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Background: An oral exostosis is a benign growth of bone
that protrude outward from the bone surface. It is a
localized bony growth of insidious onset. It may be a
nodular, sessile or pedunculated protuberance located on
the alveolar surface of the jaw bones, and in the midline of
the palate. Genetical factors, trauma, infection, bony
disorder, and disorders of calcium metabolism have been
implicated in the etiology. When occurred in the jaws,
depending on the anatomic location they are named as
torus palatinus (TP), torus mandibularis (TM), or buccal
bony exostoses (BBE) and palatal bony exostsosis (PBE).
Aim: The aim of this study was to present the management
of oral bony exostosis in our Centre

Methods: This was an observational study of patients that
presented to our Dental/Maxillofacial unit at the Barau
Dikko Teaching hospital, Nigeria with various forms of
exostosis. The study period spanned from June, 2024 to
March, 2025. Patients were screened for oral exostosis
routinely. Structured questionnaires were fill for each
patient that had any form of this condition. The Information
that was collected includes patient demography, location of
the growth, associated symptoms, size at presentation,
treatment received and complications observed. This data
obtained were analyzed using statistical package for social
sciences (IBM SPSS) version.

Results: 54-Patients were noted to present with oral
exostosis during the period of study. 33 (61.11%) were
females while 21 (38.89%) were males. The ratio of females
to males was 1.57 to 1.00. The age ranged from 26 years to
74 years, the mean age is 50 years SD +13.86. It affected the
fourth and fifth decade of life most. Mandibular torus was
the commonest 21 (34.5%), then palatal tori. Site of
occurrence of this growth include buccal and lingual
alveolar process of mandible and maxillae, and midline
palate. The treatment giving for 15-patients was excision of
the growth and smoothening of the bone surface.
Indications for treatment include interference with
swallowing, denture placement, pains and irritation of
adjacent mucosa. The complications of the surgery were
recurrence, tissue retraction, and gingival recession.
Conclusion: The commonest exostosis was mandibular
torus; surgical excision was the treatment of choice.
Denture placement and discomfort were the major reasons
for the excision. Adult females were more affected. All the
surgical excision procedures were done under local
anaesthesia.
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INTRODUCTION

An oral bony is a benign, localized, peripheral
overgrowth of jaw bones. It may be a nodular, sessile or
pedunculated protuberance located on the alveolar
surface of jaw bones. It affects other bones such as long
bones and ear bones (Adeyemo et al., 2009; Limongelli
et al., 2019) When occurred in the jaws, depending on
the anatomic location, they are named as torus
palatinus (TP), torus mandibularis (TM), buccal bone
exostosis (BBE), palatal bony exostosis (PBE). TP
occurred along the midline of the hard palate, could be
sessile or pedunculated, nodular mass of bone. TMis a
bony overgrowth located on the lingual aspect of the
mandible, most commonly seen in the canine and
premolar area and they often occurred bilaterally. BBE
occurred along the buccal aspect of the maxilla and
mandible, usually in the premolar and molar areas and
few times in the anterior region. Palatal bony exostosis
is found on the alveolar palatal aspect of maxilla, and
the most common location is the tuberosity area
(Dosumu et al., 1998; Maduakor et al., 2017). Multiple
exostoses occasionally occur in the same individual.
This may be related to Gardener’s syndrome.

The aetiological factors implicated in the formation of
oral exostosis include genetic disorder, trauma,
infection, bone disorder, and disorders of calcium and
phosphorus metabolism. Oral exostosis may be
associated with symptoms such as pains, discomfort
when swallowing and talking, ill-fitting denture and
facial protuberance (Shafer et al., 1983; Medsinge et al.,
2015). The victims oftentimes were not aware of the
presence of this bony growth until it becomes big
enough to interfere with oral functions.

