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Peripheral ossifying fibroma: A case report
Killi V Prabhakar Rao, Penmatsa Tanuja, M Narendra Reddy

ABSTRACT
Introduction: Peripheral ossifying fibroma(POF) is a common solitary gingival overgrowththought to arise from the gingival corium,periosteum and periodontal ligament (PDL).Commonly used synonyms for POF includecalcifying fibroblastic granuloma, peripheralfibroma with calcification, peripheralcementifying fibroma, and calcifying orossifying fibrous epulis. Case Report: Thisarticle presents a case of peripheral ossifyingfibroma in a 25yearold female along with theclinical, histopathologic, and treatment details.Conclusion: Ossifying fibroma occurs mostly incraniofacial bones, the peripheral type shows acontiguous relationship with the PDL, occurringsolely on the soft tissues overlying the alveolarprocess. The reasons for considering a PDLorigin for POF include: exclusive occurrence ofPOF in the gingiva (interdental papilla); theproximity of the gingival lesion to theperiodontal ligament; the presence of oxytalanfibers within the mineralized matrix of somelesions. A slowly growing softtissue mass with

speckled calcifications in the anterior oralcavity of young adults or children should raise asuspicion of a reactive gingival lesion such asPOF. The etiology of POF is unclear. POF shouldbe treated by total excision to preventrecurrence.
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INTRODUCTION
Peripheral ossifying fibroma (POF) is a nonneoplastic enlargement of gingiva that is classified as areactive hyperplastic inflammatory lesion. A commongingival growth, it is typically seen on the interdentalpapilla and is believed to comprise about 9% of allgingival growths. Females are more commonly affected,and anterior maxilla is the most prevalent location ofinvolvement [1]. The majority of lesions occur duringsecond decade, with a declining incidence in later years[2]. POFs are usually less than 1.5 cm in diameter andthe diagnosis can be made by clinical inspection andbiopsy [3]. Histologically, this malady is a noncapsulated mass of cellular fibrous connective tissuewith randomly distributed calcifications and/or maturebone [2]. The etiology of POF is unclear. Trauma orlocal irritants such as plaque, calculus, microorganisms,masticatory forces, illfitting dentures, and poorqualityrestorations are all known to precipitate thedevelopment of POF [4]. After the elimination of local
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etiological factors, surgical excision is the preferredtreatment.

CASE REPORT
A 25yearold Indian female patient reported to theDepartment of Periodontics with complaint of a painlessgingival growth in relation to her lower right front teeth.The swelling started as a small nodule that progressedgradually to the present size within a span of onemonth. The patient did not give any history of trauma,injury or food impaction and there was no significantmedical history.An intraoral examination revealed generalized pinkgingiva with a welldemarcated, nontender, firm, focal,sessile nodular growth arising from the interdentalpapilla of the mandibular right central and lateralincisors lingually. Owing to the pressure from thetongue, the lesion has progressively become flat inappearance. The ovalshaped mass was 2.5x3 cm in size,with a reddish pink color, smooth surface, and distinctedges (Figure 1). Bleeding on probing was noted.Clinically, differential diagnoses for the growth werepyogenic granuloma, peripheral odontogenic fibroma,fibroma and peripheral giant cell granuloma. Because ofpatient’s sex, age, location, colour and consistency of thelesion, a provisional diagnosis of pyogenic granulomawas made for the gingival growth. Oral hygieneinstructions were given to the patient and oralprophylaxis was done. After two weeks, the growth wasexcised conservatively to prevent the development of anunsightly gingival defect in the anterior maxilla,followed by root planing and curettage (Figure 2). Theexcised tissue was sent for histopathologic examination.The excised tissue was oval, 2.5x3 cm in size, reddishpink and firm in consistency on inspection. Whilegrossing the tissue, slight grittiness was felt. The patientwas called after one week for removal of dressing andshowed uneventful healing. After six months,recurrence of the growth was not observed (Figure 3).Histologically, the specimen showed parakeratinizedstratified squamous epithelium and underlyingconnective tissue, which was composed of denselypacked collagen fibers and fibroblasts. Deeper areasshowed the presence of multiple irregular calcified areasand osteoblastic rimming. Patchy distribution of chronicinflammatory cells was seen (Figure 4). Histologically,the specimen was suggestive of peripheral ossifyingfibroma/peripheral calcifying fibroma. Based on clinicaland histological findings, the lesion was diagnosed asPOF.

DISCUSSION
Ossifying fibroma occurs mostly in craniofacialbones and is generally categorized into two types:central and peripheral [5]. The central type of ossifyingfibroma arises from the endosteum or the periodontalligament (PDL) adjacent to the root apex and expands

Figure 1: Preoperative picture showing welldemarcated, nontender, firm, focal, sessile nodular growth.

