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INTRODUCTION
Osteoma is a slow growing,benign neoplasm of bone.It contains 
compact  lamellar  cortical bone or  cancellous  bone forms a tumour 
mass[1,2] The majority of cases are sessile outgrowths. There are two 
varieties in osteomas, central or endosteal and periosteal or peripheral 
osteomas. In neuro cranium the periosteal type of osteomas are 
common. The pathogenesis  of peripheral osteoma is not clear 
regarding whether it is a true neoplasm, or a developmental 
anomaly[3]. Even though mostly asymptomatic, pain and head ache 
are associated with the bony swelling. Skull bone osteomas, cutaneous 
sebaceous cysts, desmoids, multiple supernumerary teeth and 
colorectal polyposis is known as Gardner's syndrome[4]. The present 
study is to analyse the various clinical presentation, imaging features 
and surgical management of osteomas occurring particularly in neuro 
cranial vault region.

MATERIALS AND METHODS
The study period is from January 2015 to December 2018. Total 
number of cases operated during this period are 22 (Male case-
1,Female cases-21).  The age group  ranged from 30 years to 40 years. 
The diagnosis of  osteomas are made with clinical, image 
characteristics  and conrmed with histo pathological examination of 
biopsy specimens.Head ache,local pain and cosmetic disgurement 
are the main complaints from the cases. Pre-operative X-Ray and CT 
scan was done in all the cases. Smooth,round,regular borders with 
homogenous  hyperdense appearanceare the characteristic features of 
osteomas. 

After marking skin crease incision or incision inside the hair line are 
inltrated with adrenaline ,lignocaine, bubivacaine and saline mixture. 
After painting with betadine and draping with sterile towels, osteoma 
exposed and complete excision done with chiselled out at the bottom 
on four sides from the skull surface. Bone wax applied over the raw 
area of excised osteoma base. Closed in layers after attaining complete 
haemostasis with and without drain. Excision biopsy specimen sent for 
HPE.Sutures removed on 7th post operative day.

RESULTS
Total number of cases are 22(Male case-1,Female cases-21). 18 cases 
are frontal bone osteomas, three cases are parietal bone osteomas and 
one case of occipital bone involvement. All cases surgically managed 
by excision biopsy. No signicant postoperative complications 
recorded in our study. Absolutely  no recurrence in the follow up 
period. In histopathology 20 cases are compact type, one case is 

spongy type and one case is mixed type.

Figure 1 demographics of the study group

Figure 2 clinical presentation of the cases
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Figure 3 Osteoma excision and imaging features

DISCUSSION
An osteoma  is  a  benign  condition due to proliferation   of   compact   
or spongy bone. Etiopathogenetic hypotheses  proposed  for osteoma   
formation are congenital,chronic inammation and neoplastic 
origin[6,7,8,9,10], trauma or embryogenetic changes,muscular 
traction forces[11].The lesion has three forms:  central, peripheral and 
extraosseous. The central form derives from the endosteum and  the  
peripheral form derives from the periosteum, whereas the  
extraosseous form develops in muscular tissue structures[12].This 
lesion has a higher prevalence in males with almost double the number 
of cases in men than in women[3]. But most of the cases are females in 
the present study,21 cases are females and one case is a male. 

The peripheral type of osteomas are visible clinicaly as well as 
radiologically.  Peripheral  osteomas  are  mainly found  in  the  
frontal, ethmoid and maxillary sinuses,[13]  Peripheral osteomas are 
mushroom-shaped,  hard,  radiopaque ,sessile or pedunculated masses 
on cortical bone.  Their growth  capacity  is usually limited, but 
untreated cases may continuously enlarge.  The differential diagnosis  
are peripheral ossifyingbroma, exostoses,  sessile  osteochondroma,  
osteoid osteoma, periosteal osteoblastoma and paraosteal 
osteosarcoma. A  peripheral  osteoma  can  be  distinguished  from  an 
exostosis on the basis of an accurate case history and clinical  
characteristics, but there are no histologic differences.[13]  Osteoma 
continuously  grow during adulthood,but exostoses not grow beyond 
adulthood.  On x-rays, the  lesion  is  radiopaque   with  well-dened  
margins. Computed tomography  (CT)  scans should  be obtained for a 
complete preoperative  evaluation of the lesion.[14] On CT scan, an 
osteoma is usually round or oval appears as a homogenous radiopaque 
projection on a broad base or it will be pedunculated. The margins are 
smooth, well dened and well corticated.  The cancellous type has  a 
normal trabecular bone pattern.

Histologically, three types of osteoma can be identied: 
Histologically, three types of osteoma can be identied and they are 
compact, spongy and mixed[13]. Patients  with  multiple  osteomas  
should  be  evaluated for Gardner’s syndrome.[11,12,14].Pain was the 
most frequent presenting  complaint in our series and was present in all 
18 cases.Neurologic disturbances  may occur due to compression of 
adjacent nerves by the tumour. None of our cases had any neurological 
disturbance.A peripheral osteoma can be completely cured by surgical 
intervention, and there is no recurrence. Surgery consists of removing 
the lesion at the base where it enters  the cortical bone,cosmetic 
incision plan.The pre operative work out includes indications for 
surgery, size and location of tumour, surgical approach and technique 
of excision cosmetically.  There were no signicant post-operative  
complications associated   with  these   incisions.  For  ve  patients,   
a bicoronal approach  was chosen  since it gives the  best possible 
exposure and the scar is well concealed by the hair bearing scalp. In all 
the patients, the cosmetic results obtained were excellent.

CONCLUSION 
 Osteomas affect all age groups and mostly in females in this study. 

They are clinically asymptomatic till they become large in size.Most of 
the patients came for cosmetic reasons and head ache and local 
pain.Complete surgical excision is the mainstay of management. 
Surgery is indicated when lesion is symptomatic or progressively 
enlarging. Scalp incision based on the site of osteomas, cosmetically 
based on Langers line or inside the hair line. Large. Multicentre study 
needed for further evaluation of osteomas.
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