


Case report

PERIPHERAL OSSIFYING FIBROMA-RECURRENT LESION IN A CHILD: A CASE REPORT	Comment by HP: Title can be rephrased


ABSTRACT
	Peripheral ossifying fibroma (POF) is a reactive, non-neoplastic gingival growth, commonly seen in adolescents and young children, occurring most often in girls. It often arises in response to local irritants and typically occurs in the anterior maxilla. Although generally benign, POF is known for its potential for recurrence, especially if not completely   excised. This is a case study of an eleven-year-old male child who presented with a recurrent, firm, gingival mass in the anterior maxillary region. This case emphasizes on how crucial is the complete surgical removal of the lesion, including the periosteum and involved periodontal ligament, to minimize the risk of recurrence. It also highlights the need for long-term follow-up, especially in pediatric patients, where recurrence can affect oral development and function.
INTRODUCTION
	Gingival lesions in children encompass a diverse group of conditions that can be inflammatory, reactive, developmental, or neoplastic in nature. Reactive lesions, such as pyogenic granuloma and peripheral ossifying fibroma, are among the most common gingival growths in pediatric patients.
Peripheral Ossifying Fibroma (POF) is a non-neoplastic, reactive lesion that originates from the gingival tissue, periosteum, or periodontal ligament. It is a slow-growing mass composed of fibrocellular tissue with areas of mineralization, such as bone or cementum.1 The World Health Organization (WHO) categorizes POF as a fibro-osseous lesion characterized by varied amounts of calcified particles scattered throughout fibrous connective tissue.2	Comment by HP: It is bone or cementum like material
This lesion typically appears as a solitary, firm, nodular mass that may be pedunculated or sessile, commonly found in the interdental papilla. It often has a pink to reddish hue and may present with either a smooth or ulcerated surface​.
POF is comparatively rare in children but remains among the most often observed reactive gingival lesions in pediatric populations. Studies indicate that POF accounts for approximately 3.1% of all oral tumors and 9.6% of all gingival lesions.2 It is more frequently observed in young females, particularly in the second and third decades of life.3
The development of this lesion is closely associated with chronic irritation from local factors such as dental plaque, calculus, ill-fitting restorations, and orthodontic appliances. This is a case report of a 11-year-old child who presented with recurrence of gingival swelling in the maxillary anterior region.	
CASE PRESENTATION 
A 11 years-old male patient reported to the department of Pedodontics with the complaint of swelling and pain of the gingiva in the upper left front tooth region. Child’s parent reported the similar type of growth 6-7 months back and it was treated in a private clinic, but the parent didn’t have the histopathological report of the lesion.
Intraoral examination revealed a red gingival lesion extending from the mesial surface of the left central incisors till the distal surface of the left lateral incisors and also extending to the palatal surface of 21 & 22. The lesion measured approximately 2cm mesiodistally and 1cm buccopalataly. Inflammation of the gingiva was also seen in the alveolar margin between the two central incisors. The labial and the palatal aspect of the lesion can be appreciated from figures 1 and 2 respectively. On palpation, the lesion was sessile and firm with surfaces of ulceration. On radiographic examination there was mild interdental bony changes seen. (Fig 3).
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FIGURE 1: INTRAORAL IMAGE SHOWING THE GINGIVAL LESION ON THE LABIAL ASPECT BETWEEN 21 & 22
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FIGURE 2: INTRAORAL IMAGE SHOWING THE PALATAL EXTENSION OF THE LESION BETWEEN 21 & 22
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FIGURE 3: RADIOGRAPHIC IMAGE SHOWING INTERDENTAL BONE LOSS BETWEEN 21 & 22
The patient had a very poor oral hygiene. Considering the recurrence of the previous lesion, the patient was advised for a hematological evaluation, scaling and surgical therapy. Hematological results were normal and the patient was not under any medications. Oral prophylaxis followed by thorough excision of the lesion and gingival curettage was performed as the there was already a recurrence of the lesion (Fig 4 and 5). The patient was prescribed antibiotics and analgesics and post operative instructions were given. 