Figure 2: Immediate postoperative picture.

Figure 3: At six months, recurrence of the growth was notobserved.
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from the medullary cavity of the bone. On the otherhand, the peripheral type shows a contiguousrelationship with the PDL, occurring solely on the softtissues overlying the alveolar process.The reasons for considering a PDL origin for POFinclude: exclusive occurrence of POF in the gingiva(interdental papilla); the proximity of the gingival lesionto the periodontal ligament; the presence of oxytalanfibers within the mineralized matrix of some lesions;age distribution, which is inversely related to thenumber of lost permanent teeth; and the fibrocellularresponse in POF, which is similar to the other reactivegingival lesions of PDL origin [6].POF is a fairly common lesion, comprising nearly 1%to 3% of oral lesions biopsied in various reports [1, 3].Clinically, the POF presents as an exophytic, smoothsurfaced, pink or red nodular mass that is sessile; it isalso less frequently seen on a pedicle [7]. Approximately60% of POFs occur in females with predilection formaxilla, and more than 50% of all cases occur in theincisorcuspid region. Migration of teeth withinterdental bone destruction has been reported in somecases [8]. Roentgenographically, in a vast majority ofcases there is no apparent visible underlying boneinvolvement. On rare occasions, there appears to besuperficial erosion of bone. In the present case,underlying bone involvement was not observed.While the etiology of POF is unclear, inflammatoryhyperplasia originating in the superficial PDL isconsidered to be a factor in POF’s causation [3]. Orkinand Amaidas [9] suggested that excessive proliferationof mature fibrous connective tissue is a response togingival injury or gingival irritations, subgingivalcalculus or a foreign body in the gingival sulcus anddental appliances and restorations. In addition, factorssuch as a high female predilection and a peakoccurrence in the second decade of life suggesthormonal influences. The pathogenesis of POF remainscontroversial. Chronic irritation of the periosteal and

Figure 4: Fibroblastic cells undergoing differentiationshowing ossification, osteoblasts are also seen (H&E, x400).

periodontal membrane causes metaplasia of theconnective tissue, which initiates formation of bone ordystrophic calcification [9]. In the present case, plaqueand calculus along with hormonal influences due to thepatient’s age and sex might have been the cause for thegingival growth.Clinical differential diagnosis for gingival growthsincludes fibroma, peripheral giant cell granuloma,pyogenic granuloma, peripheral odontogenic fibroma,and peripheral ossifying fibroma. The definitivediagnosis of POF is made by histologic evaluation ofbiopsy specimen. Histologically, the key feature of thislesion is exceedingly cellular mass of connective tissuecomprising large number of plump, proliferatingfibroblasts intermingled throughout with delicatefibrillar stroma. Buchner et al. [2] observed that themineralized tissues observed in POF can be of threebasic types: 1) bone that may be woven, lamellar ortrabecular, sometimes surrounded by osteoid, 2)cementumlike material that appears as sphericalbodies resembling cementum or large acellular roundtooval eosinophilic bodies, which seemed to havecoalesced to form islands in various sizes and shapes, 3)dystrophic calcification, which can range from smallclusters of minute basophilic granules or tiny globulesto large, solid irregular masses. The surface of POFexhibits either an intact or, more frequently, anulcerated layer of stratified squamous epithelium. Onoccasion, areas will be found containing multinucleatedgiant cells that, with the surrounding tissue, bearconsiderable resemblance to some areas of peripheralgiant cell granuloma.Surgical excision is the preferred choice of treatmentfor POF. The recurrence rate of POF is high, varyingfrom 7–45% [3], which may reflect the technique andphilosophy of surgical management. In addition, anyidentifiable irritant such as an illfitting dentalappliance and rough restoration should be removed[10]. However, Walters et al. [10] also stated that totalexcision of the lesion in the maxillary anterior regioncan result in an unsightly gingival defect unlessappropriate efforts are taken to repair the periostealdefects. Various surgical techniques like lateral slidingfull thickness or partial thickness flap, subepithelialconnective tissue graft or coronally positioned flap maybe used to manage this defect and minimize patientesthetic concerns.

CONCLUSION
In conclusion, the etiology of POF is unclear,inflammatory hyperplasia originating in the superficialPDL is considered to be a factor. The POF presents as anexophytic, smooth surfaced, pink or red nodular massthat is sessile. Histopathologic examination is essentialfor accurate diagnosis. Once diagnosed, POF should betreated by total excision to prevent recurrence.
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