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Case Report

A giant peripheral ossifying fibroma-A case report
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A B S T R A C T

Peripheral ossifying fibroma (POF) is a reactive lesion of the gingiva which predominantly affects women
and is usually found anterior to the maxillary molars. POF is usually a fibroma of the gingiva which shows
some areas of calcification or ossification. According to literature, POF is a separate clinical entity rather
than a transitional form of pyogenic granuloma or irritation fibroma. Surgical excision is the treatment of
choice for POF, though the recurrence has been reported in many cases. We present a case of large POF
arising from alveolar mucosa in left maxillary edentulous region in 57 years old female patient.
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1. Introduction

POF is a reactive lesion of the gingival tissues which
predominantly affects women and is usually seen anterior
to the molars in the maxilla. Synonyms of POF
are peripheral cementifying fibroma, peripheral fibroma
with osteogenesis, calcifying or ossifying fibroid epulis,
peripheral fibroma with calcification, calcified or ossified
fibrous epulis and calcified fibroblastic granuloma. POF
can arise as a result of irritations such as trauma, micro-
organisms, plaque, calculus, faulty restorative materials and
dental appliances.1 POF accounts for 3.1% of all oral
tumors and 9.6% of gingival lesions.2 POF is typically
seen as a growth of interdental papilla. It is commonly
seen in second decade with gradual decrease in incidence
as age increases. POF shows clinically benign behaviour,
usually smaller than 2 cm in diameter. The base of
POF lesion may be sessile or pedunculated, the colour is
identical to that of the gingiva or slightly reddish and the
surface may appear ulcerated. Diagnosis is based on clinical
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presentation and biopsy. Incidences of recurrence have
been reported 16–20%.3 Reasons for recurrence include
incomplete excision of the lesion, failure to eliminate local
causes, and difficulty in access during surgery due to
complex location. Deep excisions have been preferred for
recurrent cases of POF.3

2. Case Report

57 years old female patient reported to our institute with
chief complaint of large mass in mouth for ten years.
Slow and gradual increase in size of the growth noticed
by the patient over the period of ten years. Patient was
asymptomatic with absence of any functional impairment
like eating or talking. So, patient did not seek any treatment.
Patient was concerned only about esthetics, so reported to
our institute for treatment. There was no relevant medical or
dental history or any deleterious habits.

Facial asymmetry was noted on extraoral examination
due to diffuse swelling on left side of face which was
extending supero-inferiorly from ala-tragus line to 2 cm
superior to the inferior border of the mandible and antero-
posteriorly from ala of nose to 2 cm anterior to the tragus
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of ear. Swelling was nontender and firm in consistency on
palpation. Bilateral level I B lymph nodes were palpable and
nontender.

On intraoral examination, oral hygiene was satisfactory.
Single well-defined, pedunculated growth was noted arising
from edentulous left posterior maxillary alveolar ridge, of
size approximately 5 X 6 cm2. Growth was extending
antero-posteriorly from 23 to 28 region and supero-
inferiorly from left maxillary mucobuccal sulcus to the
lower edentulous ridge. Medially growth was extending to
the mid-palatal region and laterally to the buccal vestibule.

Fig. 1: Extraoral photographs showing facial asymmetry

Fig. 2: Intraoral photographs showing large growth arising from
left maxillary alveolus

Fig. 3: Panoramic radiograph showing mixed radiopaque
radiolucent lesion with varying density on left side between
maxillary and mandibular edentulous alveolar ridge.

Fig. 4: CECT scan shows a) Axial section, b) Coronal section,
c) Sagittal section showing expansile lesion epicetered in alveolar
process of maxilla on left side with minimally enhancing soft tissue
areas and areas of calcification.

Fig. 5: Post-surgical intraoral photograph showing healing surgical
site in left maxillary edentulous ridge.

Overlying mucosa was smooth and erythematous with
ulceration on anterior aspect due to trauma from 23. No
visible discharge. On palpation, growth was nontender,
firm in consistency, non fluctuant, nonreducible, and
noncompressible. On hard tissue examination, multiple
root stumps were noted. Based on clinical examination,
diagnosis of benign connective tissue neoplasia was made.

Panoramic radiograph showed mixed radiopaque
radiolucent lesion with varying density in left maxilla which
was extending from alveolus distal to 24 to left maxillary
tuberosity with coalesced radiopaque mass within it. Root
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stumps were seen in relation to 11,13,14,16,22,24,34,45.
Diagnosis was made as peripheral ossifying fibroma of left
maxillary alveolus.

