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OSTEOMA CUTIS –A CASE REPORT
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ABSTRACT
Case report: We present an interesting case of Osteoma Cutis in a 70 year old women with a large plaque lesion on the scalp 
and multiple nodules with discharging sinuses in the fingers of both the hands since 30 years.
Discussion: Osteoma Cutis is a rare slow growing, benign ossifying disorder characterized by deposition of bony nodules in the 
dermis and occurs more frequently in women. There are two types of Osteoma cutis ,Primary and Secondary. Primary Osteoma 
Cutis is characterized by denovo bone formation in the skin. Secondary Osteoma Cutis is more common, seen in 85% of cases,   
as a sequel of various disorders.
Conclusion: The final diagnosis of Osteoma Cutis cases are based on clinical features, clinical evaluation, phosphorous- cal-
cium metabolism, skin biopsy and radiological imaging.
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INTRODUCTION

Osteoma Cutis is a rare benign ossifying disorder char-
acterized by deposition of bony nodules in the dermis 
and occurs more frequently in women. In Osteoma Cutis, 
mesenchymal stem cells differentiate into bone outside 
the normal skeletal system(4).There are two types of Os-
teoma Cutis Primary and Secondary. Primary Osteoma 
Cutis is less common and occurs in 15% of patients and 
Secondary Osteoma Cutis is common and occurs in 85% 
of patients(1).

CASE REPORT

A 70 year old female presented with slow growing 
plaque like lesions over the scalp and multiple nodules 
over the hands of 30 years duration. The scalp lesion is 
seen extending into the frontal region of the face. On 
examination Scalp lesion measured 12 x 10 cms, soli-
tary with irregular margins (Figure 1). The skin over the 
surface was eroded, underlying tissue appeared pinkish 
in colour. On palpation the lesion was bony hard in con-
sistency and fixed to the underling skull bone. Margins 
showed multiple discharging sinuses and discharging 
chalky white material. Multiple tiny hard nodules meas-
uring 0.5 – 1cm with discharging sinuses were also seen 
in fingers of both the hands (Figure 2). Skin biopsy from 
both the scalp and hand lesions was taken and subjected 

to histopathological examination. Microscopy on routine 
Haemotoxylin and Eosin staining showed presence of is-
lands of well formed calcified lamellar bone tissue in the 
dermis with presence of few osteocytes (Figure 3 & 
Figure 4). The over lying epidermis appears unremark-
able. No other underlying cutaneous pathology was ob-
served. Various investigation of complete blood counts, 
Serum calcium, phosphorous, electrolytes, Liver and 
Renal function tests were normal. There was no history 
of trauma or previous cutaneous lesions. Based on the 
medical history, clinical and histopathological findings, 
diagnosis of Primary Osteoma Cutis was confirmed.

DISCUSSION

Osteoma Cutis is characterized by formation of morpho-
logically normal bone within the dermis or in the sub-
cutaneous tissue. In Osteoma Cutis, mesenchymal stem 
cells differentiate into bone outside the normal skeletal 
system(4). There are two types of Osteoma Cutis Primary 
and Secondary. Primary Osteoma Cutis is less common 
and seen in 15% of patients and secondary Osteoma Cutis 
is commoner and seen in 85% (1). Histological evaluation 
of the lesions on skin biopsy show lamellar bone com-
pletely calcified and inhabited by osteocytes in the deep-
est layer of the skin (reticular layer), the area around the 
nodules are less calcified and presents metaplastic area 
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of fibroblast to osteoblast which is confirmed on electron 
microscopy(1). Primary Osteoma Cutis is characterized by 
denovo bone formation in the skin without a known as-
sociated or pre-existing cutaneous disorder . Primary Os-
teoma Cutis  has four different clinical variants – solitary, 
widespread, plaque like and multiple miliary osteomas of 
the face(3). Four main syndromes associated with Primary 
Osteoma Cutis are Albrights hereditary Osteodystrophy, 
Fibrodysplasia of Progressive Ossification, Osseous Pro-
gressive Heteroplasia and Plate like Osteoma Cutis(5). Al-
bright’s Hereditary Osteodystrophy includes features of 
Pseudohypoparathyroidism , pseudo pseudohypoparath-
yroidism. Clinical features includes obesity, short stature,  
brachydactyly, round Facies(4). 

In the Genetic level, there is heterozygous inactivating 
germ line mutation of the GNAS gene causing abnormal 
expression or function of the α-subunit of the stimula-
tory G-protein adenyl cyclase. This results in reduced 
inhibitory control of cellular induction to osteoblast dif-
ferentiation in ectopic sites(4) resulting in heterotrophic 
ossification originating in fat cells(6). Progressive osseous 
heteroplasia is characterized by dermal ossification of 
cutaneous, subcutaneous and deep connective tissues(6).  
Fibrodysplasia of Progressive Ossification is unique in 
the mechanism of bone formation is endochondral. The 
other three entities show more clinical overlap as they 
all involve intramembranous ossification that begins in 
dermis(4). Secondary Osteoma Cutis occurs as a sequel 
to multiple disorders including nevi, scleroderma, pi-
lomatricoma, dermatomyositis, basal cells carcinoma, 
scars, cutaneous inflammation, trauma, calcification, fi-
brous proliferation and venous stasis, syringoma ,epider-
moid cyst(1). In some cases transepidermal elimination 
of fragments of bone within the channels lined by epi-
dermis and leading to the surface is seen. The patient in 
the present study presented with lesion in scalp and fin-
gers of both hands. The most affected areas reported are 
the scalp, face, chest, breast, extremities and buttocks(7).  
Lesions do not cause pain or any other symptoms .They 
arise as single or multiple papules, nodules, plaques or 
miliary lesions. In a review of literature seven cases of 
non-congenital forms that had no abnormalities in cal-
cium or phosphate metabolism were detected and no in-
flammatory conditions preceded the disease(8). 

Pathogenesis of Osteoma Cutis is still obscure. Some feel 
Primary Osteoma Cutis may be nevoid and may develop 
from embryonal nest. Where as in metaplastic osteomas, 
trauma and inflammation lead to damage of the tissue 
in course of time, some of the foci damage may become 
calcified, eventually ossified to masses of bone. 

Treatment: These patients are treated with topical ap-
plication of Retinoic acid and surgical excision. Surgical 
excision was a simple treatment with a quick recovery, 
minimal scarring and no local recurrence(1).

CONCLUSION 

The final diagnosis of these cases are based on clini-
cal features,clinical evaluation,phosphorous –calcium 
metabolism,skin biopsy and radiological imaging.
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Figure 1: Scalp lesion measuring 12x10 cms, solitary with ir-
regular margins and eroded skin surface.

Figure 2: Multiple hard nodules measuring 1x0.5 cms with dis-
charging sinus in fingers of both hands

Figure 3: Epidermis with islands of well formed calcified lamel-
lar bone in the  dermis. H&E 10x magnification.

Figure  4: Lamellar bone in  dermis  with  presence of osteo-
cytes. H&E.40x magnification.


