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Peripheral ossifying fibroma of gingiva: A case report
Shivjot Chhina, Ajit Singh Rathore, Puneet Ahuja

ABSTRACT
Introduction: The peripheral ossifying fibroma(POF) is a reactive gingival overgrowthoccurring frequently in the anterior maxilla. Itoriginates in the cells of the periodontalligament and is more common in children andyoung adults. Case Report: In the current articlea case of peripheral ossifying fibroma (POF) inthe anterior maxillary gingiva is highlighted,which histologically showed cellular, fibrousconnective tissue stroma with calcified osseouscalcifications. Conclusion: The definitivediagnosis is established by histologicalexamination, which reveals the presence ofhighly cellular connective tissue with focalcalcifications. Surgery is the treatment ofchoice, though the recurrence rate can reach20%.
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INTRODUCTION
Peripheral ossifying fibroma (POF) is a lesion of thegingival tissues [13] representing up to 2% of all orallesions that are biopsied [1]. Other terms used inreference to POF are peripheral cementifying fibroma,peripheral fibroma with cementogenesis, peripheralfibroma with osteogenesis, peripheral fibroma withcalcification, calcified or ossified fibrous epulis, andcalcified fibroblastic granuloma [2, 4].POF mainly affects women in the second decade oflife [1, 46] (50% of all patients being between 525years of age). The lesions are most often found in thegingiva, located anterior to the molars [1] and in themaxilla [7]. Clinically, POF usually manifests as a welldefined and slowgrowing gingival mass measuringunder two cm in size and located in the interdentalpapilla region [1, 46, 8]. The base may be sessile orpedunculated, the colour is identical to that of thegingiva or slightly reddish, and the surface may appearulcerated [1, 46]. The definitive diagnosis is based onhistological examination [5, 6], with the identification ofcellular connective tissue and the focal presence of boneor other calcifications [1, 5, 7].However, it has not beenestablished whether POF is a tumour or represents
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proliferation of a reactive nature. Surgical excision is thetreatment of choice, though the recurrence rate canreach 20%. POF shows a clinically benign behaviour [1,5, 6].

CASE REPORT
A 25yearold male patient reported to theoutpatient department with a slowgrowing painlessgrowth that had been present labially in the left incisorcanine region. The lesion started as a small noduleapproximately three years earlier. Examination revealedan approximately 1 cm × 1 cm pedunculated, nontender, firm, pinkish red growth present on the labialgingiva in relation to the maxillary left central incisorand canine (figure 1). Radiographic examinationrevealed no significant change in the underlying normalbone architecture The patient’s past dental and medicalhistories were noncontributory. Excisional biopsy wasperformed. The differential diagnosis includedtraumatic fibroma and pyogenic granuloma. H&Estained sections shows parakeratinized stratifiedsquamous epithelium and dense fibrous connectivetissue stroma. The connective tissue showed densebundles of collagen fibres (figure 2). Deep in theconnective tissue were seen numerous ossifications inthe form of bony trabeculae (figure 3). The fibroblastswere plump and active around ossifications.

DISCUSSION
The term “epulis” includes a series of reactivegingival lesions often produced by irritating agents. Thediagnosis is usually established on the basis of theclinical findings, with few clinical differences notedamong the different disorders included under this term;these disorders include POF, peripheral fibroma,peripheral giant cell granuloma, and pyogenicgranuloma [7]. The latter condition could represent an

early, immature form of POF [6, 7]. A study of 2,439cases of epulis, recorded the following prevalence:peripheral fibromas61.05%, pyogenic granulomas19.76%, POF17.67%, and peripheral giant cellgranulomas1.52% [7]. POF is firmer and less friablethan the rest of the lesions and typically shows a longercourse. This explains the calcification and/orossification secondary to fibroblast maturation tocollagen tissue [7].The etiology and pathogenesis of POF are not known[4, 6]. It has been suggested that these lesions originatein the cells of the periodontal ligament for the followingreasons: POF exclusively appears in the gingival tissue,close to the periodontal ligament; oxytalan fibers arefound within the mineralized matrix of some lesions;the age distribution of the lesions is inverselyproportional to the number of permanent teeth lost;and the fibrocellular response of POF is similar to that

Figure 1: Pedunculated growth on gingiva between centralincisor and canine.

