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INTRODUCTION 

Reactive gingival enlargements, frequently occur in the 

oral cavity.  These lesions mainly include peripheral 

giant cell granuloma, pyogenic granuloma, traumatic 

fibromas and peripheral ossifying fibroma which arise as 

a result of such irritants as trauma, microorganisms, 

plaque, calculus, restorations, and dental appliances.
[1,2,3]

 

These lesions are innocuous in nature, and rarely present 

with aggressive clinical features.
[4] 

Amongst these 

lesions, peripheral ossifying fibroma [POF] is an 

infrequently occurring outgrowth of the interdental 

papilla  which is focal, reactive, non-neoplastic and 

tumor-like.
[5]

 It appears as a sessile or pedunculated, 

slow growing solitary mass, color varying from pale pink 

to cherry with either a smooth or ulcerated surface. 

 

POFs are mostly diagnosed in females in the second 

decade of life with the anterior maxilla being the most 

common site of occurrence. The adjacent teeth are 

usually unaffected, however certain cases, may be 

associated with migration, mobility, or delayed eruption 

of permanent teeth.
[6] 

 

Ossifying fibroma mostly occurs in the craniofacial 

bones and is categorized into two types: Central and 

peripheral. Central ossifying fibroma arises within the 

endosteum or the PDL, adjacent to the root apex and 

expands into the medullary cavity of the bone. The 

peripheral type appears to be continuous with the PDL, 

overlying the soft tissues of the alveolar process.
[7,8] 

Histopathologically it shows the presence of oxytalan 

fibers interspersed among the calcified structures.
[9] 

 

Gardner 1982, termed “POF” for a lesion which was 

reactive in nature and simultaneously was not an 

extraosseous counterpart of a COF.
[3] 

 

CASE REPORT 

Case I 

A 45 year old male patient visited the Department of 

Periodontics, DAPMRV Dental College and Hospital 

with a history of a swelling that had gradually increased 

in size in the past 1 year. There was no history of 

previous swelling in the oral cavity and no associated 

past medical or family history. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SJIF Impact Factor 6.222 

Case Study 

ISSN 2394-3211 

EJPMR 

 

 

EUROPEAN JOURNAL OF PHARMACEUTICAL 

AND MEDICAL RESEARCH 
 

www.ejpmr.com 

 

ejpmr, 2021,8(9), 399-405 

ABSTRACT 

Localized growths in the gingiva are often considered to be reactive rather than neoplastic. Most of these lesions 

are difficult to be clinically identified or identified only on the basis of typical and consistent histomorphology. 

Peripheral ossifying fibroma (POF) is one such inflammatory reactive hyperplasia occuring in the gingiva.   It 

represents a separate clinical entity rather than a transitional form of pyogenic granuloma with unique clinical 

features and an array of histopathological features. This article describes two clinical cases of excision of 

peripheral ossifying fibroma by different surgical techniques occuring in the anterior mandibular region showing 

significant growth. 
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FIG. 1: Preoperative view FIG. 2: Radiographic view 

 

On intra oral examination, it appeared as a solitary, 

pedunculated outgrowth involving the marginal gingiva 

and the buccal interdental papilla in relation to 32 and 

33. [Figure 1]. The lesion was pink in color with a 

smooth surface and no surface ulceration. It measured 

approximately 4 cm mesio-distally and 6 cm cervico-

occlusally. On palpation, it was painless non-tender, firm 

in consistency and bled occasionally or when 

traumatized with a toothbrush. Radiograph revealed only 

a soft tissue shadow with no significant bony changes. 

Provisional diagnosis of POF was considered. 

After routine blood examinations, thorough scaling and 

root planning was performed to eliminate the irritating 

factors in the initial appointments. The area of interest 

was anaesthetized using 2% lignocaine with 1: 80000 

adrenaline, following which excision of the lesion was 

performed using an electrocautery and under antibiotic 

coverage. Periodontal dressing was applied and oral 

hygiene maintainence was instructed. 

 

 

  
FIG.3: Electrocautery done for excision of the 

lesion 

FIG.4 : Postoperative view 

 

  
FIG.5: Periodontal dressing applied FIG.6: Excised lesion 

 

Microscopic examination showed fibro-cellular 

connective tissue interspersed with fibroblasts. There 

appeared to be evidence of scattered basophilic 

calcifications in the hypercellular fibroblastic stroma 

diagnostic of peripheral ossifying fibroma. 
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FIG.7: Histopathological appearance of the excised 

lesion. 

 

The healing was adequate at 3 months however the 

patient revisited the department after a year with a 

recurrence of the lesion at the same site, measuring the 

same dimensions. 

