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INTRODUCTION 

Osteoma of the temporal bone is a rare entity with 

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

cranial cap.1,2 They have been 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 

CASE REPORT 

An 18-year-old female presented with the complaints of 

left post aural swelling for 10 years. There was no history 

of tinnitus, ear discharge, hearing loss or facial palsy.  

Swelling was gradually increasing in size and painless. 

There was no history of trauma, headache, dizziness. 

Clinical examination of the patient revealed a solitary 

immobile spherical swelling measuring 4.5×4.5 cms in 

the left post aural region (Figure 1) which was non 

tender, smooth surfaced, with well-defined margins. 

Swelling was bony hard in consistency, skin over 

swelling was normal. Rest of the otologic examination, 

audiometric evaluation and routine laboratory 

investigations were normal. 

A high resolution computed tomography (HRCT) 

temporal bone (Figure 2) revealed a well demarcated 

sclerotic mass in left mastoid part of temporal bone 

measuring 4 cm×4 cm, originating from outer table of the 

skull with no evidence of destruction of the inner table or 

intracranial extension.  

Patient was taken up for excision of swelling under 

general anesthesia. Modified post aural incision was 

taken over the swelling, and the lesion was found to have 

a broad base (Figure 3), which was thinned out using a 

drill and removed in toto. Edges were rounded off with a 
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polishing burr and the wound was closed in layers 

(Figure 4). 

 

Figure 1: Pre-operative image demonstrating left post 

aural swelling. 

 

Figure 2: HRCT temporal bone demonstrating 

osteoma of left mastoid temporal bone. 

 

Figure 3: Intra operative view of osteoma of left 

temporal bone. 

 

Figure 4: Immediate post-operative view of left 

mastoid region. 

The gross specimen (Figure 5) was smooth, ivory white 

in appearance, ovoid shaped, and measuring 4.2 cm×4.4 

cm in size. Patient recovered without any complications. 

Histopathological examination showed it to be osteoma 

composed of compact bone and there was no recurrence 

in the 1 year follow up period. 

 

Figure 5: Excised specimen of approximate size 

4.2×4.4 cms. 

DISCUSSION 

Osteoid osteoma being a primary bone tumor accounting 

for 10% of all primary bone tumors, mostly occurs in 

long bones.7 In the skull, it mainly affects the fronto-

ethmoid region, very uncommonly affecting the temporal 

bone. Within the temporal bone, common site of 

occurrence is the external auditory canal, being 

uncommon in the middle ear, and those in mastoid region 

being rarer.2 It is most frequently seen in teenagers and 

young adults and is very rare after 30 years of age.  
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Furthermore, it is reported in literature that temporal bone 

osteomas occur twice as often in females, whereas 

osteomas of external auditory canal occur twice as often 

in males.8  

The exact origin of osteoid osteoma has not been 

identified as yet. According to Haymann, osteomas were 

a result of alteration in the growth of the cranial bones.9,10 

Freidberg postulated, it occurred as a result of trauma 

which induced periostitis.11 Histologically three types of 

mastoid osteomas have been described, based on 

structural characteristics.12,13 

Compact: The most common type. It consists of dense, 

compact and lamellar bone, with few vessels and 

Haversian canal systems within. Those with dense 

sclerotic bone are called ivory osteoma. Compact 

osteoma has a wider base and is slow growing. 

Cartilaginous: Comprising bony and cartilaginous 

elements 

Spongy: Rare type. Comprised of spongy bone and 

fibrous cell tissue, with tendency to expand to the diploe 

and involving the internal and external lamina of the 

affected bone. These have bone marrow and are also 

known as cancellous osteomas. They are more likely to 

be pedunculated and grow relatively faster. 

Mixed: Mixture of spongy and compact types.13 

These tumours are usually asymptomatic and are 

unsuspected X-ray findings, except for cortical lesions 

that are seen initially as cosmetic deformities. The main 

presenting complaint is headache, and is usually out of 

proportion to the size of the tumor. Pain is the other main 

presenting symptom of osteoid osteoma, which increases 

in the night and is relieved by salicylates. The lack of 

pain in osteoid osteoma has been reported in only 1.6% in 

a large review and was attributed to the lack of a hard 

shell or nerve endings around the lesion.  

On computed tomography, osteoid osteoma typically 

demonstrates fusiform sclerotic cortical thickening in the 

shaft of long bones. A characteristic radiolucent area 

measuring <1 cm in diameter and representing the lesion 

itself is usually within the centre of the area of sclerosis 

and harbors central calcification in approximately 50% 

cases.14,15 

Surgical treatment of an osteoma is indicated when it is 

symptomatic and for cosmetic purposes.16 It may produce 

external deformity and push the pinna forward. If located 

in the external auditory canal, it may lead to occlusion, 

progressing to chronic external otitis (30% of the cases) 

and conductive hearing loss.6 Temporal osteomas have 

been found to produce intracranial complications, 

justifying surgical removal. 

Excision is not mandatory, but if performed, the surgery 

should include careful removal of periosteal cover and 

safe margin of the mastoid cortex around it.12 If the tumor 

is close to significant structures such as bony labyrinth 

and facial nerve canal, a subtotal excision ensures 

preservation of function. According to Guerin and 

colleagues, the early surgical intervention has been 

indicated to prevent voluminous growth and possible risk 

of complications in the surgical procedure.17 Surgical 

complications include recurrence, facial nerve palsy, 

sigmoid sinus damage and sensorineural hearing loss. 

Our patient was subjected to total excision of the lesion, 

with excellent aesthetic and curative results. As per our 

knowledge this appears to be the largest osteoma of the 

mastoid cortex reported in literature.  

The clinical presentation and radiological features of 

osteoma are characteristic but differential diagnosis 

should include eosinophilic granuloma, giant cell tumour, 

monostotic fibrous dysplasia, solitary variant of multiple 

osteoma, and osteoblastic metastasis.11 One should also 

rule out Gardner’s syndrome in patients presenting with 

large skull osteomas. 

Recurrence is uncommon and malignant transformation 

has not been reported in the medical literature.6 

CONCLUSION  

Osteomas are rare tumors of temporal bone and should be 

addressed as per the symptoms of the patient. Osteoma 

presenting within the ear needs to be dealt carefully, for 

fear of damage to vital structures. Osteomas present on 

the mastoid or squamous portion of the temporal bone 

need to be dealt for cosmetic purposes or if they are 

causing symptoms, while surgery should include careful 

removal of periosteal cover and safe margin of the 

mastoid cortex around it. 
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