Figure 2: Photomicrograph showing parakeratinized stratifiedsquamous epithelium, cellular fibrous connective tissuestroma with bony trabeculae. (H&E, x 100).

Figure 3: Photomicrograph showing bony trabeculaesurrounded by plump fibroblast (H&E, x 400).
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of other reactive gingival lesions originating in theperiodontal ligament [2, 5].Fibroblastic myofibroblastic nature of the lesion,suggests possible origin in the periodontal ligament.Since POF has an obvious predilection for femalesand occurs frequently in specific periods of life such aspuberty and pregnancy, the existence of hormonalfactors in the development of POF has been suggestedin the literature [9].Other factors that have been implicated in theetiopathogenesis of POF are trauma and local irritantssuch as tartar, microorganisms and chewing forces [5,6]. It has been suggested that POF would be aconsequence of periodontal ligament hyperplasia thatmay be accompanied by rests of malassez, which couldbe incorporated into the lesions, thereby accounting forthe POF variant that contains odontogenic epithelium(known as peripheral odontogenic fibroma). Anothervariant is cementoossifying peripheral fibroma,characterized by the presence of cementum within aPOFcompatible lesion [4].The POF may occur at any age range, but exhibits apeak incidence between the second and third decades.The average age is around 28 years, with females beingaffected more than males [11], which coincides with ourcase. Most of lesions are usually <1.5 cm, as shown inthe present case. Radiologically and depending on thesize of the ossification foci, radiopaque stains can beseen on the periapical or panoramic Xrays [5, 6, 8].Histologically, fibroblasts are basic element ofperipheral giant cell granuloma along with abundantmultinucleated giant cells. Pyogenic granuloma showsvast numbers of endothelium lined vascular spaces andthe extreme proliferation of fibroblasts and buddingendothelial cells. Peripheral fibroma consists of bundlesof interlacing collagenous fibers interspersed withvarying numbers of fibroblasts and small blood vessels.In comparison POF is composed of cellular fibroustissue with areas of fibrovascular tissue that compriselarge number of plump proliferating fibroblastintermingling throughout delicate fibrillar stroma. Thelesion is not encapsulated [7]. When the lesionsmatures, the stromal cellularity decreases and bonytissue increases [1, 5]. Ossification is usually seen in thecellular zone, and shows considerable variation bothquantitatively and qualitatively. Several forms ofcalcification occurs ranging from single or multipleinterconnecting trabeculae of bone or osteoid (eithermature lamellar bone or immature cellular bone, lesscommon globules of calcified material resemblingacellular cementum or a dense diffuse granulardystrophic calcification. Multinucleated giant cells canbe present, though they do not represent an essentialcomponent [1]. Ten percent of all cases of POF maycontain odontogenic epithelial nests as vestigialrepresentation of the dental lamina [1]. Our patientsshowed nearly all these differential features.The immunohistochemical profile studies indicatesthat the proliferating cells are of a myofibroblasticnature (i.e. cells sharing morphologic characteristics

with fibroblasts and muscle cells). Myofibroblasticproliferation has been described as a reaction toinflammation, in pseudosarcomatous proliferations (e.g.nodular fasciitis) or in myofibroblast tumors. Thestudies shows CD68 positive histiocytic componentintermingling with lymphocytes and plasma cells,suggesting the existence of a reactive phenomenon or aresponse to inflammation [12].The treatment of choice for POF is local resectionwith peripheral and deep margins including both theperiodontal ligament and the affected periostealcomponent [1, 5, 8].In addition, elimination of local etiological factorssuch as bacterial plaque and tartar is required [5]. Theteeth associated with POF are generally not mobile,though there have been reports of dental migrationsecondary to bone loss. Extraction of the neighboringteeth is usually not considered necessary [5].The exposed bone should be covered with adjacentgingival flaps [8]. Recurrence is probably a result ofincomplete resection of the lesion, failure in sectioningthe periodontal ligament, or the development of newlesions [1].

CONCLUSION
A case of peripheral ossifying fibroma (POF) ispresented here, which appeared clinically as othercommon gingival lesions like peripheral fibroma,peripheral giant cell granuloma, and pyogenicgranuloma only histopathological evaluation can give usthe definitive diagnosis.
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