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ABSTRACT
Peripheral ossifying fibroma (POF) is an enlargement of the 
gingiva with randomly distributed calcifications, immature bone, 
and osteoid and is nonneoplastic in nature. It is found only on 
the gingiva. Clinically, it resembles a peripheral fibroma, but 
histopathologic analysis always reveals immature bone and 
osteoid within the lesion. Peripheral ossifying fibroma exhibits 
histomorphological features similar to ossifying fibroma. Some 
reports suggest that both originate from periodontal ligament 
(PdL) cells. However, POF is not considered to be a neoplastic 
lesion but a hyperplastic reaction caused by chronic inflamma-
tion. We report a case of POF present in the mandibular anterior 
region in a middle-aged female patient. Clinical, radiographic, 
and histopathological features along with etiopathogenesis and 
differential diagnosis are also discussed.
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INTRODUCTION

There are two types of ossifying fibroma: Central and 
peripheral. The central variety originates from the endos-
teum or periodontal ligament (PdL) near the root apex and 
then expands from the medullary cavity of the bone in the 
outward direction. The peripheral variety occurs exclu-
sively on the soft tissue overlying the alveolar process and 
is a “nonneoplastic,” reactive fibrous proliferation of gin-
gival although some authors consider it to be neoplastic.1-8

Peripheral ossifying fibroma (POF) is an intraoral 
lesion found solely on the gingiva and not in any other 
oral mucosal location.9 Its color varies from pale pink 
to cherry red and is either pedunculated or sessile,4 
and interdental papilla area is its common location.9 
The lesion may cause drifting of the adjacent teeth, and 
rarely minimal bone resorption can be seen beneath the 
lesion.2,10,11 It is found most frequently in teenagers and 
young adults. Women are 2 to 4 times more commonly 
affected than men between the age group of 25 to 35 
years.4,6,12,13 It is a separate entity and not a soft tissue 
counterpart of central ossifying fibroma.2,6

CASE REPORT

A 45-year-old female presented with a growth in the 
lower front teeth region since 4 months (Fig. 1). Initially, 
the exophytic growth was small peanut sized but it 
slowly progressed to current size. Initially, the lesion 
was asymptomatic but now it has increased in its size. 
Patient also complained of pain while chewing food, due 
to impingement of maxillary anterior teeth on the growth. 
The patient had consulted several local doctors in the 
past and took medications but the lesion did not subside.

A solitary pedunculated well-defined exophytic lesion 
was present on the interdental gingiva in the region of  
32 and 33. It was oval in shape measuring 2 cm in its 
greatest dimension, pale in color. There was erosion 
present with a coating of slough as a secondary change 
on its superior surface.

Fig. 1: Intraoral picture of the lesion
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On palpation, it was slightly tender on the superior 
aspect where there was erosion while in rest of the areas 
it was nontender. It was firm in consistency, mobile, non-
compressible, nonreducible, and nonpulsatile. Moreover, 
31 and 32 were mesially drifted while 41 was distally 
drifted due to the growth. A provisional diagnosis of 
fibroma was given. The differential diagnosis included 
peripheral giant cell granuloma (PGCG), irritational 
fibroma, pyogenic granuloma, POF, and metastatic cancer.

Vitality test was done for all the mandibular teeth 
with electric pulp tester which elicit negative response 
with 31, 32, 41, and 42.

An intraoral periapical (IOPA) radiograph was taken 
of the region of 31, 32, 33, and 41. Radiograph showed 
diffused irregular-shaped radiopacity present in the 
interdental area of 32 and 33 with the background of a 
radiolucent area (Fig. 2).

Institution’s ethical committee had given the ethical 
clearance. The patient was explained thoroughly about 
the whole surgical procedure being used and its related 
risks and benefits, after which her consent was taken. 
Excisional biopsy was done under local anesthesia (Fig. 3),  
followed by ultrasonic scaling of the adjacent teeth 
and the patient was recalled after 7 days of follow-up. 
Histopathological examination of the excised specimen 
revealed hyperplastic stratified squamous epithelium and 
at foci discontinuous atrophic epithelium. The underly-
ing connective tissue shows presence of ossification and 
numerous small-sized blood vessels along with dense 
inflammatory cell infiltrate, which confirmed the final 
diagnosis of POF (Fig. 4). The healing was uneventful 
with no recurrence at a 1-year follow-up.