 

 

 

 

 

 

 

 

 

 

 

 

  
FIG.8: Recurrence of lesion at the same site after a year FIG.9: Surgicallyexcised lesion 

 

The patient was re-examined of the blood parameters and 

a surgical excision of the lesion was carried out in the 

region of 32 and 33 under local anaesthesia followed by 

an elevation of a mucoperiosteal flap to ensure thorough 

curettage of the adjacent periodontal ligament, and 

periosteum to prevent furthur recurrence of the lesion.  

 

 
Fig. 10: Mucoperiosteal flap raised for debridement followed by suturing of the flap and periodontal dressing. 

 

The 6 month follow-up of the case showed normal healing of the area. 

 
FIG.11: 6 month postoperative view. 
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CASE II 

A 25 year old female patient visited the Department of 

Periodontics, DAPMRV Dental College and Hospital 

with a history of a swelling in the lower left region. 

There was no history of previous swelling in the oral 

cavity and no associated past medical or family history. 

 

  
FIG.12: Preoperative view FIG.13: Radiographical view 

 

Intra oral examination revealed it to be as a solitary, 

pedunculated outgrowth involving the lingual interdental 

papilla as well as the attached gingiva in relation to 33 

and 34. The lesion was pale pink in color with a smooth 

surface. It measured approximately 6 cm mesio-distally 

and 9 cm cervico-occlusally. On palpation, it was non-

tender, firm in consistency with an absence of bleeding. 

Radiograph revealed irregular radiopacity interspersed in 

the soft tissue shadow with no significant bony changes 

based on which POF was considered.  

After routine blood examinations, thorough scaling and 

root planning was performed to eliminate the irritating 

factors. The area of interest was anaesthetized using 2% 

lignocaine with 1: 80000 adrenaline, following that 

excision of the lesion was done along with thorough 

curettage of the adjacent periodontal ligament, to prevent 

furthur recurrence of the lesion. Periodontal dressing was 

applied and oral hygiene maintainence was instructed to 

the patient. 

 

  
FIG.14: Surgical excision of the lesion FIG.15: Postoperative view 

 

After a 2 month follow-up, the site showed uneventful 

healing and was satisfactory. 

The tissue was sent for histopathological examination 

which showed a hyperplastic parakeratinized stratified 

squamous epithelium overlying the connective tissue 

stroma. The stroma comprised of highly cellular mass of 

proliferating fibroblasts interspersed with fibrillar tissue. 

There appears to be small trabeculae of lamellar bone 

along with dystrophic calcifications confirming the 

presence of peripheral ossifying fibroma. 

 

 
FIG.16: Histoplathological appearance of the lesion. 
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DISCUSSION 

Ossifying fibroma was first described by Menzel in 

1872, however the term was coined by Montgomery in 

1927.
(10)

 Shepherd (1844) reported POF as “alveolar 

exostosis” and in 1972, Eversole et al.
[11] 

coined the term 

POF. Various synonyms have been named for POF, such 

as peripheral fibroma with osteogenesis, peripheral 

cemento ossifying fibroma, peripheral odontogenic 

fibroma (PODF) with cementogenesis, peripheral 

fibroma with calcification, fibrous epulis, calcifying 

fibroblastic granuloma, etc
[1,12]

 stating a controversy in 

the classification of these lesions. 

 

The proposed concept of its histogenesis is controversial. 

It has been stated that 

1. It has been postulated that POF initially develops as 

pyogenic granuloma which subsequently undergoes 

fibrous maturation and calcification. Representing a 

progressive stage of the pathosis.
[13]

 

2. Secondly, POF occurs as a result of inflammatory 

hyperplasia and the fibrocellular response of the 

cells of the periodontal ligament/periosteum owing 

due to its massive occurrence in the interdental 

papilla. Connective tissue metaplasia occurs, leading 

to dystrophic calcification and bone formation.
[14]

 

The presence of oxytalan fibres within the 

mineralized matrix of some lesion has also been 

noted.
[2]

 

3. Factors such as subgingival plaque and calculus, 

dental appliances, faulty dental restorations, micro-

organisms and food lodgement may trigger 

inflammatory response
[15]

 

 

POF appears as a smooth lobulated pink mass present on 

a pedunculated or sessile base. Jain et al reported of an 

increasing incidence in the second decade and declines in 

incidence after the third decade.
[16]

 Reddy et al reports 

of only 0.5% cases in the older age group.
[17]

 Conversely 

Kohli et al. have reported the presence of a POF 

associated with an anterior mandibular neonate tooth in a 

2-hour-old female,
[18]

 Buchner and Hansen reported a 

POF in a 7- month-old infant
[19]

  whereas Singh et al. 

reported a case present in the anterior maxilla in 70-year-

old female.
[20]

 

 

