
Kesari et al.                                                                    European Journal of Biomedical and Pharmaceutical Sciences 

www.ejbps.com 

 

278 

 

 

 

PERIPHERAL OSSIFYING FIBROMA: A CASE REPORT AND REVIEW OF 

LITERATURE 
 
 

Ayushee Kesari*
1
, Manjula Hebbale

2
, Amit Mhapuskar

3
, V. V. Kulkarni

4
, Rashmi Agarwal

1 

 
1
Post Graduate Student of Department of Oral Medicine and Radiology, Bharati Vidyapeeth Deemed University Dental 

College and Hospital, Pune, India. 
2
Associate Professor of Oral Medicine and Radiology, Bharati Vidyapeeth Deemed University Dental College and 

Hospital, Pune, India. 
3
Head of the Department of Oral Medicine and Radiology, Bharati Vidyapeeth Deemed University Dental College and 

Hospital, Pune, India. 
4
Professor of Oral Pathology, Bharati Vidyapeeth Deemed University Dental College and Hospital, Pune, India. 

 

 

 

 

 
Article Received on 03/08/2016                                   Article Revised on 24/08/2016                                Article Accepted on 15/09/2016 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION  

Peripheral ossifying fibroma (POF) is a nonneoplastic 

enlargement of gingiva that is classified as a reactive 

hyperplastic inflammatory lesion, a common gingival 

growth, which is typically seen on the interdental papilla 

and is believed to comprise about 9% of all gingival 

growths.
[1]

 These lesions are well demarcated from the 

adjacent bone and are of two types; the central type and 

the peripheral type. The central type arises from the 

endosteum or the periodontal ligament (PDL) adjacent to 

the root apex and causes expansion of medullary cavity. 

The peripheral type occurs solely on the soft tissues 

overlying the alveolar process.
[2,3]

 

 

POF was first reported by Shepherd in 1844 as alveolar 

exostosis. Eversol and Robin (1972) later coined the term 

peripheral ossifying fibroma.
[4] 

It occurs in the younger 

age groups with a female preponderance. It has a 

predilection for maxillary arch and most of them occur in 

the incisor cuspid region.
[5]

 

 

Other terms used for POF are peripheral odontogenic 

fibroma, ossifying fibroma epulis, ossifying fibroma with 

calcification
[6]

, calcifying fibroma, peripheral cemento‑
ossifying fibroma, ossifying fibroepithelial polyp, and 

calcifying fibroblastic granuloma.
[7] 

 

The pathogenesis of this lesion is uncertain and is 

thought to arise from the periosteal and periodontal 

membrane
[8]

. Trauma or local irritants, such as dental 

plaque, calculus, microorganisms, masticatory forces, ill 

fitting dentures, and poor quality restorations have been 

implicated in the etiology of POF.
[8,9]

 A possible 

hormonal influence has also been considered mainly 

because POFs are rare in prepubertal patients. However, 

a recent study failed to demonstrate the expression of 

estrogen or progesterone receptors in the proliferating 

cellular component. An important clinical aspect of POF 

is the high recurrence rate, which ranges from 8% to 

45%. POF shows a clinically benign behaviour.
[10]

 

 

CASE REPORT  

A 46-year-old female patient reported to the department 

of oral medicine and radiology with chief complaint of 

getting missing teeth replaced. The medical and dental 

history was non-contributory. On intra oral examination 

FIG 1, a solitary well defined ovoid shaped sessile 

growth measuring approximately 2X1 cm was present on 

lower left lingual alveolus in relation to 34 and 35. It 

extends anterioposteriorly from lingual marginal gingiva 

from distal aspect of 33 to distal aspect of 35, superior-

inferiorly from lingual attached gingiva of 34 and 35 to 

floor of the mouth. The overlying mucosa present over 

the growth appeared to be pale pink and smooth. On 

palpation, it was bony hard in consistency, non tender. 
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The mucosa over the growth was smooth and non-

movable. There were no signs of pus discharge and 

bleeding on provocation. Keeping the clinical picture in 

mind the provisional diagnosis of peripheral ossifying 

fibroma on lower left lingual cortex was made and a 

differential diagnosis of bony exostosis, fibroma, epulis, 

peripheral gaint cell granuloma was considered. 

