


Case report 
Peripheral Ossifying Fibroma , A rare occurrence in middle aged man - Case Report
Abstract
Background: Peripheral ossifying fibroma (POF) is a relatively common reactive gingival lesion that presents diagnostic and management challenges due to its clinical similarity to other gingival proliferations and its tendency to recur.
 A case of a 50-year-old male patient who presented with a pedunculated gingival growth in the mandibular anterior region. The lesion measured 3×3 cm and was located on the interdental gingiva between teeth 42 and 43. Clinical examination revealed a firm, non-tender, vascular growth with a corrugated surface. Excisional biopsy was performed, and histopathological examination confirmed the diagnosis of peripheral ossifying fibroma.
Conclusion: This case highlights the importance of histopathological examination in the definitive diagnosis of gingival proliferations. Despite its benign nature, POF requires complete excision and long-term follow-up due to its recurrence rate of 8-20%.
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Introduction
Peripheral ossifying fibroma (POF) is a relatively common reactive gingival growth that exclusively occurs on the gingiva. First termed by Gardner in 1982, POF is reactive in nature and distinct from central ossifying fibroma of the maxilla and mandible [1]. The lesion accounts for approximately 3.1% of all oral tumors and 9.6% of gingival lesions [2].
POF predominantly affects teenagers and young adults, with a higher prevalence in females during the second decade of life, suggesting possible hormonal influences [3]. The lesion is believed to originate from the periodontal ligament, supported by its exclusive gingival occurrence, typically in the interdental papilla region [4].
The etiology of POF is multifactorial, with local irritants such as dental plaque, calculus, microorganisms, masticatory forces, ill-fitting dentures, and poor-quality restorations implicated in its pathogenesis [5]. The presence of oxytalan fibers within the mineralized matrix of some lesions further supports the periodontal ligament origin hypothesis.
This case report presents a comprehensive evaluation of POF in a 50-year-old male patient, emphasizing the clinical presentation, diagnostic approach, and management considerations for this common yet challenging gingival lesion.





