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SUMMARY

Introduction/Objective: The mastoid osteoma is a benign osteogenic tumor, considered to be uncommon in such location.

By 2006, there were about 150 cases reported in the medical literature. Its etiopathogenesis includes

factors relating to embryogenesis, metaplasia, trauma and inflammation. They are generally asymptomatic

and appear through tumoration protrusion from the retroauricular region. Computed tomography has

been useful for its diagnosis and surgical planning. Its surgical results are good from a aesthetic and

curative point of view.

Method: We studied two cases of mastoid osteoma and analyzed them as for their clinical state, imaging exams,

treatment and results.

Results: Both locating in the right mastoid region. Absence of a previous trauma in this region. Normal neurological

exam. The cranial computed tomography revealed a hyperdense lesion involving the cortex of the

temporal bone in the mastoid region, radiologically compatible with osteoma. They were submitted

to complete exeresis of the lesion. Anatomopathological exam: osteoma. They had excellent aesthetic

and curative results. There was no recurrence or malignant transformation.

Conclusions: The osteoma located in the mastoid region is an uncommon benign tumor. It provokes local aesthetic

deformity and is generally asymptomatic. The choice exam is computed tomography. It has a differential

diagnosis with hemangioma, fibrous dysplasia, osteosarcoma and osteoblastic metastasis. The exam

does not present malignant transformation. The treatment is surgical and with excellent aesthetic and

curative results.
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INTRODUCTION

The osteoma is a benign mesenchymal osteoblastic

tumor composed by a well differentiated mature osseous

tissue with a laminar structure predominance and of slow

growth (8, 21). The osteomas in the regions of head and

neck are localized mainly in the frontal ethmoidal region.

Its location in the temporal bone is uncommon (1, 2, 3, 7,

11, 13, 16, 18, 19, 26). When localized in the mastoid

region or temporal bone squama it provokes cosmetic

deformities and manifests by a tumoration or as an auricular

protrusion (6).

Its diagnosis is through clinical and imaging exam,

but its confirmation is made by the histopathological exam.

Its treatment is surgical and with excellent curative results.

The authors present two cases of mastoid osteoma

and discuss its clinical picture, complimentary exams,

differential diagnosis, treatment and results.

CASES REPORT

Case 1

FSR. A 12-year-old male student. Tumoration in the

head for one year. He denies local traumatism. Physical

exam: Osseous consistency tumoration located in the right

mastoid region, with 2 cm x 1.5 cm at its largest dimensions

(Picture 1A), painless to superficial and deep palpation.

Absence of inflammatory signals. Neurological exam: nor-

mal. Radiographic exam in lateral position, cranium profile:

Radiolucent lesion localized in the right mastoid region

without commitment of the inner table of the temporal

bone (Picture 1B). Cranial computed tomography (CCT):

Hyperdense lesion in the right mastoid region without

commitment of the adjacent intracranial structures (Picture

1C). Submitted to total exeresis of the lesion under general

anesthesia (Picture 1D,E). Result of the anatomopathological

exam: osteoma. Medical discharge with excellent curative

and esthetic result.

Case 2

JCS. 19-year-old female maid. Mentions a stone in her

head for two years. She denies local traumatism. Physical

exam: Tumoration located in the right mastoid region, with

about 2cm x 3cm at its largest dimensions, osseous

consistency, painless to superficial and deep palpation.

Absence of inflammatory signals. Neurological exam: nor-

mal.  Cranial simple X-ray: Presence of hyperdense lesion in

the right mastoid region. Cranial computed tomography:

Hyperdense lesion in the right mastoid region without

involvement of the diploe and the inner table of the cranium

(Pic. 2A,B,C). Submitted to exeresis of the lesion under

general anesthesia. Histopathological result: osteoma. Was

discharged in good state. Excellent esthetic result.

DISCUSSION

Osteoma is a benign mesenchymal osteoblastic

tumor with a normal osseous architecture and prone to

grow from the outer table of the cranium, jaw and paranasal

sinuses (5). It is generally an incidental finding.  Its

occurrence is of 0.1% to 1% of all benign tumors of the

cranial cap (22,25). The mastoid osteoma etiology includes

Picture 1. (A) Tumoration of osseous consistency in the right

mastoid; (B) View upon radiographic exam, cranium profile;

(C) CCT in axial cut; (D) Surgical approach; (E) Immediate

postoperative.

