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ABSTRACT

Fibro-osseous lesions of the jaws form a group of conditions, which are remarkable for their
clinicopathological similarities. The etiology and pathogenesis of fibro-osseous lesions remain a
subject of investigation. On occasions clinician may find himself in the position of being the arbiter in
the face of equivocal histological evidence. Some pathologists use the same terminology for
apparently quite dissimilar lesions, and seemingly others to render the same diagnosis use variable
histologic criteria. By analyzing the clinical, radiographic, gross/surgical and histological features of
all lesions coded as fibro-osseous lesions we should be able to separate a clinicopathologic entity.
Peripheral cementifying fibroma is a reactive gingival overgrowth occurring frequently in the anterior
maxilla thought to arise from the periodontal ligament. It is more common in children and young
adults. It appears that ossifying fibroma occurs over a wide age range with the greatest number of
cases encountered during the second and third decade of life. Trauma or local irritation such as dental
calculus, ill fitting denture appliances and faulty restoration are known to precipitate the development
of this lesion. We report a case of recurring peripheral cementifying fibroma in the maxillary anterior
region of 15 year old male patient.

INTRODUCTION

Soft tissue enlargements in the oral
cavity often present a diagnostic challenge because a
diverse range of pathologic processes can produce such
lesions. Among these are a group of localized gingival
overgrowths which are fairly common and mostly
represent reactive proliferative lesions rather than the true
neoplasms. Typically, such lesions are unifocal and arise
as a result of an exuberant response to local irritants like
plaque, calculus, faulty dental restorations or trauma. One
such reactive gingival overgrowth is Peripheral
cementifying fibroma (PCF) [1]. A fibroma refers to soft
tissue benign neoplastic growth arising due to over
production of fibrous tissue in the connective tissue. In
1872, Menzel first described ossifying fibroma, but only in
1927, Montgomery assigned a terminology to it [2].
Peripheral ossifying fibroma is defined as any solitary
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growth on the gingiva thought to arise from the
periodontal ligament, most commonly at the region of the
interdental papillae. The term peripheral fibroma was
coined by Eversole and Rovin in 1972 [3]. There is a
marked predilection for the female sex, the female:male
ratio is 2:1[4].

Peripheral ossifying fibroma is known by
different names such as peripheral cementifying fibroma,
calcifying or ossifying fibroid epulis, peripheral fibroma
with calcification and calcifying fibroma [5]. The present
case highlights repeated recurrence of the lesion even after
excising the lesion three times.

CASE REPORT
A 15 year old boy reported to the department of
pediatric and preventive dentistry, Sri Aurobindo College
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of Dentistry with the chief complaint of lump behind the
upper front tooth region since 1 month.

Clinical and radiographic examination

The swelling was sudden in onset and progressive
in nature. It was associated with mild pain on digital
pressure. The patient gave history of bleeding and pain on
brushing. Patient had not taken any medication for the
same. The past medical and family history were non
contributory. Patient had similar lesion three years prior.
Patient underwent surgical excision with laser
cauterization twice as the lesion recurred twice after
excision in a span of three years.

Extra oral examination revealed no significant
findings. On intra oral examination, a solitary sessile oval
lesion was observed in the interdental papillae on the
palatal region. The lesion was oval shaped, reddish pink in
color and measured about 3cmx2cm. It was seen
extending till the middle third of coronal portion of 22. On
palpation, the lesion was soft to firm in consistency,
smooth texture & was non tender with diffuse margins
(Fig 1). The tooth was non tender on percussion and
vitality test were positive.

Radiographic examination revealed no significant
change in the underlying normal bone architecture (Fig 2).

Preliminary diagnosis

Because the lesion was located among the teeth
surfaces and interdental gingiva and, in appearance pushed
the gingiva, preliminary diagnosis of POF was made. The
differential diagnosis consisted of peripheral ossifying
fibroma, peripheral giant cell granuloma, pyogenic
granuloma, peripheral odontogenic fibroma and irritation
fibroma.

Biochemical investigations

The laboratory tests performed included, a
complete blood hemogram, BT, CT. All the test results
were within normal limits.

Treatment

After obtaining informed consent, the patient was
scheduled for a thorough full mouth scaling to remove
aetiological factors. Under local anesthesia, the localized
lesion was completely excised with para-marginal and
intrasulcular internal bevel incisions, and underlying bone
was curetted. Removed tissue was submitted for
histopathological examination. Flaps were sutured with
interdental interrupted nonresorbable 4-0 silk sutures (Fig
3a & b). There was considerable bleeding during excision
which reinforced our provisional diagnosis as it was
vascular in nature. Healing was uneventful.

Histopathological examination and definitive diagnosis

Histopathological examination revealed
parakeratinized stratified squamous epithelium with
underlying connective tissue showing fibrous tissue
exhibiting mineralized structures of varied size, suggestive
of cementum like material. Abundant plasma cells and
lymphocytes were also observed. Based on all findings, a
final diagnosis of peripheral cementifying fibroma was
made (Fig 4 a & b).

Follow up

The patient presented for a recall appointment 3
weeks later than the scheduled suture removal day. The
surgical site appeared to be healing well (Figure 5). There
was no evidence of recurrence of the lesion at
postoperative 6th month. The patient is still under regular
follow-up.

