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Abstract

Osteoid osteoma is an uncommon non odontogenic benign bone neoplasm that rarely occurs in
the jaw bones.

This article presents a rare case of osteoid osteoma in mandible mimicking a periapical
inflammatory lesion. The patient reported without symptoms and in good general health. Intraorally, there
was a swelling in the periapical region of the left mandibular first bicuspid. Vitality test was negative.

Orthopantomography depicted a well defined unilocular periapical radiolucency incasing the
apical third of the mandibular first bicuspid, with osteosclerotic rim on its distal prospect. Such clinical
findings were appropriate for chronic periapical inflammatory lesion, so periapical surgery was
scheduled.

During surgery, apicoectomy was performed, the lesion removed and sent for histopathology. The
result showed irregularly proliferated trabeculae with disrupted architecture and visible osteoid
accumulations typical for osteoid osteoma. Periodic follow ups were scheduled. No recurrence was
noted.

Although rare, osteoid osteoma in mandible can mimic a periapical inflammatory lesion. Surgical
removal and histology contributed to proper diagnostics. Complete surgical removal prevented
recurrence.
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Introduction

Osteoid osteoma is an uncommon non odontogenic benign bone neoplasm marked by production
of unmineralized bone termed osteoid. First described in 1930 by Bergstrand and later classified by Jaffe
in 1935 [1], it was characterized as an offbeat clinical entity [2].

Lichtenstein defined osteoid osteoma as “a small, oval, or roundish tumor-like nidus composed of
osteoid and trabeculae of newly formed bone deposited within a substratum of highly vascularized
osteogenic connective tissue” [3,4]. The appearance in flat or skull bones is very unusual, around 1% of
cases. [5,6,7,8]. It rarely occurs within the jaws, with the mandible more commonly affected than the
maxilla [9,10]. Multiple osteomas of the jawbones are seen in Gardner syndrome [11].

There is one documented case of osteoid osteoma associated with teeth. Mohammed et
al.[12] reported an unusual case of osteoid osteoma associated with the apex of a mandibular second
premolar and first molar. According to their report, there was a positive response of the associated teeth to
the vitality tests. These lesions are usually associated with severe pain that worsens at night, at which
stage relief may be obtained by non-steroidal anti-inflammatory drugs [8].

If it is encountered in the mandible it is radiographically observed as a lesion developed in the
body of the mandible. It has appearance of a mixed lesion with sclerotic borders. The true nature of this
lesion is unknown. [13].

Because osteoid osteoma rarely occurs in the jaw bones, it is easily misdiagnosed [14,15].
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This article reports a rare case of osteoid osteoma in mandible mimicking a periapical
inflammatory lesion.

Case presentation

A 38year old female was referred to the University department of oral surgery by reason of a
suspected apical cyst. The patient was symptomless and in good general health. Intraorally, in the
periapical region of the left mandibular first bicuspid a swelling with normal color was visible, hard and
painless on palpation. The tooth was carious, unsensitive on vertical and horizontal percussion. Vitality
test was negative.

Orthopantomography depicted a well defined unilocular periapical radiolucency incasing the
apical third of the mandibular first bicuspid, with osteosclerotic rim on its distal prospect (figure 1).

The clinical and radiographic findings were appropriate for chronic periapical inflammatory
lesion, so the patient was scheduled for periapical surgery
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Figure 1. Unilocular radiolucency with osteosclerotic rim around the root of 34.

The surgery was performed under local block anesthesia. Triangular flap was raised. The exposed
vestibular lamina was intact, but extended. After periapical osteotomy, the periapical lesion was exposed
and completely removed in multiple fragments.

Apicectomy with orthograde canal filling was performed. The removed fragments were sent for
histopathological verification. The result showed structure of irregularly proliferated trabeculae with
disrupted architecture and visible osteoid accumulations that were built from single row of osteoblasts and
proliferated fibroblasts and fibrocytes that were placed in scanty collagen matrix with preserved
vascularization. Also, rare osteoclasts with irregular distribution in the lesion were seen.

