
PERIPHERAL OSSIFYING FIBROMA IN DISGUISE- AN ATYPICAL PRESENTATION 
IN A 9 YEAR OLD 

 

ABSTRACT 

Peripheral ossifying fibroma (POF) is a focal exuberant nonneoplastic gingival overgrowth in the oral 
cavity, which is not a rare entity. The clinical presentation often mimics fibroma although rare cases with 
erythematous inflamed tissue surface are also noted. The  usual presentation is in the second and third 
decades of life with the peak age being 29 years. This is a case report of a 9-year-old girl, who presented 
with a chief complaint of pedunculated, rapid, excessive, growth of tissue on the palatal aspect between 
the maxillary central incisors. An excisional biopsy was performed, and histopathological study confirmed 
the diagnosis of Peripheral Ossifying Fibroma (POF). No recurrence was observed during the one-year 
follow-up period. 

Keywords: Peripheral Ossifying Fibroma, Peripheral Cementifying Fibroma, Ossifying Fibrous Epulis, 

Calcifying Fibrous Epulis, Peripheral Fibroma. 

INTRODUCTION 

Peripheral ossifying fibroma is one among the exophytic gingival lesions of the oral cavity. This 
lesion has been described in the literature under various terminologies, including peripheral cementifying 
fibroma, ossifying fibrous epulis, calcifying fibrous epulis, and peripheral fibroma with calcification 
reflecting the diversity in its histopathological characteristics1. Though the terms peripheral ossifying 
fibroma and peripheral odontogenic fibroma are used the latter describes an entirely different lesion which 
is considered to be an extraosseous counterpart of central odontogenic fibroma, according to WHO 
classification of odontogenic tumors2. The lesion can develop as a response to irritants like dental plaque, 
calculus, microorganisms, overhanging restorations and other factors3. However, it is more commonly 
seen in young adults with a predilection for females. About 60% of these tumors occur in the maxilla, with 
over 50% of maxillary tumors originating from the interdental papillae of incisors and canines3, 4. 
Controversy exists regarding its origin, although the general consensus is that, it arises from the 
periodontal tissues1.  

The clinical presentation of the lesion is a well-demarcated, pedunculated/sessile lesion with a 
firm consistency. Although the lesion typically matches the color of the oral mucosa, it can occasionally 
appear red and in rare cases, may present with ulcerations. Investigations include radiographs and 
histopathological examination, the latter being the gold standard. Treatment involves surgical excision, 
along with management of local irritants through scaling and repair of overhanging restorations. The 
lesion is quite notorious for its recurrence with a rate of 16 -20%5. 

CASE REPORT 

A 9-year-old female child reported to the Department of Pedodontics and Preventive Dentistry with a chief 

complaint of swelling in the upper front tooth region since 2 weeks. History revealed that the lesion was 

small when it was noticed initially, following which there was a rapid increase in the size of the lesion over 
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a period of 2 weeks. There was no recent history of trauma or appliance wear. The child appeared healthy 

and there was no relevant medical history. Intraorally there was a well-defined pedunculated, firm, non-

tender, non fluctuant soft tissue growth of dimension 2cm x 1cm x 0.5 cm located over the incisive papilla, 

and labially extending into the area between the maxillary central incisors (Fig 1,2). Regional lymph 

nodes were non-palpable. 

 

 

 

 

 

 

 

 

 

The color of the lesion was consistent with the surrounding gingiva, featuring an erythematous base with 

bleeding on probing. The adjacent teeth were non-mobile and imprints of the lower incisors were seen on 

the outer surface of the lesion. IOPAR of 11 and 21 region showed no signs of osseous involvement. 

Considering the rapid growth of the lesion, a CBCT image of the maxillary anterior region was advised, 

which revealed erosion of the palatal bone with perforations of the buccal and lingual cortical plates (Fig 

3).  