Figure 1. Pre operative view
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Figure 4a. Histopathologic picture showing parakera
tenized epithelium

Figure 4b. Celluar connective tissue

DISCUSSION

The present report concerns peripheral
cementifying fibroma (PCF), an intriguing lesion to
ponder about because of considerable controversy of its
nomenclature and etiopathogenesis [1].

In the present case, size of the peripheral
cementifying fibroma was 3cm in its diameter but
different sizes have been reported varying from 2-3
cm[6,7], to 4mm-8 cm [8] and some lesions may be as
large as 9 cm [9] in diameter. Although they are generally
2 cm in diameter [6,10]. Peripheral ossifying fibroma can
become large, causing extensive destruction of adjacent
bone and significant functional or esthetic alterations [11].

The peripheral ossifying fibroma as discovered in
this case is a focal, reactive, non neoplastic tumor like
growth of soft tissue often arsing from the interdental
papillae. 1t comprises nearly 3% of oral lesions biopsied
in 1 study [12], approximately 1%-2% in other studies
[13,7]. In 1993, Das and Das [14] obtained similar results,
with 1.6% peripheral ossifying fibroma among 2,370
intraoral biopsies. It accounts for 9.1% of all the gingival
lesions [2,3].

Peripheral ossifying fibroma can occur at any
age, but exhibits a peak incidence between the second and
third decades of life. In the present case peripheral
cementifying fibroma was diagnosed at the age of 15
years. Females are commonly more affected than males,
the ratio ranged from 3:2 to 2:1. Hormonal influences may
play a role, given the higher incidence of peripheral
ossifying fiboroma among females, increasing occurrence
in the second decade and declining incidence after the
third decade [15].

There are 2 reported cases of Peripheral ossifying
fibroma present at birth, presenting clinically as congenital
epuli [16,17]. In a 2001 study, Cuisia and Brannon [7]
reported that only 134 out of 657 diagnosed peripheral
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ossifying fibroma (20%) were in the pediatric population
(0-19 years), with 8% in the first decade. In a
retrospective study of 431 cases in the Chinese population
by Zhang and others [18] the mean age of incidence of
peripheral ossifying fibroma was found to be 44 years,
which is contradictory to previously published literature.
In an isolated case of multicentric peripheral ossifying
fibroma, Kumar and others [19] noted the presence of a
lesion at an edentulous site in a 49-year-old woman, which
once again raises questions regarding the pathogenesis of
this type of lesion.

Peripheral ossifying fibroma appears to be more
common among white people than black and slightly less
common among those of Hispanic origin [20].

The lesion may be present for a number of
months to years before excision, depending on the degree
of ulceration, discomfort and interference with function.
Approximately 60% of peripheral ossifying fibroma occur
in the maxilla and they occur more often in the anterior
than the posterior area with 55%-60% presenting in the
incisor-cuspid region [20]. In the present case the lesion
was present in the incisor region. It was sudden in onset
and gradually progressed till one month.

The etiopathogenesis of the peripheral ossifying
fibroma is not known, trauma or local irritants such as sub
gingival plaque and calculus, dental appliances, poor
quality dental restorations, masticatory forces, food
lodgements and iatrogenic factors may influence the
development of the lesion [21]. Peripheral ossifying
fibroma is a slow growing nodular mass that is either
sessile or pedunculated. It was sessile in nature in the
present case. The surface may be smooth or ulcerated and
pink to red in colour. A few cases with migration of teeth
and interdental bone has been destructed, but these are not
common [3,20].
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Average duration of these lesions has been given
as > 3 months and most cases have a duration of 6 months
to a few years [22].

The radiographic features of peripheral ossifying
fibroma may range from no change to destructive changes
depending on the duration of the lesion [22]. No
radiological findings were observed in the present case as
is in some studies [23,11].

The clinical features are not sufficient for the
diagnosis of Peripheral ossifying fibroma because there
are other conditions that may have similar clinical
appearances and clinical courses such as pyogenic
granuloma and peripheral giant cell granuloma. Therefore
biopsy and histopathological examination is required for
definitive diagnosis [24].

Microscopically, peripheral cementifying fibroma
usually exhibits stratified squamous epithelium which can
be ulcerated in >20% of the cases. The connective tissue
component consists of highly cellular fibrous tissue with
areas of mineralization. The calcification may be in the
form of single or multiple interconnecting trabeculae of
bone or osteoid (either mature lamellar bone or immature
cellular bone), although less commonly globules of
calcified material closely resembling acellular cementum
or a diffuse granular dystrophic calcification may be found

[1].

There are three types of mineralized tissue in the
Peripheral ossifying fibroma: dystrophic calcification,
bone (woven or lamellar), and cementum- like material.
The dystrophic calcification is most prevalent in ulcerated
lesions. Ossification or calcification may not be evident in
all cases, particularly in the earlier stages of lesional
growth [24].

It is suggested that there is no absolute
histological distinction between bone and cementum, and
as the so-called cementum-like globules of calcification
are seen in fibro-osseous lesions in all membrane bones, it
is unrealistic to separate the ossifying and cementifying
lesions and it is speculated that the fibroosseous lesions
might represent stages in the evolution of a single disease
process passing through the stages of fibrous dysplasia to
ossifying fibroma to cementoid lesions [24].

Removal of irritant factors and excisional biopsy,
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