Hormonal influences may play an important role, thus 

having higher female predilection.
[21] 

POF is usually 

occurs in the incisor-canine region.
[22] 

Kfir et al. reports 

of its size to be smaller than 1.5 cm in diameter usually 

whereas Poon et al have reported of a case of giant POF 

measuring 9 cm.
[23] 

 

Radiographically, the appearance of POF may range 

from lack of significant changes to destructive changes 

depending on the duration of the lesion. Certain cases 

appear to have varying radiodensities within the lesion, 

depending upon the degree of mineralization. Superficial 

bone loss, cupping defect, and focal areas calcification 

have been reported at the center of the lesion.
[24] 

Investigations such as computed tomography and 

magnetic resonance imaging are helpful in detection of 

larger lesions.
[25] 

 

Histologically, the appearance of POF can appear with, 

either an ulcerated or an intact stratified squamous 

epithelium. Ulcerated lesions comprise of three zones: 

Zone I: The superficial ulcerated zone - a fibrinous 

exudate enmeshed within a zone of polymorphonuclear 

neutrophils and debris. 

Zone II: Beneath the surface epithelium - exclusively 

composed up of proliferating fibroblasts along with a 

diffuse infiltration of chronic inflammatory cells 

composed up of lymphocytes and plasma cells. 

Zone III: This zone appears to have more collagen, with 

higher cellularity and less vascularity. The presence of 

osteoid and occurrence of osteogenesis is a prominent 

feature, extending upto the first zone. 

The mineralized material can generally take one or more 

of the following: 

1. Woven or lamellar bone either surrounded by 

osteoid, or occurring in trabecular form; 

2. Spherical cementum-like substance or large acellular 

round-to-oval eosinophilic bodies; 

3. Dystrophic calcifications, ranging from minute 

clusters of basophilic granules or large solid 

irregular masses.
[1] 

 

There however does not appear to be a complete 

histological distinction between bone and cementum, and 

as such dystrophic calcifications arise in fibro-osseous 

lesions in other bones as well.
[26,27] 

 

The differential diagnosis can be summed up as per 

Table 1. Its differential diagnosis may also include 

neoplastic growth due to its occurrence and similar 

presentations. Zhang et al have included cancer as a 

differential diagnosis in only 2% of cases.
[28] 

 

Lesion Clinical features Histological features 

Pyogenic granuloma 

Age-Not definitive 

Site-gingiva (most common), tongue, buccal 

mucosa 

Features - pedunculated or sessile, 

asymptomatic fast growing soft red mass, 

bleeds easily 

Mostly associated with young females, and in 

pregnancy 

Endothelium lined vascular channels 

engorged with red blood cells and 

chronic inflammatory cells 

 Age- 4th to 6th decade Large number of multinucleated 



www.ejpmr.com          │         Vol 8, Issue 9, 2021.          │         ISO 9001:2015 Certified Journal         │ 

George et al.                                                                  European Journal of Pharmaceutical and Medical Research 

404 

Peripheral giant cell 

granuloma. 

Site - Exclusively on gingiva present anteriorly 

Features- Reddish or Purplish rapidly growing 

soft or firm mass which may be sessile or 

pedunculated. usually 0.5-1.5 cm in size with 

surface ulceration 

giant cells in vascularized fibro 

cellular stroma with inflammatory 

cell infiltration. 

 

Peripheral ossifying 

fibroma 

Age-11-20 years 

Site- Exclusively on gingiva 

Features - Firm, pedunculated mass, colour 

same as surrounding mucosa 

No bone involvement seen on radiograph. 

Cellular fibrous connective tissue 

containing numerous calcified 

deposits Minimal vascular 

component. 

Peripheral odontogenic 

fibroma Uncommon 

Age-5-65 years 

Site – gingiva 

Features - Slow growing solid, firmly attached 

gingival mass which sometimes may displace 

teeth. 

Soft tissue counterpart of central odontogenic 

fibroma 

Islands of Odontogenic epithelium 

seen 

 

The treatment of POF requires proper surgical 

intervention comprising of complete excision of the 

lesion and debridement of the periosteum and 

periodontal ligament. In young adults, reactive gingival 

lesions can exhibit an exuberant growth thereby reaching 

a large size in a short span. Additionly, POF may cause 

bone erosion resulting in displacement of teeth, or 

delayed eruption. Therefore early recognition and 

definitive treatment may pose less risk to tooth and bone 

loss.
[22] 

 

CONCLUSION 

POF appears as one of the common solitary swelling in 

the oral cavity which may clinically be misdiagnosed as 

pyogenic granuloma. Radiological and histopathological 

examination is required for confirmation of its diagnosis 

and surgical intervention is employed, to eliminate the 

etiological factors. 
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