
Case Report
n 18 yr old male patient was presented to our Adepartment with the chief complaint of swelling 

on the lower left side of the mandible for 7 months. 

Swelling was similar to the size of a marble which was 

progressively increasing and also accompanied with 

pain while yawning and chewing food. There was no 

prior history of facial trauma and his medical history 

was non-contributory. Dental history revealed 

extraction of lower left premolar. Clinical 

examination revealed extra-oral swelling of size 3 x 2 

cm in size in left submandibular region, extending 

2 cm from angle of the mandible, 4 cm from mentum 

and arising from the mandible as shown in Fig. 1. 

Swelling was hard, non-tender and non-mobile on 

palpation.

Fig. 1 : Photograph shows a swelling on the left 

posterior body of the mandible

Intra-oral examination revealed normal mucosa 

with no vestibular obliteration with normal floor of 

mouth.

A well circumscribed, hyper dense mass of 3 x 3 

cm size, involving lower surface of left mandibular 

body significantly projecting towards lingual aspect 

was detected on computed tomography as shown in 

Figs. 2,3. On the basis of physical and radiographic

Fig. 2 : Panoramic radiograph showing a solitary, 

round, 3 x 3 cm well-defined radio-opaque mass 

without a radiolucent rim on the left side of the body 

of the mandible

Fig. 3 : Coronal Computed tomography (CT) showing 

a large, well- circumscribed, mass attached to the 

lower surface of the left mandible
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Solitary Peripheral Osteoma of Mandible

Abstract

Osteomas are rare benign osteogenic tumours characterised by proliferation of 

compact or cancellous bone. They may be classified as peripheral (periosteal), 

central (endosteal) or extraskeletal types.

Osteomas commonly involve craniofacial bones with paranasal sinuses being the 

most common location. A solitary peripheral osteoma (PO) of jaw bones is quite rare 

entity with mandible affected more than maxilla. Peripheral osteomas are typically 

slow growing lesions which are mostly asymptomatic unless attain a significant size 

to produce facial deformity. In this paper, we presented a large solitary peripheral 

osteoma located in the buccal surface of the left posterior mandible and causing 

facial deformity in an 18-year-old man. The osteoma was removed surgically, and no 

recurrence has been observed.
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examination, osteoma of the mandible was 

considered as initial diagnosis. Excision was 

performed under general anesthesia with extra oral 

approach (Fig. 4) and mass was excised with part of 

normal periosteum as the healthy margin. 

Fig. 4 : Extra-oral approach for tumour excision

Fig. 5 : Macroscopic specimen

Macroscopically, yellowish solid mass of about 3 

x 3 cm was visualised as shown in Fig. 5. 

Histopathological examination revealed well-

circumscribed non encapsulated mass composed of 

compact and mature medullary bone tissue, showing 

osteocytes and medullary spaces interspersed with 

loose connective tissue and few well-endothelial lined 

vascular spaces of varying in size and shape. This 

finding was consistent with peripheral osteoma.

Discussion

Osteomas of facial bones are benign, 

slow growing osteogenic tumours 

characterised by the proliferation of 

compact or cancellous bone. They 

originate from the craniofacial region such 

as temporal bones, sinuses or jaws. They 
nd thusually occur between 2  and 5  decade; 

1without predisposition for any age.

Lichtenstein defined osteoid osteoma 

as a "small, oval or roundish tumour like 

nidus which is composed of osteoid and 

trabeculae of newly formed bone deposited 

within a substratum of highly vascularised 
2osteogenic connective tissue."  

The overall incidence of osteoma is low, 

affecting 0.01-0.04% of the population; 

comprising 12.1% of benign bone tumours 
3and 2.9% of all bone tumours.  It has been 

reported that males and females are 

equally affected. 

There are three subtypes of Osteomas; 

peripheral (parosteal, periosteal or 

exophytic), central (endosteal) and extra 
4skeletal (osseous choristoma) osteoma.  

Peripheral osteoma arises centrifugally 

from the periosteum and is commonly a 

unilateral,  mushroom-like mass. 

However, central osteoma arises 

centripetally from the endosteum. 

Extraskeletal soft tissue osteoma often 
5originates from muscle tissue.

Peripheral osteoma is a rare entity and 

most frequently arises from paranasal 

sinuses. The less often sites involved are 

orbital wall, temporal bone, pterygoid 
6process and external ear canal.  In the jaw 

bone it is commonly seen in mandible as 

compare to maxilla and dense peripheral 

osteoma is commoner than cancellous 
7,8osteoma.  As reported by Sayan et al., 

22.85% of such lesion occurs in the 

mandible and 14.28% in the maxilla. 

Kaplan et al. also reported that 81.3% of 
9cases occurred in the mandible.  

The purpose of this case report is to 

present a solitary peripheral mandibular 

osteoma with radiographic finding and to 

discuss differential diagnosis with relevant 

literature.