 

                                         

Based on the clinical and radiographic appearance a malignant lesion was suspected. An excisional 

biopsy was planned. After local anesthesia, the lesion was tied with a 3-0 silk suture material just above 

the pedunculated base facilitating better access for excision with a No. 15 blade (Fig 4). The lesion was 

excised by making a V-shaped incision down to the periosteum (Fig 5), following which sutures were 

placed using 3-0 silk. The specimen was sent for histopathological evaluation and a thorough full mouth 

oral prophylaxis was done after a period of 1 week (Fig 6). Patient was reviewed at one week, one month, 

three months, and six months. 

Fig 3: CBCT Image Showing Erosion Of Bone 

Fig 1: Preoperative view  Fig 2: Preoperative   occlusal view 
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HISTOPATHOLOGY REPORT: 

Histopathological study showed serial sections of H & E stained soft tissue bits with a hyperplastic 

parakeratinised stratified squamous epithelium overlying a dense collagenous connective tissue stroma. 

Within the hyper cellular connective tissue stroma proliferating plumb 

fibroblasts and osteoblasts were noted. Numerous foci of basophilic calcifications resembling osteoid 

were also observed. Dense and diffuse collection of inflammatory cells chiefly composed of lymphocytes 

and plasma cells were noted. Numerous forming, formed and dilated blood vessels were seen. 

Endothelial cell proliferation was also observed. The deeper portion of the tissue showed ulceration with 

fibrin and collections of PMNLs. These findings confirmed the diagnosis of peripheral ossifying fibroma 

(Fig 7). 

Fig 4: Silk tie placed at the base  Fig 5: Excised lesion  

Fig 6: One week follow up  
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DISCUSSION 

Peripheral ossifying fibroma is a benign soft tissue lesion, exclusive to the gingiva and quite prone to 

recur. Many authors consider it as a reactive lesion rather than a true neoplasm6. Although believed to 

arise from the periodontal ligament there is some consensus on its gingival origin. However, the lesion's 

proximity to tooth-bearing areas, the anatomical relationship between the periodontal ligament and the 

gingiva, as well as the presence of oxytalan fibers within the calcified matrix on histopathological 

examination provide support for its origin from the periodontal ligament. Clinical presentation of the lesion 

is characteristic but not pathognomic1. They often resemble other exophytic lesions like fibroma, lipoma, 

peripheral giant cell granuloma, pyogenic granuloma, and even peripheral ameloblastoma7. However, the 

lesion has a predilection for the maxillary anterior region often involving the interdental papilla. Peripheral 

ossifying fibromas are slow-growing lesions however some of them behave aggressively with changes in 

the underlying cortical bone8. The aggressive nature of the lesion in this patient led us to overdiagnose 

the lesion initially. This aggressive variant of the lesion is usually seen in children. Histopathology is the 

gold standard when it comes to diagnosis. The lesion can be distinguished from other gingival lesions by 

the presence of osteoid/cementum-like substance which is often found as clusters9. The management of 

the lesion involves surgical excision and removal of local irritants. It is important to ensure that the 

incision is extended deep to the periosteum and periodontal ligament area to minimize the risk of 

recurrence. Though the procedure is relatively simple it can be quite challenging when it is performed on 

a young child as it was with this patient. We were able to manage the child effectively and efficiently by 

utilizing non-pharmacological behavior management techniques and placement of a silk tie at the base of 

the growth which aided in its prompt and smooth removal. 

CONCLUSION 

Surgical excision of the lesion is the treatment of choice for peripheral ossifying fibroma which can be a 

traumatic experience, especially for a young child. Therefore every attempt should be made to prevent 

such lesions which are believed to occur as a reaction to local irritants. Maintaining proper oral hygiene 

and timely dental visits are the key. As the saying goes, "Prevention is better than cure." 

 

Fig 7: 1.Osteoid trabeculae 2. Blood vessels 3.Proliferating mesenchymal cells 
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