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Abstract

Peripheral Ossifying Fibroma is a solitary growth over the gingiva that arises 
from the periodontal ligament. The common site of occurrence is the interdental 
papilla of the maxillary anterior teeth. This paper documents a case of peripheral 
ossifying fibroma in the right maxillary posterior region and alveolar ridge in 
forty-year old female patient. This contradicts the common predilection of lesion 
with regard to site, as the common occurrence is the anterior maxillary region.

Keywords: Peripheral ossifying fibroma, Epulis, Fibro-osseous lesion, 
Fibroma

Introduction
Peripheral Ossifying Fibroma (POF) is a non-neoplastic growth 

which is relatively common. It occurs only on the soft tissue over the 
alveolar bone and is a reactive lesion [1]. This reactive lesion occurs 
in response to low–grade irritations such as trauma, plaque, calculus, 
micro-organisms, masticatory forces, ill-fitting dentures and poor 
quality restorations. The lesion occurs in any age group predominantly 
in the second decade of life [2]. Females are commonly affected and 
anterior maxilla is the most prevalent location of involvement [3]. 
Almost 60% of the lesions occurred in the maxilla, and in both jaws 
more than 50% occurred in the incisor-cuspid region [4].

A recent study revealed that the prevalence of peripheral ossifying 
fibroma is 4% among all reactive gingival lesions with female 
predilection of third decade. With regard to the anatomic location 
posterior maxilla contributes only for 7% distribution of all reactive 
gingival lesions [5]. 

It occurs exclusively on gingiva, appears as a nodular mass, 
pedunculated or sessile that usually emanates from interdental 
papilla. The colour ranges from red to pink with the lesion frequently 
but not always ulcerated. The teeth are usually unaffected and rarely 
migration or loosening of adjacent teeth has been noticed. In vast 
majority of cases, there is no apparent underlying bone involvement, 
on rare occasions superficial erosion of bone has been noticed. It 
accounts for 3% of all oral tumors and for 9.6% of all gingival lesions 
[6]. 

In the early stages the lesion totally radiolucent. Intermediate 
stages of lesion exhibit mixed radiolucent and radio opaque 
densities depending on the amount of the calcified material. 
Histopathologically, a large number of fibroblast and cementoblast 
with flat elongated nuclei are present within a network of interlacing 
collagen fibres. At the later stages the cementoblasts coalesce to 
present as common islands of bone & calcification.

The definitive diagnosis is based on histological examination with 
the identification of cellular connective tissue and the focal presence 
of bone or calcifications [3,7].

Prognosis is good, but some instances of recurrence have been 
reported regularly in various studies. After elimination of the local 
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etiological factors surgical excision is the treatment of choice. The 
surgical treatment includes aggressive curettage, localized surgical 
resection and segmental resection. 

The mass should be excised down to the periosteum because 
recurrence is more likely, if the base of the lesion is allowed to remain. 
The teeth associated with Peripheral Ossifying fibroma are generally 
not mobile. Though there have been reports of dental migration 
secondary to bone loss. Extraction of the neighboring teeth is usually 
not considered necessary [8].

Case Presentation
A forty year old female patient named Mrs. Chithra presented to 

Department of Periodontology with the complaint of swelling in the 
upper right premolar-molar region present for the past three months. 
The swelling was insidious in onset, was initially small in size and 
gradually grew to the present size. The swelling was associated with 
bleeding on brushing and was asymptomatic.

On intraoral examination a pinkish red pedunculated growth 
extending mesiodistally from fifteen to seventeen was noticed, it was 
measuring about 2.8x2.5x2.7 cm in the upper right alveolar region 
(Figure 1). On palpation the growth was fibrous and non tender in 
consistency and had a papillated surface. The oral hygiene was fair 
with considerable amount of supra and subgingival calculus, there 
was a grade- III mobility in 15, 16. 

Radiographic examination revealed horizontal bone loss in 15, 
16, 17 regions and mild migration of the teeth. The impression of CT 

Figure 1: Pre operative view of the lesion.
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revealed a soft tissue density lesion with areas of calcification arising 
from the superior alveolus of maxilla on the right side between 
premolar and molar tooth; medially the lesion caused extrinsic 
compression over the tongue (Figure 2). Superiorly the lesion was 
abutting the hard palate on the medial aspect and the posterolateral 
wall of the maxilla on the lateral aspect, there was thinning of bone 
noted on the floor of the right maxillary sinus and laterally the lesion 
was abutting the buccinator muscle.

A provisional diagnosis of epulis was given; Irritation fibroma, 
pyogenic granuloma and peripheral ossifying fibroma were considered 
in the differential diagnosis. Patient was advised blood investigation; 
complete blood count, bleeding time, clotting time, fasting blood 
glucose and post prandial blood glucose. The hemogram was within 
normal limits, the treatment plan was phase-I therapy followed by 
excisional biopsy of the lesion.