CECT scan of maxilla was advised for further
radiographic evaluation which showed expansile lesion
epicentered in alveolar process of maxilla on left side with
minimally enhancing soft tissue areas and some areas of
calcification-likely ossifying fibroma.

Excisional biopsy was advised. Histopathology reported
as peripheral ossifying fibroma of left maxilla. Patient
followed up for two months. Patient’s esthetics and
functions were improved.

3. Discussion

Menzel first described the lesion ossifying fibroma in 1872,
but terminology was given by Montgomery in 1927.4

Ossifying fibroma occurs more in craniofacial bones. POF
is categorised into two types, central and peripheral variety.
The central ossifying fibroma arises from periodontal
ligaments adjacent to the root apex and expands from the
medullary cavity of the bone. Peripheral ossifying fibroma
shows a close relationship with periodontal ligament
occurs solely on the soft tissues overlying the alveolar
process. According to literature, POF is not the peripheral
counterpart of the central ossifying fibroma, but instead POF
is a reactive gingival lesion known under the entity of epulis.

According to literature, patient’s age, site and size of
the lesion is second decade, anterior maxilla and less than
2 cm respectively which was not consistent with our case.
Clinically poor oral hygiene and displacement of teeth
are common findings in POF but was absent in our case.
Case series of 5 patient published by Kale L et al. (2013)
showed similarity in clinical features as our case except
in size. Two of their cases had no radiographic evidence
of calcification.5 A similar case of POF was reported by
Bhasin M et al. (2013), in which a single, pale, painless,
well-defined gingival swelling in maxillary anterior region
was present, which gradually increased in size over a period
of 3 years. Radiographically it showed irregular radiopacity
with density almost similar to the bone interspersed in the
soft tissue shadow.1

A POF is usually smaller in size and does not require
any further imaging investigation in addition to plain
radiographs. Radiographic changes may not be always seen
in POF, but foci of radiopaque material may occasionally
visible, mainly in large lesions or lesions with overt
mineralisation, as in our case.6 A mild cupping defect of
alveolar bone adjacent to the lesion, migration of teeth,
interdental bone loss can be seen in some cases but was
not present in present case. In present case, the lesion had
reached to large size over ten years and the origin could
not be determined on clinical examination. Hence, CECT
was advised which showed expansile lesion epicentered in
alveolar process of maxilla on left side with minimally

enhancing soft tissue areas and areas of calcification.
Multicentric variety of POF can occur in the oral and

maxillofacial region, and have been observed in association
with nevoid basal cell carcinoma syndrome, multiple
endocrine neoplasia type II, neurofibromatosis, Gardner
syndrome.6

Histologically, POF shows non-encapsulated mass of
cellular fibroblastic connective tissue of mesenchymal
origin, covered with stratified squamous epithelium, it can
be ulcerated in 23-66% of cases. POFs contains areas
of fibrous connective tissue, endothelial proliferation, and
mineralization. Endothelial proliferation is predominant in
the areas of ulceration, which can mislead clinical diagnosis,
as a pyogenic granuloma. The mineralized component of
POF varies, occurring in approximately 23-75% of cases
according to published reports. Mineralization can be in
the form of cementum-like material, bone and dystrophic
calcification.5

The differential diagnosis of POF includes traumatic
fibroma, peripheral giant cell granuloma and pyogenic
granuloma and peripheral odontogenic fibroma. Traumatic
fibroma usually seen on buccal mucosa along the occlusal
plane. Peripheral giant cell granuloma shares clinical
features with POF however POF lacks purple or blue
discoloration which is commonly associated with peripheral
giant cell granuloma and radiographically shows flecks
of calcification. Pyogenic granuloma present as a small,
soft, friable nodule, with tendency of bleeding and may
or may not show calcifications but tooth displacement
and resorption of alveolar bone are absent. Peripheral
odontogenic fibroma is an uncommon neoplasm, believed
to be arising from odontogenic epithelial rests in PDL or
attached gingiva.7

Without treatment, POF can increase in size and
interfere with normal mastication, thereby necessitating
early diagnosis and initiation of effective treatment. Close
postoperative follow-up is required because of growth
potential of incompletely removed lesions and high rate of
recurrence reported in literature. Incidences of recurrence
have been reported as 16–20% and is due to incomplete
excision of POF and/or persistence of local irritants.

A soft tissue mass which is slowly growing with speckled
calcification in the anterior region of oral cavity of children
or young adults should suspect the possibility of a reactive
gingival lesion such as POF. Hence the occurrence of POF in
a 57-year old female patient with involvement of maxillary
posterior alveolus can be considered a rarity.
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