Case Report
Patient Information
[bookmark: _GoBack]A 50-year-old male patient reported to the outpatient department of KVGDC, Sullia, with a chief complaint of a growth in the right lower anterior gingiva for the past three months, which was gradual in onset and progressive in nature, with a history of a similar growth on the dorsum of the tongue one year ago that was excised without complications. The patient was on treatment for hypothyroidism and hypertension, who had no relevant past dental history and no deleterious or parafunctional habits. He maintained oral hygiene with once-daily brushing and followed a mixed diet. 
Intra-orally, a solitary pedunculated gingival growth measuring approximately 3 × 3 cm was present on the interdental gingiva with respect to teeth 42 and 43 (Figure 1); the lesion was corrugated, vascular in appearance, similar in color to the adjacent mucosa, firm, non-tender, and exhibited blanching on pressure. Additionally, generalized inflamed and edematous gingiva with periodontal pockets in posterior teeth, generalized Class II gingival recession, dental caries in teeth 18, 25, 27, and 47, and a partially edentulous mandibular arch with severe calculus deposits and moderate stains were noted.
Based on clinical findings, a provisional diagnosis of pyogenic granuloma in relation to teeth 42 and 43 was arrived at. Peripheral giant cell granuloma, fibrous epulis, and peripheral odontogenic fibroma considered as differential diagnoses. Panoramic radiography and IOPAR revealed a partially edentulous mandibular arch, moderate interdental bone loss in relation to teeth 42 and 43, a periodontal abscess with respect to tooth 17, deep caries in tooth 27, and a radiopaque mass with a central radiolucent line near the apex of tooth 12 suggestive of an impacted supernumerary tooth (shown in figure 2). Routine laboratory investigations were within normal limits. Excisional biopsy of the lesion was performed for definitive diagnosis( shown in figure 3A, B).
Histopathological examination revealed ulcerated stratified squamous epithelium overlying a highly cellular connective tissue stroma composed of plump proliferating fibroblasts with areas of calcification in the form of interconnecting trabeculae of bone or osteoid, showing maximum cellularity near calcified areas, confirming a diagnosis of Peripheral Ossifying Fibroma (shown in figure 4). Treatment included elimination of local irritants, complete surgical excision with adequate margins, scaling and root planing, restoration of carious teeth, and comprehensive periodontal therapy. The patient was followed up at 1, 3 and 6 months post-operatively, during which the surgical site healed uneventfully with no evidence of recurrence.
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Fig.1 Pedunculated gingival growth 
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Fig.2 Radiopaque mass 
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Fig.3A, B: Excisional biopsy of the lesion 
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Fig.4 Histopathological examination Finding
Discussion
Peripheral ossifying fibroma occurs mostly in craniofacial bones and categorized into two types central and peripheral. The central type of ossifying fibroma arises from the endosteum or the periodontal ligament (PDL) adjacent to the root apex and expands from the medullary cavity of the bone, and the peripheral type occurs on the soft tissues overlying the alveolar process1,2,3.
POF may initially develop as pyogenic granuloma that undergoes subsequent fibrous maturation and calcification. It represents the progressive stage of the same spectrum of pathosis. POF is due to inflammatory hyperplasia of cells of periodontal ligament/ periosteum. Metaplasia of the connective tissue leads to dystrophic calcification and bone formation2. Hormonal influences  play a major role, as it has higher incidence among females, increasing occurrence in the second decade and declining incidence after the third decade(Kenney et al,1989).  The rate of recurrence has been reported to vary from 8.9%to20 % (Bhaskar & Jacoway, 1966;Kenneyet al,1989; Eversole & Rovin,1972)4 .
Triggering factors such as subgingival plaque and calculus, dental appliances, poor quality of dental restorations, micro‑organisms and food lodgement initiate the inflammatory response5. Clinically POF presents as smooth lobulated pink mass on a pedunculated or sessile base. It has an increasing incidence in 2nd  decade and declining incidence after 3rd  decade6.
Clinical differential diagnosis for gingival growths includes fibroma, peripheral giant cell granuloma, pyogenic granuloma, peripheral odontogenic fibroma, and POF. The definitive diagnosis of POF is made by the histologic evaluation of biopsy specimen7. Although peripheral giant cell granuloma has clinical features similar to those of POF, the latter lacks the purple or blue discoloration commonly associated with peripheral giant cell granuloma and radiographically shows small flecks of calcification. Thus, the diagnosis based only on clinical aspects can be difficult, and histopathological examination of the surgical specimen obtained by excisional biopsy is mandatory for an accurate diagnosis of POF7.
Histopathologically, there is also a wide spectrum of changes changeable Journal of Interdisciplinary Dental Sciences, Vol.12, No.1 January-June 2023, 01-05 4 from chronically, well-off cellular granulation tissues to moderately noninflamed, avascular masses of collagen8.Treatment includes local surgical excision and oral prophylasis. Follow-upis essential because of the recurrence rates varying from 8 to 20%9.
Conclusion
This case report presents a comprehensive evaluation of peripheral ossifying fibroma in a 50-year-old male patient. POF is a common reactive gingival lesion that requires clinical suspicion, thorough diagnostic evaluation, and complete excision to prevent recurrence.
1. POF should be included in the differential diagnosis of any gingival growth
2. Histopathological examination is essential for definitive diagnosis
3. Complete excision including periosteum and periodontal ligament is necessary
4. Elimination of local irritants is crucial for preventing recurrence
5. Long-term follow-up is mandatory due to the 8-20% recurrence rate
This case emphasizes the importance of maintaining a broad differential diagnosis for gingival proliferations and the necessity of histopathological confirmation. Despite its benign nature, POF requires careful surgical management and vigilant postoperative monitoring to ensure optimal patient outcomes.
Patient Perspective
The patient expressed satisfaction with the treatment outcome and understood the importance of maintaining good oral hygiene and attending regular follow-up appointments to prevent recurrence.
Informed Consent
Written informed consent was obtained from the patient for publication of this case report and accompanying images.
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Name: Mr Sheikh Ali Age: 50 Yrs Sex: Male

OPD No: 2023/31937 No: B23/93 Date: 14/12/2023
Referred by: Oral Medicine and Radiology.
Microscopic features:

Submitted H and E stained section shows epithelium and abundant connective
tissue. Epithelium is hyperparakeratinised stratified squamous epithelium with
clongated rete ridges. The connective tissue of the growth comprised of bundles of
collagen fibers in a cellular stroma. Numerous plumps to spindle shaped ﬁbrobla_sts
and fibrocytes are present. Few blood vessels with RBC and proliferating
endothelial cells were also evident. Mixed inflammatory cell infiltrate and muscle
fibres was seen. The calcified areas of bone-like ossifying areas noted.

Impression- Suggestive of Peripheral Ossifying Fibroma.
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