The scaling and root planning was performed and patient was 
scheduled for surgery. The lesion was surgically excised under local 
anesthesia and the specimen was sent for histopathologic examination 
(Figure 3,4 and 5). Excised lesion) Mobile teeth were also extracted 
and sutures were given Figure 6 patient was recalled after a week and 
the surgical site revealed uneventful healing, the patient was put on a 
regular maintenance protocol. 

The histopathological examination revealed stratified squamous 
acanthotic epithelium with elongated retepegs with highly cellular 
connective tissue with collagen fibres and fibroblast. Stroma revealed 
myxoidchange with foci of bony trabeculae and osteoid. The high 
degree of cellularity was in contrast to the findings of irritational 
fibroma and decreased vascularity was not correlating with pyogenic 
granuloma. The presence of cellular connective tissue with fibroblast 

and foci of calcifications confirmed the histologic diagnosis of POF 
(Figure 7).

Discussion
Ossifying fibroma of the jaws is a benign fibro-osseous lesion; 

its origin is from the periodontal ligament [6]. Peripheral Ossifying 
Fibroma is a common lesion of the gingiva with various synonyms like 
epulis, Calcifying Fibroblastic Granuloma, Peripheral Cementifying 
Fibroma, and Peripheral Fibroma with cementogenesis, Peripheral 
Cement-ossifying fibroma, Ossifying fibroepithelial polyp and 
Peripheral fibroma with osteogenesis. 

The term POF was coined by Eversole and Rovin [2], it occurs 
exclusively on the gingiva. It is a relatively common growth of the 
gingiva and it is considered to be reactive in nature rather than 
neoplastic [9]. An early POF that presented as ulcerated nodules with 

Figure 2: CT image of the lesion.

Figure 3: During excision of the lesion.

Figure 4: Excised lesion.

Figure 5: Immediatepost operative view of the excised site.

Figure 6: Excised lesion with extracted teeth.
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little calcification also existed which allowed easy misdiagnosis as 
pyogenic granuloma [4]. However, Gardner proposed that the highly 
cellular connective tissue is characteristic of POF that histologic 
diagnosis can be made based only on that irrespective of the presence 
of calcification [10]. 

Commonly POF occurs in the second decade of life [2]. In 
contrast, it was found in a forty year old female patient in the present 
case. The common site of occurrence of POF is the anterior maxilla 
[3], but in this case it was found in the posterior maxillary teeth 
region which is less prevalent location.POF is a reactive lesion which 
occurs in response to low grade irritations such as trauma, plaque, 
calculus and poor quality restorations [11]. This patient had a poor 
oral hygiene, hence plaque and calculus have been implicated in the 
etiology of the lesion.

The pathogenesis of POF remains controversial. Chronic irritation 
of the periosteal and periodontal membrane causes metaplasia of the 
connective tissue, which initiates the formation of bone or dystrophic 
calcification [12]. Prasad, et al. [13] observed that POF in some 
case may initially develop as a pyogenic granuloma that undergoes 
subsequent fibrous maturation and calcification. In the present case 
local factors along with hormonal influence due to the patient’s age 
and sex could be implicated in the etiopathogenesis of the present 
lesion [14].

The radiographic appearance varies from cystic lesion, mixed 
density lesion and massive expansile lesions [15]. It is always advisable 
to go for further investigations like CT with MRI to know the extent 
of lesion and for treatment planning.

Histologically POF consists of fibrocellular proliferation which 
consists of large number of fibroblast within this woven bone 
calcifications are seen. The histologic picture is not unique for POF, it 
has been considered that the differing pictures are a range of a single 
lesion in diverse stages of maturation [15]. Immunohistochemistry 
studies indicate the proliferating cells having myofibroblastic nature 
along with C68 positive histiocytic components intermingling 
lymphocytes and plasma cells showing reactive or inflammatory 
phenomenon [7]. In the present case, histopathological examination 
revealed acanthoticstratified squamous epithelium with elongated 
reteridges and underlying connective tissue was composed of densely 
packed collagen fibres, fibroblasts with mild chronic inflammatory 
cell infiltration. Areas of ossification in the connective tissue were 

Figure 7: Microscopic appearance of acanthotic epithelium, fibrocellular 
connective tissue with areas of calcification.

also evident and the histologic findings correlated with that of POF.

Rarely, abnormally large sized peripheral ossifying fibroma and 
the lesion associated paraneoplastic syndrome such as osteomlacia 
can give rise to local and systemic complications [16,17].

Treatment consists of local surgical excision down to the 
underlying bone for extensive clearing of the base of the lesion. 
Removal of local factors or irritants is also required. The recurrence 
rate is about 16-30% [4,16] and the recurrences are believed to be 
related to lack of inclusion of periosteum or periodontal ligament 
in the excised specimen. If the defect is large, in recurrent cases and 
for esthectic reasons, filling the area with reconstructive materials 
can be considered [18]. The treatment rendered in this case was 
excision and curettage followed by a regular maintenance protocol. 
Though these lesions are reactive, some of the ossifying fibromas 
have been reported with multicentric nature [11,19]. It is sensible to 
have a regular follow up for these cases since the recurrence rate is 
relatively high. Regarding this case, the healing was satisfactory and 
no recurrence has been observed till date.
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