Mandibular and palatal tori are often obvious, and may
require removal for prosthetic reasons. Prichard et al.,
noted that discrete osseous nodules are often found on
the palatal side of maxillary molars and may require
removal during corrective periodontal surgery. He
further stated the importance of avoiding damage to
the structures in the region of the greater palatine
foramen while removing these exostoses. These
exostoses could serve as a donor site for autograft in

Table 1: Demographic characteristics of patients

periodontal surgery and any bone augmentation
procedures (Puttaswamaiah et al., 2011). Therefore,
they should be preserved if these is no symptom
associated with it. This study was done to present our
line of management of these oral bony exostoses.
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MATERIALS AND METHODS:

This was an observational study of patients that
presented to our Dental/Maxillofacial unit at the Barau
Dikko Teaching hospital, Kaduna, Nigeria with various
forms of oral exostosis. The study period spanned from
June, 2024 to March, 2025. Patients were screened for
oral exostosis routinely. Structured questionnaires
were fill for each patient that had any form of this
condition. The Information that was collected includes
patient demography, location of the growth,
associated symptomes, size at presentation, treatment
received and complications observed. This data
obtained were analyzed using statistical package for
social sciences (IBM SPSS) version.

RESULTS

54-Patients were noted to present with oral exostosis
during the period of study. 33 (61.11%) were females
while 21 (38.89%). The ratio of females to males was
1.57 to 1.00. The age ranged from 26 years to 74 years,
the mean age is 5o years SD +13.86. It affected the
fourth and fifth decade of life most. Mandibular torus
was the commonest 21 (34.5%), then palatal tori. Site
of occurrence of this growth include buccal and lingual
alveolar process of mandible and maxillae, and midline
posterior palate. The treatment giving for 15-patients
was excision of the growth and flattening of the bone
surface. Indications for treatment includes interference
with swallowing, denture placement, pains and
irritation of adjacent mucosa. The complications of the
surgery were recurrence, tissue retraction, and gingival
recession.

Age (years) No of Male No of Female  Total Percentage/%
21-30 4 5 09 16.67
31-40 7 11 18 33.33
41— 50 7 9 16 29.63
51—-60 2 5 7 12.96

> 61 1 3 4 7.41
Total 21 33 54 100.00
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Table 2: Location of the exostosis

Site Number Total Percentage
Male Female
Lingual Mandible 6 11 17 31.48
Buccal alveolar Mandible 2 4 6 11.11
Lingual & Palate 5 3 14.82
Anterior Maxillae 3 4 7 12.96
Midline Palate 3 8 11 20.37
Buccal alveolar maxillae 2 3 5 9.26
Total 21 33 YA 100.00
Table 3: Reasons for surgical excision of bony exostosis
Reasons Number of Patients Percentage.
Denture placement 7 46.67
Esthetics 2 13.33
Functional impairment. 5 33.33
Pains 1 6.67
Total 15 100.00
i 3 k 2 ~ .
Figure 1. A 45-years old woman with mandibular torus Figure 1b. A 48-years old at excision of mandibular torus



Figure 2a. A 36-year-old woman with palatal bilateral exostosis

Figure 2b. Surgical excision of the torus in figure 2a

Figure 2b. Surgical site closed with catgut 2/o suture.

Clinical features:

Oral bony exostosis is bony hard elevation on the
lingual, buccal surfaces of the mandible, maxillae and
midline palate, which could be sessile or pedunculated
and the overlying mucosa appeared normal.

Surgical Procedure

Infiltration of the lingual nerve was done bilaterally
with local anaesthesia, inferior alveolar nerve was
blocked with 2% xylocaine with adrenaline. The lingual
mucosa was incised through gingival incision, and
retracted to expose the tori on one side (Figure 2a),
surgical burr was used to cut the exostosis from the
basal bone. The rough edges were smoothened with an
acrylic burr. Palatal tori and exostosis were excised
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under local anaesthesia infiltration of the greater
palatine nerve on both sides. Greater palatine arteries
were carefully protected from injury. The same
procedure applied as for mandibular torus.