  

The investigations advised and done were, Intraoral 

periapical radiograph of 34 35 region, Mandibular true 

occlusal radiograph and Excisional biopsy.  

 

Intraoral periapical radiograph revealed a solitary well 

defined oval shaped mixed radiopaque radiolucent 

pathology measuring 1.5X 0.8 cm approx., 

superimposing over the middle third of the root of 35  

(fig 2). 

 

On mandibular true occlusal, a well-defined oval shaped 

mixed radiopaque radiolucent structure is seen on left 

side of lingual cortex of mandible (fig3). There was no 

effect on the surrounding pathology is seen. An 

incisional biopsy (fig4,5,6) was carried out which 

showed atrophic and hypo plastic stratified squamous 

epithelium; the connective tissue showed dense collagen 

fibres, plump fibroblast and enlarged blood vessels at 

places, deeper connective tissue shows flakes of 

calcification and cementum like material (fig 7). The 

overall picture is suggestive of peripheral ossifying 

(cementifying) fibroma. So final diagnosis of peripheral 

ossifying fibroma was made.  

 

 
FIG 1- Intra- oral picture 

 

 
Fig 2- IOPA 

 
Fig 3- mandibular true occlusal radiographs 

 

 
FIG 4- Intra-operative picture 

 

 
FIG 5- Post-operative picture 

 

 
FIG 6- Specimen 

 

 
Fig 7- 40 X histopathological picture 
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DISCUSSION  

Gingiva is one of those anatomical regions in the oral 

cavity with the broadest array of lesions occurring 

ranging from inflammatory to neoplastic. POF is one 

such reactive lesion, which occurs exclusively on 

gingiva. Although, intra-oral ossifying fibromas have 

been described in the literature since the late 1940s, still 

there are lot of theories and various schools of thoughts 

regarding its pathogenesis. The widely accepted etio-

pathogenesis for POF is the inflammatory hyperplasia of 

the cells of the periosteum or periodontal ligament; as 

there is excessive proliferation of mature fibrous 

connective tissue in response to gingival injury, gingival 

irritation, sub-gingival calculus or a foreign body in the 

gingival sulcus. Chronic irritation of the periosteal and 

periodontal membrane causes metaplasia of the 

connective tissue and resultant initiation of formation of 

bone or dystrophic calcification. An origin from cells of 

periodontal ligament has been suggested because of 

exclusive occurrence of POF from interdental papilla, the 

proximity of gingiva to periodontal ligament, the 

presence of oxytalan fibres within the mineralized matrix 

of some lesions, the age distribution which is inversely 

related to the number of lost permanent teeth, and the 

fibro-cellular response similar to other reactive gingival 

lesions of periodontal ligament origin.
[11] 

 

It is a fairly common lesion, comprising nearly 3% of 

oral lesions biopsied in 1 study, approximately 1–2% in 

other studies.
[12]

 In 1993, Das and Das obtained similar 

results, with 1.6% POFs among 2370 intraoral 

biopsies.
[13]

 POF may present as a pedunculated nodule, 

or it may have a broad attachment base.
[14,15]

 These 

lesions can be red to pink with areas of ulceration, and 

their surface may be smooth or irregular. Although they 

are generally <2 cm in diameter
[16]

, size can vary; reports 

range from 0.2–3.0 cm to 4–8 cm
[17]

 and some lesions 

may be as large as 9 cm in diameter. Cases of tooth 

migration and bone destruction have been reported, but 

these are not common.
[18] 

 

POF has always been described as a solitary, slowly 

growing nodular mass as in our case also, but Kumar et 

al. reported a unique case of multi-centric POF affecting 

maxillary and mandibular gingiva.
[19]

 The POF must be 

differentiated from tori and exostosis, traumatic fibroma, 

PGCG, pyogenic granuloma, and peripheral odontogenic 

fibroma (PODF).  