The precise aetiology of osteoma is 

unknown, although developmental 

anomalies, true neoplasm, reactive lesion 

triggered by trauma, infection, and muscle 

traction have been proposed. 
9Kaplan et al  suggested that many 
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peripheral osteomas may be reactive 

lesions caused by trauma or muscle 

traction rather than neoplasm, because 

they are commonly located on the lower 

border or buccal aspect of the mandible (as 

more prone to trauma).

 As osteoma may be clinically silent for 

years without symptoms, it is usually 

diagnosed when it becomes enlarged or is 

incidentally discovered by radiological 

examination such as panoramic 
10radiography or computed tomography.

C T  ( w i t h  t h r e e - d i m e n s i o n a l  

reconstruction) is considered the best 

imaging modality both to identify the 
11location and extent of the lesion  and to 

determine the surgical approach. On CT 

images, peripheral osteomas are well-

demarcated, round or oval mushroom-like 

hyper dense masses. Sessile lesions are 

often attached to the cortex with a broad 

base, whereas, lesions have a thin contact 
6area with compact bone.  Our case also 

revealed a well circumscribed mass 

attached to the lower surface of the left 

mandibular body on CT scan.

Peripheral osteoma may cause facial 

deformity, headache, exophthalmos, 

mandible deviation. The suspicion for 

early detection of Gardner syndrome rises 

with facial osteoma detection as patients 

are at high risk for developing colorectal 
1adenocarcinoma.

The surgical removal of asymptomatic 

peripheral osteoma is not generally 

necessary. Asymptomatic, small, non-

progressing solitary osteomas can be just 

followed-up with physical and radiological 

examinations. However, surgical removal 

is indicated only for large, deforming and 

progressive osteomas causing facial 

asymmetry or functional dysfunction. 

Extraoral approach is preferred for larger 

tumours that are located in the posterior 

part of the mandible. Recurrence after 

resection is very rare and malignant 

transformation has not been reported in 
12the literature.  

Exostoses, osteoblastoma, osteoid 

osteoma, ossifying fibroma, late-stage 

central ossifying fibroma or complex 

odontoma should be considered in the 

differential diagnosis.  Exostoses are an 

extension of bone and usually stop 

growing after puberty. Ossifying fibroma is 

a well-defined mass with marginal 

sclerosis and a thin cortex. Bone 

expansion may be seen in 50% of cases. 

Aggress ive  les ions may have  a  

characteristic ground-glass appearance. 

Osteoblastoma and osteoid osteoma are 

painful lesions that tend to grow very fast. 

Benign osteoblastoma may cause 

expansion in the cortex of the mandible. It 

i s  an osteob last ic  tumour  and 

characterised with radio-opaque and 

radiolucent patterns, depending on the 

degree of calcification. Osteoblastoma 

arises from the medullary bone whereas 

osteoid osteoma arises from the cortical 

bone. Complex odontoma is a well-defined 

radio-opacity, which is denser than the 

adjacent bone tissue. Furthermore narrow 

radiolucent rim can be seen around the 

mass.

Conclusion

Osteomas are benign osteogenic 

tumour rarely involving craniofacial 

region. They are generally asymptomatic 

in nature. Surgical intervention is only 
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required if they produce facial discomfort 

or facial asymmetry.

CT is a very useful modality to 

determine exact extent of the tumour and 

surgical approach. Presence of multiple 

osteomas of the facial skeleton precedes 

the clinical and radiographic evidence of 

colonic polyposis or Gardner syndrome; 

hence is a sensitive marker for the disease. 
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Gastro-oesophageal Reflux and Cough

There are three proposed mechanisms of reflux-associated chronic cough: Laryngopharyngeal reflux 
(LPR), microaspiration, and oesophageal-bronchial reflex.

LPR is a term first used by Ear, Nose and Throat specialists to describe episodes of liquid and/or 
gaseous stomach contents, including acid and pepsin, passing through the Upper Oesophageal 
Sphincter (UOS) and reaching the larynx and pharynx, LPR is thought to be responsible for laryngeal 
irritation and also inflammation which then give rise to a variety of symptoms such as cough, throat 
clearing, and voice changes. Assessment of LPR however is difficult and often relies upon tools such 
as the Reflux Symptom Index (RSI) and Reflux Finding Score (RFS), despite neither symptoms nor 
laryngoscopy findings being specific for LPR.

Both the oesophagus and airways/lungs are vagally innervated. As both these vagal pathways 
converge in the nucleus tractus solitaries (NTS) of the brain stem, stimulation of the oesophageal 
afferents has the potential to cross-activate the airway vagal innervation, and vice versa. This is 
termed the oesophageal-bronchial reflex and has been suggested by a number of investigators to be 
the most likely mechanism whereby reflux leads to cough.
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