The same procedure was repeated on the other side.
The surgical site was closed back with 2/o silk suture to
the cervical edges of the teeth. Post-operative
medications were intravenous Ceftriaxone 1gm
12hourly for 48hours, tabs. Metronidazole zoomg
8hour, tabs. Dexamethasone 2mg 12hourly for three
days, tabs. Diclofenac potassium 5omg 12hourly for
sdays. The healing of the surgical sites was uneventful.
Post-operative ~ complications  include  gingival
recession, recurrence and oedema.



DISCUSSION

Torus have been descried as a developmental bony
disorder which may be due to disorder in calcium and
phosphorus metabolism (Smitha & Smitha, 2015). Oral
bony exostosis (OBE) is a common disorder affecting
jaw bones. This study showed that individuals affected
may seek medical care because of associated
symptoms experienced. The common complaints from
our patients were pains, disturbance of speech,
swallowing difficulty, ill-fitting prosthesis and fear of it
changed to a malignant lesion. Many of our patients
were aware of the growth in their mouth. The aetiology
of OBE is unknown, but several authors (Antoniades et
al., 1998, Belloo et al., 2020; Agbaje et al., 2005) have
documented genetic factors, environmental factors,
occlusal stress, irritation, developmental growth
process, and infectious process as possible aetiology.
This study suggested an interplay of genetic factors
and environmental factors in the aetiology, as during
the study there were two siblings that had similar
growth in the same location in their oral cavity. This
study reported that tori affected more females than
males, and third decade of life was most affected. The
time of onset of the tori could not be determined as
many of our patients did know the actual time the
growth commenced.

However, mandibular torus was the commonest oral
exostosis encountered in this study, but palatal
exostosis was the most symptomatic and necessitated
surgical excision. These bony protuberances may cause
pain during the impression making, as there is often
only a thin oral mucous membrane covering these
osseous protuberances which is easily irritated. Fifteen
of the patients in this study had excision of the
exostosis done. The surgical procedures were done
under local anaesthesia. Pre-prosthetic reasons was
the common reason for excision in the elderly, but
pains, discomfort, difficulty in swallowing, and speech
affectation were the reasons in the younger age
groups. Other reasons were ill-fitting dentures and
crowns. Several authors believed tori should be
preserved for future use if there is need for osseous
augmentation, and need for bone chips in implants and
periodontal surgery (Neiva et al., 2006, Tran et al,,
2007; Puttaswamaiah et al, 2011). Histological
examination revealed the lesions were composed of a
dense mass of mature bone with well-developed
lamellae and haversian systems, viable osteocytes in
lacunae and a few marrow spaces filled with loose
fibrous connective tissue.

Mandibular tori can present significant challenges for
endotracheal intubation and laryngoscopy (Seah 1995;
Neiva et al., 2006). Lingual tori and palatal exostosis
may be animpediment to deglutition. Surgical excision
of torus can be justified as all our young patients that
had the procedure because of the symptoms they
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presented and the elderly that the excision was for
prosthetic reasons.

The surgical procedure is safe and was done under local
anaesthesia. Common complications observed were
gingival recession, recurrence and tissue retraction.

CONCLUSION

In conclusion, oral bony exostosis could be a source of
irritation and discomfort to individuals such that
excision of it will bring succour to individuals affected.
Generally, majority of these exostosis were
asymptomatic and should be preserved for future use
in various bony augmentation.

REFERENCES

Adeyemo WL, Emeka Cl, Taiwo OA, Adeyemi MO
(2009). Prevalence and pattern of mandibular
and palatine tori in a Nigeria population. Nig
Dent J; 17:16-22.

Agbaje JO, Arowojolu MO, Kolude B, Lawoyin JO
(2005). Torus palatinus and torus mandibularis
in a Nigeria population. Afr J Oral Health; 1&2:
30-36.

