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Abstract
Peripheral ossifying fibroma (POF) is one of the inflammatory reactive hyperplasia of gingiva. The gingiva is often the site of local-

ized growths that are considered to be reactive rather than neoplastic in nature. POF is one such lesion which constitutes about 9%of
gingival growth. The size of the lesion is usually small located in the anterior maxillary region. In this case report we present a 15 year
old medically compromised boy with POF on the maxillary anterior palatal region.
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Introduction
Peripheral ossifying fibroma (POF) is a soft tissue growth that

is seen on the interdental papilla. It can be pedunculated or broad

based, which could be smooth surfaced and varies from pale pink
to cherry red in colour. It is comprises about 9% of all gingival

growths and to arise from the gingival corium, periosteum, and the
periodontal membrane. It has also been reported that it represents
a maturation of a pre-existing pyogenic granuloma or a peripheral
giant cell granuloma [1].
Clinical report

[Figure 2]. Medical history revealed that patient has mitral valve
prolapse and is on medication. Patients father also gives the same
history of congenital heart disease. Patients previous medical

report revealed that patient had palpitations, shortness of breadth,

frequent cough, migraine headache and chest discomfort. The
radiograph revealed only a soft tissue shadow and space between

lateral incisor and premolar [Figure 3]. The case was provisionally

diagnosed as irritational fibroma and differential diagnosis was
pleomorphic adenoma.

A 15 year old boy reported to V S Dental college and Hospital

to Department of paediatric dentistry with a chief complaint of
small soft tissue growth in the palate, behind the lateral incisors.
Intra oral examination revealed a pedunculated, pale pink in colour,
firm and resilient mass on the palatal aspect of the maxillary right

anterior tooth region, extending from lateral incisors to the mesial

aspect of premolars. It measured 1.5 cm mesiodistally and and 1cm
buccopalatally. The surface of the lesion was smooth and intact

without any ulceration [Figure 1]. History revealed that the lesion
started growing on its own 6 months back. The lesion becomes
painful on chewing food and subsides on its own. Intraoral

examination also shows lower anterior crowding and deep bite

Figure 1
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Blood vessels lined by endothelial cells are seen along with areas

of haemorrhage. Areas of dystrophic calcification were also seen
confirming the lesion as POF [Figure 8].

The follow up of the case showed normal healing of the area

[Figure 9].

Figure 2

Figure 4

Figure 3

To avoid the risk of infective endocarditis paediatrician consent

was taken. Clindamycin 600mg was prescribed as a single dose

Figure 5

1 hour before the procedure, because patient gave a history of
allergic to penicillin. After routine blood examinations and consent

of the patient excision of the lesion was done using NG: YAG diode
laser emitting light at 1064 [Figure 4 and 5].

Histopathological examination revealed hyperplastic Para

keratinized stratified squamous epithelium of irregular thickness
[Figure7]. The underlying connective tissue is densely fibrous with

haphazardly arranged collagen bundles interspersed with plump

fibroblasts. stroma is densely infiltrated with diffuse inflammatory
cell infiltrate predominantly of lymphocytes and plasma cells.

Figure 6: Excised tissue after laser surgery.
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POF is described by various synonyms such as peripheral cement

ossifying fibroma, peripheral odontogenic fibroma (PODF) with
cement genesis, peripheral fibroma with osteogenesis, peripheral
fibroma with calcification, fibrous epulis, calcifying fibroblastic

granuloma, etc. Other terms used in the past to describe this lesion
were peripheral fibroma with calcification, ossifying fibrous epulis,

and calcifying fibroblastic granuloma. It usually affects women in

the second decade of life POF can be distinguished from neoplasm
Figure 7

with significant growth potential. The color seems to be identical to
that of the gingiva or slightly reddish and the surface may appear
ulcerated [1,2,4].

Almost 60% of the lesions occur in the maxilla and mostly found

anterior to molars. Dental calculus, plaque, microorganisms, dental

appliances, and restorations are considered to be the etiological
factors triggering the lesion. The lesion though usually smaller than

1.5 cm in diameter can reach to a much larger size and can cause
separation of the adjacent teeth, resorption of the alveolar crest,
destruction of the bony structure and cosmetic deformity [1].

The definitive diagnosis is based on the histological examination,

which depends on the identification of cellular connective tissue
Figure 8

and the focal presence of bone or calcifications. There are two
schools of thought proposed to understand the histogenesis of POF.
1.

2.

POF may initially develop as pyogenic granuloma that un-

dergoes subsequent fibrous maturation and calcification.

It represents the progressive stage of the same spectrum
of pathos is.

POF is due to inflammatory hyperplasia of cells of peri-

odontal ligament/periosteum. Metaplasia of the connective tissue leads to dystrophic calcification and bone formation [3,4].

The differential diagnosis in this case was Irritational fibroma

which is usually sessile, round or ovoid, nontender and may be

lighter in colour than the surrounding tissue due to reduced
vascularity. Due to the gradual and slow growth of the lesion,
the patients are generally not aware of the mass. The irritational
Figure 9: Normal healing after excision.

fibroma has a 66% female predilection and can occur at any age,
but is usually seen in the 4th to sixth decades of life. Contradicting
to this evidence, this case presents an 15-year-old male child with

the lesion. The presumed ethology was deep bite and trauma to the
tissue [5].
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A peripheral ossifying fibroma is usually small and does not

require any further imaging study in addition to plain radiographs

Conclusion
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Peripheral ossifying fibroma is a slowly progressing reactive

and histopathological diagnosis [6].

lesion requiring complete removal of the lesions down to the

connective tissue of mesenchymal origin characterized by fibrous
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Treatment

The preferred management of POF is total excision. This should
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extraction of the adjacent teeth is seldom necessary in the
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be removed first, such as calculus, ill-fitted dental appliances,

sharp cusps and rough restorations have to be removed. However,

early stages. Although POF is a benign and a reactive lesion, the
recurrence rate is fairly high, that is upto 16%, has been seen by
studies [7].

Due to the high rate of recurrence (8% to 20%), close

postoperative monitoring is required in all cases of POF. POF
reoccurs due to
1)

2)
3)

The incomplete removal of the lesion
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The failure to eliminate local irritants

Difficulty in accessing the extent of the lesion during
surgical manipulation as a result of the intricate location
of the lesion [9,10].
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