Mitotic activity was absent. Such histomorphology was compatible with osteoid osteoma (figure
2). Periodic follow ups were scheduled. No recurrence was noted.
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Figure 2. A photomicrograph of an
loose, fibrovascular stroma.
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Discussion

Pain is the first symptom in patients with osteoid osteoma. According to some authors, mild pain
is the principal symptom of osteoid osteoma [16,17,18,19].

Others report an intense nocturnal pain in the bone tissue, and this pain is relieved with use of
anti-inflammatory drugs.

There may be edema and tenderness at the surrounding soft tissue. These typical symptoms are
reported in almost 80% of patients [6]

Various theories were brought forward to elucidate the reason for the pain. Arteriolar blood
supply was observed to the lesion whereas others reported pressure exertion upon the surrounding bone,
suggesting that the pain was produced by the vascular tumor lying within the confines of the sclerosed
bone trabeculae. [20].

There is a hypothesis that the intensity of the pain is due to the rich vascularity of osteoid
osteoma, which leads to innervation of the free nerve endings into the lesion, and the production of
prostaglandins; this is why non-steroidal anti-inflammatory drugs affecting prostaglandins could bring
relief to osteoid osteoma-associated pain [21].

Sometimes, as pointed out in our case, pain may not be the main symptom of osteoid osteoma
when located in jaw bones. Representative number - around 30% of patients with osteoid osteoma
affecting the jaws seem to be pain free by the time of discovering [22].

According to Boscainos PJ at al. the absence of pain can be attributed to the tumor’s slow growth.

As a slow-growth tumor, its presentation could be delayed; therefore, the finding during the initial
stages may be incidental due to the lack of clinical manifestations [5].

The patient reported to our clinic without any symptoms and the additional clinical findings
correlated with a diagnosis of chronic periapical inflammatory lesion.

Dental granuloma, radicular cyst and periapical abscess represent periapical changes of frequent
occurrence.[20].

Apical periodontitis lesions generally have an etiology that is associated with necrosis and
infection of the root canal system that manifests itself as the host defense response to microbial challenge
[23,24]; they are usually identified as radiolucency located in the apex of the teeth on radiographic
examinations.

These lesions could be chronic (eg, radicular cysts, granulomas, and chronic abscesses) or acute
(eg, periradicular abscess or cellulitis) and represent approximately 90% of all periapical lesions. [25]
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The progressive stages of inflammation and periapical bone structure resulting in resorption are
identified as exhibiting radiolucency on radiographic exams [26].

However, there are lesions of neoplastic sources, cystic lesions of non endodontic origin, and
anatomic variations such as a Stafne bone cavity (SBC) that when located in the periapical area of the
teeth might radiographically and clinically mimic lesions of endodontic origin, especially when associated
with teeth with pulp necrosis or that were previously treated endodontically, leading to misdiagnosis and
an ineffective therapeutic protocol [27,28].

When in the mandible, osteoid osteoma has been described as unifocal radiolucent lesion with
prominent borders containing radio-opaque foci inside. Sclerotic borders and sclerotic bone reaction are
the typical features of osteoid osteoma. (29].

The radiographic aspect consists of a lytic, small and round area in the subjacent cortical bone
surrounded by sclerotic bone [21].

Endodontic treatment is a treatment of choice for periapical inflammatory lesions. Taking into
account the cystic nature of the lesion, it’s size and the need for histopathology we proceeded with
periapical surgery. The histopathology report determined the diagnosis of osteoid osteoma in absence of
any symptoms or image findings archetypal for osteoid osteoma.

Surgical excision is the treatment of choice and could include the affected teeth. In general, the
prognosis of this condition is favorable, and recurrence is rare after surgical treatment [12]. Osteoid
osteomas do not cause resorption or displacement of teeth [30].

It can cause cortical perforation at advanced stage[9]. Recurrence depends upon the complete
removal. Although malignant transformation is very rare, one case of an osteoid osteoma has been
reported in literature, which transformed into an aggressive (low grade) osteoblastoma[31].

Conclusion

The presented rare case demonstrated that osteoid osteoma in mandible can mimic a periapical
inflammatory lesion. Surgical removal and histology contributed to proper diagnostics. Complete surgical
removal prevented recurrence.
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