Antoniades DZ. Belazi M, Papanayitou P (1998).
Concurrence of torus palatinus with palatal
and buccal exostoses. Case report and review
of the literature. Oral Surg Oral Med Oral
Pathol Oral Radiol Endo; 85: 552-555

Baker D, Walls AW, Meechan JG (2001). Ridge
augmentation using mandibular tori. Br Dent
J; 12:474-476.

Basha S, Dutt SC (2011). Buccal sided mandibularangle
exostosis; - a rare case report. Contemp Clin
Dent; 2:237-239.

Bathla S (2011) editor. In: Periodontics. 1% ed. New
Delhi; Jayypee Brothers Medical Publishers.
Restorative Osseous Surgery; pp. 366-370.

Bello SA, Ukimi UM, Falola O, Ademola JA (2020). A
multi-ethnic  study to determine the
prevalence of bony exostosis among residents
in Abuja, North Central Nigeria. Acta Sci Dent
Sci; 4(3): 93-98

Bicer O, Karakas E, Dereci O, Kose NS (2014). Removal
of the exostosis observed in the mandible. A
case report. Ann Dent Spec; 2(3):110-112.

Chandna S, Sachdeva S, Kochar D, Kaal H (20150.
Surgical management of the bilateral
maxillary buccal exostosis. J Indian Soc
Periodontol; 19(3):352-355.

Dosumu OO, Arotiba JT, Ogunyinka AO (1998). The
prevalence of palatine and mandibular toriin
a Nigerian population. Odontostmatol Trop:
21:6-218.

Kurtzman MG, Silverstein LH, Shatz PC (2006). A
technique for surgical mandibular exostosis
removal. Compendium;27(10):520-525.



Leonard M (2000). Consideration in the removal of
mandibular tori. Dent Today; 19:86-88,90

Limongelli L, Tempesta A, Capodiferro S, Maiorano E,
Favia G (2019). Oral maxillary exostosis. Clin
Case Rep.; 7:222—223.

Medsinge SV, Kohad R, Budhiraja H, Singh A, Gurha S,
Sharma A (2015). Buccal exostosis: a rare
entity. Int Oral Health; 7: 62-64

Maduakor SN, Nwoga MC (2017). Prevalence of
mandibular and palatine toriamongthe Ibos in
Enugu, South East Nigeria. Nigeria. Nig J Clin
Pract; 20(1):57-60.

Neiva RF, Neiva GF, Wang HL (2006). Utilization of
mandibular tori fro alveolar ridge augemtation
and maxillary sinus lifting: a case report.
Quintessence Int; 37(2): 131-137

Puttaswamaiah RN, Galgali SR, Gowda VS. Exostosis: a
donor site for autograft. Indian J Dent Res
2011;22(6): 860-862.

Regezi JA, Sciubba JJ, Oral pathology (1989):
clinicopathologic correlations. Philadelphia.
WB Saunders Co. 386-389.

Nigerian Journal of Dental Sciences

Seah YH (1995). Torus palatinus and torus
mandibularis: a review of the literature. Aust
Dent J 1995;40: 318-321

Smitha K, Smitha GP (2015). Alveolar exostosis-
revisited: A narrative review of the literature.
Saudi J Dent Res; 6: 67-72.

Shafer WG, Hime MK, Levy BM (1983). A textbook of
oral pathology. 4™ edition Philadelphia; W. B.
Saunders Co.; pg. 167-169.

Saffran AJ, Clark RA (2002). The role of occlusal stress
and gingival infection in the formation of
exostosis on the mandible and maxillae from
Neolithic China. Homo; 53: 112-130.

Tran KT, Shannon (2007). Images in clinical medicine.

Torus palatinus. New Engl J Med; 356: 1759-1764.

Shan DS, Sanghaui SJ, Chawda JD, et al (1992).
Prevalence of torus palatinus and torus
mandibularis in 1000patients. Indian J Dent
Res; 3:107-110.