Picture 2. CCT in axial cut (A; B) and reconstruction in 3D (C).
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trauma, previous surgery, radiotherapy, chronic infection

and hormonal factors with dysfunction in the hypophyseal

gland (1,11). The osteomas are reported in all portions of

the temporal bone, including squama, mastoid, internal and

external auditory meatus, glenoid cavity, middle ear,

Eustachian tube, petrous apex and styloid process (2, 7, 9,

26). DENIA and col (6) reported that the extracanalicular

osteomas of the temporal bone locate mainly in the

mastoid portion.

The osteoma is mainly composed of the mature

bone and histologically presents a dense lamina organized

with canals of Havers. The intertrabecular stroma contains

osteoblasts, fibroblasts and giant cells (12). There are

several degrees of osteoblastic and osteoclastic activity

(12). There are histologically three types of osteoma:

Compact, spongiotic and mixed (11, 12, 27).

Upon macroscopic exam, it presents a zone of well

defined homogeneous hyperostosis with characteristics of

dense lamellar bone growing outwards without producing

mass effect with infiltration or alteration of the bone

marrow space. Upon optical microscopy exam, it presents

as a sclerotic, lamellar and dense bone, similar to the bone’s

cortical (10, 17).

They have slow growth and remain stable for some

years (11, 12). When in the squamous or mastoid portion

of the temporal bone, they may present esthetic deformities,

such as external tumoration and auricular protrusion (12).

Generally, the skin is not involved. The mastoid osteomas

are clinically asymptomatic, which is the case of our

patients. Pain upon external compression may be mentioned

for the neck, auricle or middle ear (12). When there is

obstruction of the meatus, it develops a diminishing of the

auditory conduction and chronic suppuration (20, 24). Our

cases present with tumoration in the mastoid region and

painless with superficial and deep palpation.

It has a differential diagnosis with osteosarcoma,

osteoblastic metastasis, isolated eosinophilic granuloma,

ossifying fibroma, Paget’s disease, giant cells tumor, osteoid

osteoma, hemangioma, calcified meningioma, monostotic

fibrous dysplasia (10, 12, 15, 17, 19). The edges of such

lesions are generally less evident than the osteomas. They

are generally distinguished by imaging exams associated to

the anatomopathological study (10).

The osteomas are easily identified in the cranium

radiographic exam as a radiolucent area with a central zone

of calcification that expands outwards the original bone and

the diploe is generally preserved (14, 15, 27). Computed

tomography (CT) is the key-exam for its diagnosis, an

osseous window and a tridimensional reconstruction may

be carried out for a better anatomic localization, size,

probable lesions associated and surgical planning. The

osteoma presents as a low opacity and well delimited

osseous tissue, involved by a sclerotic area of high opacity.

In the osseous cintilography, the osteoma presents as an

area of hypercaptation for a probable increase of the local

metabolism (4).  The magnetic resonance (MR) is excellent

to view the inflammatory tissue around the lesion (17, 23).

At T1 it is hypointense and at T2 the sign intensity ranges

with the histological subtype (27).

The mastoid osteoma treatment is surgical resection,

followed by cranioplasty in cases of extensive osseous

failures (19). Its surgical indication depends upon several

factors and amongst which the extension volume,

symptomatology and complications. When small and

asymptomatic they are submitted to conservative

treatment, clinically monitored and followed up with

tomography, and in cases of constant pain, neurological

symptoms and extension to adjacent structure or esthetic

alterations, the surgical approach is indicated. According to

GUÉRIN and col (11) the early surgical intervention has been

indicated to prevent voluminous growth and possible risk

of complications in the surgical procedure. Our patients

were submitted to total exeresis of the lesion, with excellent

esthetic and curative results.

Their prognosis has been considered to be good in

a esthetic and curative point of view when submitted to

surgical exeresis. Recurrence is uncommon and malignant

transformation has not been reported in the medical

literature (6, 20).
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