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Case report:
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Abstract
Peripheral ossifying fibroma is a solitary, benign, reactive gingival overgrowth frequently 
arising from the interdental papilla. It is commonly seen in second decade in females.  It 
is usually painless and slow growing, commonly seen in the anterior aspects of the jaws.   
The etiopathogenesis of the peripheral ossifying fibroma is not clearly established and 
the treatment of the lesion includes complete surgical removal along with the removal of 
causative factors to prevent recurrence. We report a case of peripheral ossifying fibroma 
in a young male patient.
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Introduction
The gingiva is often the site of localized growths 
that are considered to be reactive rather than 
neoplastic in nature.1 Peripheral ossifying fibroma 
(POF) is a focal, reactive, non-neoplastic soft 
tissue growth that is usually seen on the gingiva. 
POF is seen as nodular mass either pedunculated 
or having a broad base originating from interdental 
papilla.2 The surface of POF is usually smooth and 
the colour of the lesion varies from pale pink to 
red in colour. It is known to occur frequently in 
the maxilla and mostly occur anterior to molars.2,3 
The lesion is most commonly observed in the 
second decade of life and females are known to be 
affected commonly than males by a ratio ranging 
from 2:1 to 3:2.4 The etiopathogenesis of the POF 
is not clearly established however, trauma or local 
irritants such as dental plaque and calculus, ill 
fitting appliances, microbes, poor quality dental 
restorations, masticatory forces, food lodgements 
and iatrogenic factors are regarded as possible 
etiological factors in the development of POF.5 A 

case of POF in the mandibular gingiva of a 24 year 
old healthy male patient is described in this report.
Case report
A 24-year-old male reported to Jodhpur Dental 
College General Hospital with the chief complaint 
of soft tissue swelling in the lower jaw and 
displacement of his teeth. Intraoral examination 
revealed a painless pedunculated, solitary, 
rubbery mass extending from mandibular left 
central incisor to the left premolars. The lesion 
was measuring about 2 cms mesio-distally and 2.5 
cms bucco-lingually and the colour of the swelling 
varied from light to dark pink in certain areas. The 
mandibular left central and lateral incisors were 
lingually displaced (Figure 1). Patient revealed 
that the swelling was smaller in size when he 
initially noticed but is slowly increasing in size. 
It was not associated with pain and sometimes 
interfered with mastication.
The medical and familial history of the patient was 
not contributory. Mandibular occlusal radiograph 
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revealed a well-defined radiopacity labial to 
mandibular left incisor region and displacement of 
mandibular left central and lateral incisors (Figure 
2). After haematological examinations, excisional 
biopsy of the mass was carried out under local 
anaesthesia and thorough curettage of the adjacent 
teeth, was carried out to prevent the recurrence. 
Histological section revealed a predominantly 
fibroblastic stroma.  Calcifications in this hyper-
cellular fibroblastic stroma resembled cementum 
and also bone-like ossifying areas were noticed 
(Figure 3). Clinical findings and histopathologic 
features confirmed the diagnosis as POF. We did 
not observe any post-operative complications and 
the healing was normal (Figure 4). The patient was 
further treated with fixed orthodontic therapy for 
the alignment of teeth (Figure 5) and is currently 
under periodic follow-up. 
Discussion
POF has also been described by various synonyms 
such as peripheral cemento-ossifying fibroma, 
ossifying fibro-epithelial polyp, peripheral 
fibroma with osteogenesis, peripheral fibroma 
with calcification, calcifying or ossifying fibrous 
epulis and calcifying fibroblastic granuloma.2 
POF is known to represent 3.1% of all oral tumors 
and 9.6% of the lesions affecting the gingiva. 
This condition is known to affect the whites 
more frequently than the blacks. POF is a slowly 
progressing lesion, with limited growth, it rarely 
exceed beyond 1.5 cm in diameter, but lesions 
measuring 6 cm and 9 cm diameters have also 
been observed in the literature.6,7 POF is known to 
cause erosion of bone, tooth separation, delayed 
eruption of teeth and migration of teeth and in 
accordance to this, the displacement of teeth was 
noted in the present case.8