 

Tori and exostosis, they are the most common oral 

exophytic lesion. They are peripheral, benign, slow 

growing bony protuberance of the jaw having smooth 

contours covered with normal mucosa. On palpation they 

are hard and are attached by a broad bony base to 

underlying jaw. Most common age of occurrence is 30 

years and females are more affected than males. Most 

common site is lingual aspect of the mandible above 

mylohyoid ridge in premolar region. Our case showed lot 

of simulation except that the fact tori and exostosis is 

mostly seen bilaterally whereas in our case it is 

unilaterally present.
[20] 

 

Traumatic fibroma or Fibrous hyperplasia (FD), they are 

the healed end product of inflammatory hyperplasia 

lesion which can occur because of trauma or chronic 

irritation to an area and these lesions are not a true 

neoplasm. Consequently, it is really an aggregate of scar 

tissue covered with smooth layer of stratified squamous 

epithelium. These are the second most common oral 

exophytic lesion. They are most often sessile or slightly 

pedunculated with a smooth contour, pale pink and firm 

to palpation. If traumatic fibroma, occurs on buccal 

mucosa along the bite line. Other site of FD is on the 

gingiva, tongue, buccal mucosa and palate.  Though the 

most common site of its occurrences is similar to that of 

our case but there was bony hard consistency was felt on 

palpation which was not present in case of fibrous 

hyperplasia.
[20]

 

 

Pyogenic granuloma presents as soft, friable nodule, 

small in size that bleeds with a tendency to haemorrhage 

and may or may not occasionally or do not show 

calcifications, but tooth displacement and resorption of 

alveolar bone are not observed.
[8,16,20]

  

 

PGCG has clinical features similar to POF, however, 

POF lacks the purple or blue discoloration commonly 

associated with PGCG and radiographically shows flecks 

of calcification, and also PGCG contains giant cells 

which are lacking in POF.
[8,16]

  

 

The PODF has also been used to describe POF, but it 

should be avoided since PODF has been designated by 

the World Health Organization as the rare and 

extraosseous counterpart of central odontogenic fibroma, 

and also it contains odontogenic epithelium and 

dysplastic dentin; these features are not seen in POF.
[8,16]

 

Histologically, this malady is a noncapsulated mass of 

cellular fibrous connective tissue with randomly 

distributed calcifications and/or mature bone.
[21]

 The 

POF lesion is generally small and does not require 

imaging beyond radiographs.
[22]

 Roentgenographically, 

in a vast majority of cases, there is no apparent visible 

underlying bone involvement. On rare occasions, there 

appears to be superficial erosion of bone. In the present 

cases also, underlying bone involvement was not 

observed.
[21, 23]

 In rare instances, superficial erosion of 

bone is noted.
[24]

 When presented clinically with a 

gingival lesion, it is important to establish a differential 

diagnosis. In this case, the clinical features led to a 

differential diagnosis of irritation fibroma, pyogenic 

granuloma. Although it is also important to maintain a 

high index of suspicion,discussion with family members 

should be tactful to prevent undue distress during the 

waiting period between differential diagnosis and 

definitive histopathological diagnosis.  

 

Due to the high rate of recurrence (8–20%), close 

postoperative monitoring is required in all cases of POF. 
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POF recurs due to (1) the incomplete removal of the 

lesion, (2) the failure to eliminate local irritants, and (3) 

difficulty in accessing the lesion during surgical 

manipulation as a result of the intricate location of the 

lesion (usually an interdental area).
[25]

 

 

CONCLUSION 
POF is a slowly progressing lesion, the growth of which 

is generally limited. Many cases will progress for long 

periods before patients seek treatment because of the 

lack of symptoms associated with the lesion. Close 

postoperative follow ‑ up is required because of the 

growth potential of incompletely removed lesions and 

the 8–20% recurrence rate. 
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