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FIGURE 4: POST-OPERATIVE INTRAORAL IMAGE AFTER GINGIVECTOMY (LABIAL ASPECT)
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FIGURE 5: POST-OPERATIVE INTRAORAL IMAGE AFTER GINGIVECTOMY (PALATAL ASPECT)
The exised lesion was then sent for histopathological report which revealed hyperplastic stratified squamous epithelium with fibrous stroma containing numerous calcifications confirming the features of peripheral ossifying fibroma. 	Comment by HP: Detailed explanation of the Histopathological report and any special stains if used to identify the calcifications.	Comment by HP: Spell check
The patient was instructed to practise good dental hygiene and asked to report to the department every three months for a regular follow up, or when any gingival growth occurs (Fig 6).
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FIGURE 6: INTRAORAL IMAGE- 3 MONTHS FOLLOW UP
DISCUSSION
	Ossifying fibromas are benign tumours that fall into two general categories: central and peripheral. While the peripheral type develops in relation to the soft tissues in the jaws' tooth-bearing regions, the central type originates in the endosteum or the periodontal ligament next to the root's apex and over time causes the medullary space to expand, resulting in the associated extraoral swelling.4 The most common processes at play are reactive hyperplasia and neoplasia. The majority of overgrowths of the oral mucosa are reactive instead of malignant.5 It is believed that  POF, a prevalent gingival lesion, is likely reactive or aggressive. Although POF is not malignant if treatment is not received, it can have an adverse effect on dental health and and cause great discomfort.2	Comment by HP: Repeat of words
POF is a reactive lesion that is described as "any isolated proliferation on the gingiva" that is anticipated to emerge from the epithelial cells of the PDL. POF only develops in the gingiva (interdental papilla), and due to the close proximity to the PDL and the underlying oxytalan fibres (cellular fibrous connective tissue) in the mineralised matrix of certain lesions may be factors contributing to its appearance in the PDL.6 Peripheral ossifying fibroma might be caused by hormone fluctuations, poorly fitting dentures, or poor oral care. Furthermore, its aetiology has been linked to local irritants such calculus, tooth plaque, and foreign items stuck in the gingiva.7	Comment by HP: Any other etiological factor pertaining to pediatric patients or young children.
	It is especially seen in women within the age of 20-30 years, indicating that hormones play a significant role in these lesions. About 60% of occurrences of this lesion occur in the anterior maxilla, with the incisor-cuspid region accounting for 55–60% of presentations. In clinical terms, POF is a slow-growing gingival lesion that is typically found in the interdental gingiva and is less than 2 cm in size.8 It can be pedunculated or sessile, have an ulcerated surface, and be the same colour as gingiva or somewhat reddish. 
Some lesions, although not all of them, may have calcification foci dispersed throughout the lesion's core region on radiography. Radiographs rarely show any underlying bone involvement, but they can occasionally show superficial bone degradation.9
Because it is difficult to identify POF solely based on clinical observations, a biopsy specimen must be examined histopathologically for an appropriate diagnosis. The histology of the lesions shows a stratified squamous epithelium covering an incredibly thick mass of connective tissue that includes fibroblasts, fibrillar stroma, and fibrocytes. There are also mineralisation regions and, sometimes, multinucleated giant cells adjacent to it. The mineralisation may contain bone, cementum-like substance, or dystrophic calcifications.10
Due to its high recurrence rates, POF management includes addressing any aggravating factors that could cause a recurrence as well as removing the lesion entirely, including the periosteum and periodontal ligament.4
Given that Cundiff reported a 16% recurrence rate and Eversole and Robin's investigation found a 20% recurrence rate, continuous monitoring is required. The inability to fully extricate the lesion, frequent irritation from injury, or insufficient elimination of the local inflammatory elements are the causes of the recurrence rate, which ranges from 8.9% to 20%.11 The lesion typically recurs for the first time within 12 to 14 months.12 So long term follow up are mandatory in these type of cases.	Comment by HP: Proper conclusion to be added at the end of the discussion.
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