Radiographically, POF may demonstrate diffuse 

radiopaque calcification but this feature may not 
be seen in all the lesions. In the present case, 
radiopacity was very well appreciated in the 
occlusal radiograph. Uncommonly POF is known 
to be associated with localized bone destruction 
but in the present case no definite destruction of 
the bone was observed.9 
The final diagnosis of POF is established 
by histopathological examination. The 
histopathological section commonly shows 
hyperplastic parakeratinized epithelium and 
benign fibrous connective tissue with abundant 
fibroblast, myofibroblast and collagen with 
varying amount of endothelial proliferation along 
with cementum, bone like material, or rarely 
dystrophic calcifications. In some cases, it may be 
associated with acute or chronic inflammatory cell 
infiltrate.10 
The ideal treatment of POF is complete surgical 
excision of the mass with peripheral and deep 
margins along with the removal of the irritating 
factors, for example scaling and curettage of 
adjacent teeth. The recurrence rate of POF 
is known to vary from 8%-20% because of 
incomplete removal of the lesion or due to failure 
of complete elimination of etiological factors, 
hence a thorough treatment and regular post-
operative monitoring is required.5,6 

Conclusion
Peripheral ossifying fibroma is a benign gingival 
lesion characterized by increased cellularity, 
formation of the bone and sometimes seen with 
cementum-like material or rarely with features 
of dystrophic calcification. Thorough surgical 
removal of the POF along with complete 
elimination of the etiological factors must be 
carried to prevent recurrence of the lesion.

Figure 1: Solitary well defined mass in lower jaw Figure 2: Occlusal radiograph showing radiopacity



85

International Journal of Human and Health Sciences Vol. 01 No. 02 July’17

References
1.	 Keluskar V, Byakodi R, Shah N. Peripheral ossifying 

fibroma. J Indian Acad Oral Med Radiol. 2008;20:54–6.
2.	 Kumar SK, Ram S, Jorgensen MG, Shuler CF, 

Sedghizadeh PP. Multicentric peripheral ossifying 
fibroma. J Oral Sci. 2006;48:239–43.

3.	 Walters JD, Will JK, Hatfield RD, Cacchillo DA, 
Raabe DA. Excision and Repair of the Peripheral 
Ossifying Fibroma: A Report of 3 Cases. J 
Periodontal. 2001;72:939–44.

4.	 Das UM, Azher U. ossifying fibroma. J Indian Soc 
Pedod Prev Dent. 2009;27 (1):49-51.

5.	 Farquhar T, Maclellan J, Dyment H, Anderson RD. 
Peripheral ossifying fibroma: a case report. J Can 
Dent Assoc 2008;7-:809-12.

6.	 Yadav R, Gulati A. Peripheral ossifying fibroma: a 

case report. J Oral Sci. 2009;51:151–4.

7.	 Gardner DG. The peripheral odontogenic fibroma: 

an attempt at classification. Oral Surg Oral Med Oral 

Pathol 1982;54:40.

8.	 Cuisia ZES, Brannon RB. Peripheral ossifying 

fibroma – a clinical evaluation of 134 pediatric cases. 

Pediatr Dent 2001;23:245-8.

9.	 Mishra MB, Bhishen KB and Mishra S. Peripheral 

ossifying fibroma. J Oral Maxillofac Pathol 

2011;15:65-8.

10.	 Kendrick F, Waggoner WF. Managing a peripheral 

ossifying fibroma. J Dent Child. 1996;63:135–8.

Figure 3: Histopathological section showing hypercel-
lular stroma with evidence of calcified tissue

Figure 5: Orthodontic treatment of the patient 

Figure 4: Normal healing after removal of swelling