DISCUSSION

Described this lesion as peripheral fibroma with calcifica-
tion and the term POF was coined.14,15 Analogous lesions 

have been termed with various names, such as calcifying 
or ossifying fibrous epulis,6,16 peripheral fibroma with 
calcification,6 POF,4,7 calcifying fibroblastic granuloma,17 
peripheral cementifying fibroma, peripheral fibroma 
with cementogenesis,18 peripheral cemento-ossifying 
fibroma,19 and ossifying fibroma epithelial polyp.20,21 So 
far, there have been multiple names used for fibroblastic 
gingival lesions which confirms the fact that there is 
much controversy regarding the classification of these 
lesions.18,22 The term peripheral odontogenic fibroma 
has also been used interchangeably with POF but should 
be avoided as World Health Organization has declared 
peripheral odontogenic fibroma as the rare extraosseous 
supplement of central odontogenic fibroma.5,7,22

Ossifying fibroma may show varied presence of  
bone, cementum, and spheroidal calcifications, that is 
why so many names have been given for these benign 
fibro osseous lesions. When bone contributes to major 
part then the term ossifying applies while the name 

Fig. 2: Intraoral periapical radiograph showing diffused 
radiopaque foci

Fig. 3: Postoperative picture

Fig. 4: Histopathological examination showing hyperplastic 
squamous epithelium with underlying ossification and lymphocytic 
infiltration (10×, H&E stain)
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cementifying has been denoted when curvilinear tra-
beculae or spheroidal calcifications predominates in 
percentage. When bone and cementum-like tissues 
are observed, the lesions have been the terminology of 
cemento-ossifying fibroma.23 Clinically and radiographi-
cally, it is almost impossible to separate cementifying 
fibromas from ossifying fibroma.24

The clinical presentation and histopathology of 
cemento-ossifying fibroma are the same in the areas, 
such as skull, femur, and tibia where cementum is absent; 
therefore the term “cemento-ossifying fibroma” is now 
considered antiquated.25 Out of all the oral lesions that 
are biopsied, POF contributes only 2% which signifies 
its rarity.26

Etiopathogenesis of POF is quite controversial. 
Local etiological factors, such as subgingival plaque 
and calculus, trauma, dental appliances, poor-quality 
dental restorations, microorganism, food lodgment, 
masticatory forces, cells of periodontal ligament PdL,18 
and iatrogenic factors all influence the development of 
the lesion.4,5,14 The reason why PdL has been considered 
as one of the etiological factors of POF is because of its 
solely occurrence in the gingiva (interdental papilla), 
the closeness of gingiva to the PdL, and the occurrence 
of oxytalan fibers within the mineralized matrix of few 
lesions.18 Some of the researchers have hypothesized 
that few POF evolve initially as pyogenic granuloma 
which undergone subsequent calcification, preceded by 
fibrous maturation because of the similarities between 
their clinical and histopathological features. However, 
this process of development does not apply universally 
to all the POF. The mineralized product probably has 
its origin from the cells of the PdL ligament. This reac-
tive proliferation is named because of the histologic 
evidence of calcifications that are seen in the context 
of a hypercellular fibroblastic stroma. Because of their 
clinical and histopathologic similarities, researchers 
believe that some POF develop initially as pyogenic 
granulomas that undergo fibrous maturation and sub-
sequent calcification.

However, not all POF may develop in this manner.2 
The mineralized component of POF varies, occurring in 
approximately 35%27 or 50 to 75%6,22,28 of cases according 
to published reports.

Mineralization can vary between cementum-like 
material, bone (woven and lamellar), and dystrophic 
calcification. Most of the oral pathologists consider it to be 
a type of inflammatory hyperplasia.11 Lesions occurring 
within the proximity of gingiva are rare, as seen in our 
case in comparison to the lesions occurring within bone.24 
Mesquita et al14 found higher numbers of Argyrophilic 
Nucleolar Organizer Regions (AgNORs) and proliferating 
cell nuclear antigen (PCNA)-positive cells in ossifying 

fibroma in comparison to POF, which concluded that 
ossifying fibroma has higher proliferative activity.

