteochondroma, chondroma, osteoblastoma,
exostosis, fibrous dysplasia etc. and with malignant lesions like
osteosarcoma. The most widely accepted theories on the
aetiopathogenesis of mastoid osteoma include embryogenesis,
metaplasia, inflammation and trauma. 3

Surgical removal is done for the cosmetic deformity. It is a simple
procedure for the vast majority of small osteomas. Early surgical
treatment is recommended to avoid the later development of giant
osteoma with potential risks of surgical complications.'. Giant
osteoma of the mastoid is a rare benign neoplasm that produces
symptoms by encroachment on adjacent structures.S.Fenton JE
et al (1996) suggests that routine histologic assessment cannot
distinguish between osteomata and exostoses of the temporal
bone. These lesions cannot be distinguished according to the
presence or absence of fibrovascular channels, as has been
suggested. 6.
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Fig. I : Mastoid osteoma as a postauricular swelling.

Fig. II: Microphotograph of osteoma of the mastoid showing mature
bone tissue.

Short Communications

A CASE OF SOLITARY FIBROUS TUMOUR OF THE NOSE
AND PARANASAL SINUSES.

K.V.Rajan*, T.Santhi**

in 1931 by Klemperer and
A case of solitary fibrous

tumour of the nose and paranasal sinuses is presented

Key words : Solitary fibrous tumour, paranasal sinuses,

316 
*Assistant Prof. **Senior Lecturer Dept. of ENT, MCH, Alappuzha, Kerala

Indian Journal of Otolaryngology and Head and Neck Surgery Vol. 58, No. 3, July-September 2006



CASE REPORT

A 42 year old hypertensive man presented with nasal block and
recurrent blood stained nasal discharge of one year duration.
On examination, he had a pinkish firm mass covered with purulent
discharge filling the right nasal cavity. He had no diplopia, blurring
of vision, trismus, paraesthesia of the face or loosening of teeth.
Biopsy from the mass showed an inflammatory polyp with
spindle cell component. CT scan revealed a slightly
heterogenous soft tissue mass involving the right maxillary
antrum, nasal cavity, ethmoid sinus without destroying the sinus
septae, and to the nasopharynx through the choana. (Fig. 1.)There
was no evidence of calcification.

Under GA, lateral rhinotomy with medial maxillectomy was
performed. A nodular firm mass which was found filling the
right nasal cavity, antrum and anterior ethmoids was removed.
(Fig.2).

Polypoidal mucosal thickening was noted in the posterior
ethmoids, sphenoid and frontal sinus. No bony erosion was
seen. Histopathologically the tumour was unencapsulated and
composed of variable cellular proliferation of bland spindle
shaped cells lacking any pattern of growth. Immunohistochemical
analysis showed MIC-2 (Fig. 3) and vimentin (Fig. 4) reactivity
which supported the histological diagnosis. Post operative
period was uneventful. 10 days later the patient left the hospital.
There has been no recurrence of the tumour after 11 months of
follow up.

DISCUSSION
The increased number of SFT probably indicates recognition of
the tumour in extrapleural sites which is now supported by
immunohistochemical analysis. The usual age of presentation
ranges from 9 to 86 years'. There is no sex predeliction.

SFT arises from submesothelial mesenchymal fibroblast like
cell.ln the nose it presents as a benign, unilateral nasal mass.
Nasal obstruction with discharge and epistaxis are the usual
features. Clinically the tumour appears as whitish, multinodular,

Figure 1—Coronal CT scan Head with contrast showing a slightly
heterogenous mass filling the right maxillary antrum, nasal cavity and
ethmoids without destroying the sinus septae.

Solitary Fibrous Tumour of the Nose and Paranasal Sinus

firm, well circumscribed mass. Intracranial invasion and erosion
of adjacent structures are common, but metastasis is rare.

CT scan shows a slightly heterogenous soft tissue mass.
Calcification may be seen.There are few reports of MRI imaging
features.Usually the tumour shows hypointensity on T2 weighted
images. MRI is far more superior to CT to know the tumour extent.
The cut surface of the tumour is firm with yellow tan and exhibits
a whorled or nodular pattern. Areas of necrosis, haemorrhage or
cystic degeneration is seen in larger or malignant lesions.

Histopathologically, SFT appears as low grade neoplasm of
variable cellularity. The prominent features are intermingling of
blunt spindle cells and collagen in a random fashion, the so called
patternless pattern, keloid like hyalinization, hyper and
hypocellular areas, and prominent blood vessels resembling
hemangiopericytoma.

Immunohistochemically, these cells stain positive for vimentin,
CD34, bcl-2, CD99 and SMA and negative for S-100, HBME-1,
desmin, keratin and EMA'.SFT can be diagnosed malignant on
the basis of increased cellularity, mitotic activity (more than 4
mitotic figures perlO high power fields), nuclear pleomorphism
and areas of necrosis". The values of bFGF(basic fibroblastic
growth factor) and ki-67 labeling index are significantly raised in
malignant SFT3 .These proteins are thought to be useful markers
for prognosis of SFT.

Complete resection is the best prognostic indicator. Recurrent
tumours may exhibit malignant histologic features. Close
surveillance is warranted for tumours larger than 10 cm or with
histologically malignant component4 . 12-20 % of the cases show
recurrence and metastasis'.

SFT of the sinonasal tract are usually amenable to complete
resection. While thoracic and extrathoracic SFT have similar clinical
and pathological features, extrathoracic SFT have an increased
rate of local recurrence and metastasis after surgical excision 4. A
widely invasive SFT
involving the nose,
paranasal sinuses and
anterior cranial fossa
has been reported'.
Another similar case
invading the sinuses,
nasopharynx,
cavernous	 sinus,
pituitary fossa and
carotid artery has also
been reported in the
literature'. For tumours
involving the sinuses,
resection may be
carried	 out	 by
endoscopic	 sinus
surgery 2

. 6 .

Figure 2: The resected specimen shows a
whitish, firm, multinodular mass.
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Fig. 3:Microphotograph of SFT (High power field) showing patternless

arrangement of bland spindle cells and collagen fibres with MIC-2

reactivity.

The differential diagnosis in the sinonasal tract include epithelial
neoplasms, angiofibroma, hemangiopericytoma, schwannoma,
fibrosarcoma, spindle cell carcinoma, melanoma etc .While most
of these neoplasms show heterogenous hyperintensity on T2
weighted images, SFT show predominantly hypointense signal
intensity. The characteristic histological and immunological
studies can confirm the diagnosis.

In this case, the insidious, long duration for the onset of the
clinical symptoms and the CT findings were suggestive of a
benign tumour. Complete surgical resection was possible. No
local invasion and erosion of the adjacent tissues were seen.
Immunohistopathologically, while confirming the diagnosis of
SFT, there were no features suggesting malignancy.The patient
is symptom free after 11 months of follow up.

CONCLUSION

SFT is a slow growing tumour wit' a favourable prognosis. It
should be included in the differen:.al diagnosis of spindle cell
neoplasms of the soft tissue. Malignancy can occur de novo or
by transformation within benign or low grade tumour. Therefore,
complete surgical excision to obtain clear margin and long term
follow up is advisable for these patients.
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