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underlying healthy cortical tissue to avoid possible recur-
rences. The excess skin was removed, and a layered suture was 
performed. A compressive dressing was packaged externally 
to avoid potential blood collection, as no drainage had been 
placed. There were no post-operative complications, and the 
stitches were removed 10 days later (Figure 4).

The sample taken was sent for histopathological examination 
with confirmation of “fragments of compact lamellar bone tis-
sue consistent with the hypothesis of an osteoma.” No recur-
rence was found in the subsequent 6-month follow-up. The 
results from an aesthetic point of view were reported by the 
patient as very satisfactory.

Discussion

Osteomas are common benign mesenchymal osteoplastic 
tumors, composed of well-differentiated osseous tissue with 
laminar structure, in the head and neck. They rarely occur in 
the temporal bone. Osteomas may involve any portion of 
the temporal bone such as the squamous, mastoid, inter-
nal and external auditory meatus, glenoid cavity, middle ear, 
Eustachian tube, petrous apex, and styloid process. The most 
common location of these benign tumors is the external audi-
tory meatus.3The incidence of temporal bone osteomas repre-
sents the 0.1%-1% of all benign tumors of the skull.2,3 Mastoid 
osteomas were first described by Politzer in 1887 and seem to 
be more common in female patients, within the second and 
thirrd decades of life.3,5,6 Osteomas tend to be asymptomatic, 
solitary, and slowly progressive, usually presenting a diameter 
smaller than 10 mm, whereas osteomas larger than 30 mm 
have also been described in scientific literature.7,8 Facial palsy, 

sensorineural hearing loss (SNHL) and conductive hearing loss 
(CHL) , sigmoid sinus damage, recurrent ear infections, and pain 
can be associated with these tumors, even if they are rarely 
observed.3In the scientific literature, a case has been reported 
of a mastoid osteoma that compressed the structures of the 
posterior cranial fossa, causing intracranial complications.3 
The etiology of this tumor is still unknown. Sometimes these 
tumors seem to be associated with syndromic conditions 
such as Gardner’s syndrome (where multiple osteomas may 
be observed associated with multiple intestinal polyps, epi-
dermoid inclusion cysts, fibromas of the skin, and mesentery). 
Osteoma may also have a non-syndromic origin, probably linked 
to several predisposing factors like trauma, surgery, irradiation, 
metaplasia, chronic infection, and pituitary dysfunction.9 From 
a histological point of view, they may be classified as compact, 
cartilaginous, spongy, or mixed.3The differential diagnosis of 
mastoid osteomas includes exostoses, osteosarcoma, metas-
tasis, isolated eosinophilic granuloma, Paget’s disease, giant 
cell tumor, osteoid osteoma, calcified meningioma, monostotic 

Main Points

•	 Giant osteomas of the mastoid are rare benign tumors.
•	 Their management can be challenging for unexperienced 

surgeons.
•	 The surgical approach that was performed has shown to be 

safe and effective, in line with what is described in the scien-
tific literature.

Figure1.  Clinical appearance of the right retroauricolar swelling 1

Figure 2.  CT scan showing a calcified exophytic lesion in the right 
retroauricular region.

Figure 3.  Intraoperative exposure of the osteoma.
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fibrous dysplasia, chondromas, osteochondromas.3,7,10 It is very 
easy to confuse osteomas with exostoses. Exostoses lack 
fibrovascular stroma, are usually multiple, broad-based medial 
to the suture line, whereas osteomas are single, pedunculated, 
and lateral to the suture line.3 From a radiological point of view, 
CT is the main imaging investigation for studying mastoid 
osteoma and differentiating it from other bone tumors of the 
temporal bone, where, for example, an osteolytic appearance 
may be observed.3,5,7,11 In the cranium radiographic exam, oste-
omas present with a radiolucent area with a central zone of 
calcification that expands outward, preserving dipole, showing 
low opacity and well-delimited osseous tissue, with a sclerotic 
area of high opacity. Rarely, osteomas have been observed 
adjacent to the facial nerve, lateral semicircular canal, or ossi-
cles. Imaging allows us to define anatomical relations with any 
structure before considering surgical resection and allows us 
to correctly plan the surgical procedure.3 Also, magnetic res-
onance imaging may be useful, since it can show us possible 
inflammation that could surround the neoformation.3

Surgical excision is the chosen treatment for both symptom-
atic mastoid osteomas and for those that cause aesthetic 
deformities. It is performed starting with a retroauricular inci-
sion approach under general anesthesia that lets us expose 
the tumor properly and raise the periosteum, followed by 
drilling of the mastoid cortex along the cleavage margin of 
the osteoma until reaching the unaffected tissue, which, if 
possible, is lightly milled too to prevent recurrence.5,12 In the 
case of extension of the osteoma into the fallopian canal 
or bony labyrinth, complete excision is not indicated, while 

observation represents the first choice for osteomas involv-
ing the middle and inner ear, unless they are symptomatic.3  
If these latter ones are symptomatic, surgical management of 
internal auditory meatus osteoma may be performed by either 
a middle cranial fossa approach or a sub-occipital one.3,13The 
prognosis after surgical excision of mastoid osteoma is very 
good and the recurrence rate is very low.3 In cases undergo-
ing partial excision or waiting for surgical treatment, a follow-
up should be carried out. Malignant transformation has never 
been reported in scientific literature.14,15

Conclusion

Mastoid osteomas are benign, slow-growing tumors that may 
involve the temporal bone and, rarely, the mastoid, presenting 
in most cases as asymptomatic and sometimes with aesthetic 
deformity, pain, and hearing loss. They may be diagnosed by 
both clinical and radiological examination and, when needed, 
treated through surgery. Recurrence is very uncommon, and 
malignant transformation has never been reported in scientific 
literature. In the case report, a successful excision of a giant 
mastoid osteoma was performed without any surgical com-
plications. Based on the case and on the reports that can be 
found in the scientific literature, the described management 
and surgical approach can be considered effective and safe 
for the removal of the osteoma and to avoid recurrences while 
achieving a satisfactory aesthetic result.
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