It has been hypothesized that the POF represents a dis-
tinct clinical entity rather than a transitional form of pyo-
genic granuloma, PGCG, or irritation fibroma.6 Eversole 
and Rovin4 stated that pyogenic granuloma, PGCG, and 
POF all have similar sex and site predilection of occur-
rence intraorally and they also share common clinical and 
histologic features which lead to the conclusion that they 
may be simply varied from histologic responses to local 
provocative factors. Buchner and Hansen28 hypothesized 
that early POF presents as ulcerated nodules with little 
calcification leading to be misdiagnosed as a pyogenic 
granuloma.

The POF is predominantly lesion of teenagers and 
young adults, with peak prevalence between the ages 
of 10 and 19, but as in our case, the patient was in her 
fourth decade of life. Almost two-thirds of all cases 
occur in females.10,27 Hormonal influences may play a 
role, given the higher number of POF cases seen among 
females. Its chances of occurrence increase in the 2nd 
decade and decline after the 3rd decade.27 A total of 
80% of the lesions occur anteriorly to molar areas, over 
50% occur in the incisor cuspid region and 60% occur 
in the maxilla.11

Generally, the teeth remain unaffected, but rarely, 
there can be migration and loosening of adjacent 
teeth,10 as in our case where the lesion was present 
in the mandibular arch which also caused drifting of 
adjacent teeth.

Peripheral ossifying fibroma may present as a single 
pedunculated growth, or it can be sessile.2,6,9 These lesions 
vary in color from red to pink with scattered areas of ulcer-
ation, having surface that can be either smooth or irregular. 
They are commonly smaller in size < 2 cm in diameter,2,28 
but its size ranges from 0.2–3.0 cm28 to 4 mm–8 cm,6 and 
rarely according to some reports, few lesions may be as 
large as 9 cm in diameter.10 The patient may complain of 
the presence of lesion for quite long time, ranging from 
months to even years before he or she got it excised but 
again it depends on the degree of ulceration, discomfort, 
and interference with function that it had caused.6,28 Rarely, 
multicentric variety of POF may be present, which can be 
observed in conditions like nevoid basal cell carcinoma 
syndrome (multiple odontogenic keratocysts), multiple 
endocrine neoplasia type II (multiple neuromas), neu-
rofibromatosis (multiple neurofibromas), and Gardner’s 
syndrome (multiple neoplasms).29

Peripheral ossifying fibroma can present with dif-
ferent radiographic features varying from case to case. 
Calcifications of the lesion that gives a radiopaque 
picture in the radiograph are mostly concentrated in  
the central area of the lesion, but radiographically not all 
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lesions show its presence.18,25,29,30 Radiographically, one 
cannot see the involvement of the underlying bone but 
rarely one can make out superficial erosion of bone.30 In 
our case, faint radiographic findings were found in the 
form of slight amount of radiopaque foci suggestive of 
dystrophic calcification.

The treatment of choice for the POF is local surgical 
excision6 with aggressive scaling to remove all local etio-
logical factors like bacterial plaque,18 with submission 
of excised tissue for histopathologic analysis. The lesion 
should be completely removed up to the underlying 
periosteum along with the affected PdL because if any 
tissue is leftover from the base of the mass then recur-
rence is likely to occur.10,12,25 Although excision is usually 
curative, recurrence rate of 8 to 20% has been reported; 
therefore, follow-up is must in such cases.2,4,6,28,31 The 
confirmed diagnosis of POF is made by histopathologic 
examination of the biopsied tissue sample. The follow-
ing features are commonly observed under microscopic 
examination: (1) Benign fibrous connective tissue with 
varying contents of fibroblasts, myofibroblasts, and 
collagen; (2) sparse to profuse endothelial proliferation; 
(3) mineralized material which can be either mature, 
lamellar, or woven osteoid, cementum-like material or 
dystrophic calcifications. Sometimes acute or chronic 
inflammatory cells may also be present.3,18 In our patient, 
the histopathological evaluation of the excised lesion 
revealed inflammatory infiltrate along with calcification 
in the underlying connective tissue and hyperplastic 
epithelium.

CONCLUSION

Peripheral ossifying fibroma is a slowly enlarging lesion, 
with a limited growth potential. As it clinically resembles 
pyogenic granuloma, PGCG, or odontogenic tumors, 
radiographic and histopathological examination is a 
must to confirm its diagnosis. Treatment consists of local 
surgical excision including the periosteum and aggres-
sive scaling of adjacent teeth to remove all potential 
etiological factors. Due to its relatively high recurrence 
rate up to 20%, a long-term postoperative follow-up is 
very important in such cases.
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