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SUMMARY
Peripheral ossifying ﬁbroma is a common solitary
gingival overgrowth thought to arise from the gingival
corium, periosteum or periodontal ligament. Ossifying
ﬁbroma has the propensity to occur in cranial bones, but
the peripheral variety shows a close relationship with the
periodontal ligament and adjacent alveolar bone. It is
more commonly seen in women ( predilection of 3:1) and
usually at a young age. This report describes an unusual
presentation in an elderly man and presents a systematic
way of diagnosing and treating peripheral ossifying
ﬁbroma.
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BACKGROUND
Peripheral ossifying ﬁbroma (POF) is a nonneoplastic enlargement of the gingiva and is
believed to comprise about 9% of all gingival
growths.1 Intraoral ossifying ﬁbromas have been
described in the literature since the late 1940s.
Many names have been given to similar lesions
such as epulis, peripheral ﬁbroma with calciﬁcation,
POF, peripheral cementifying ﬁbroma and peripheral ﬁbroma with cementogenesis.2 The term POF
was ﬁrst coined by Eversole and Rovin.3
Aetiological factors for POF include precipitating
factors such as local irritation and minor trauma.4
It is typically seen as an exophytic growth on the
interdental papilla appearing as a nodular mass,
either pedunculated or sessile. The colour ranges
from red to pink and the surface is frequently but
not always ulcerated. It is more commonly seen in
the ﬁrst and second decades of life and has a
female preponderance. A slight predilection for the
maxillary arch and the incisor cuspid region has
also been noted.5 Due to its growth, it is often mistaken for a cancerous lesion for which the patient
commonly reports.
We report a case of POF in a 62-year-old man
and demonstrate a systematic way of diagnosing and
treating such lesions. The importance of a reasonable
differential diagnosis, adequate radiographic investigation and appropriate interpretation in forming a
diagnosis is highlighted. Recommendations regarding
treatment and follow-up have also been included.

incisors but suddenly increased in size (ﬁgure 1).
The patient was anxious about this enlarging mass,
so he reported to our department for treatment.
On further questioning there was no history of
bleeding, pain or paraesthesia. The prior dental
history revealed extraction of the lower left front
tooth 1 year previously. The medical history was
unremarkable.
Intraoral examination revealed a solitary round
exophytic nodular soft tissue growth in the region
of teeth 32, 41 and 42 (FDI system of tooth notation) which was crossing the midline (ﬁgure 2).
The growth was bright red in colour with a lobulated surface measuring 4×3 cm with a welldeﬁned periphery. On palpation, the growth was
slightly tender with a pedunculated base and
slightly movable. Other dental ﬁndings included
the absence of tooth 31. There was severe calculus
build-up and signs of severe periodontitis. Lymph
node examination was unremarkable.

PROVISIONAL DIAGNOSIS
Based on the above ﬁndings, a provisional diagnosis
of pyogenic granuloma was assumed.

DIFFERENTIAL DIAGNOSIS
POF, inﬂammatory gingival enlargement and peripheral giant cell granuloma and metastatic malignant growth were considered in the differential
diagnosis.

INITIAL INVESTIGATION
The investigatory work-up included a complete
haemogram, radiographs and excisional biopsy of
the lesion. Periapical radiographs in the region of

Figure 1 Exophytic growth in the mandibular anterior
region crossing the midline (labial view).
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A 62-year-old man reported to the Department of
Oral Medicine and Radiology with a six-month
history of a painless growth in the lower front
tooth region for the previous 6 months. The lesion
started as a small painless peanut-sized nodule in
the midline of the mandible in the region of the
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Figure 2 Mesiodistal and labiolingual extension of the growth.

completed before initiating surgery. Surgery was performed
under local anaesthesia. A suture was placed on the lesion to
enable the growth to be grasped, allowing proper access to the
pedunculated stalk. This manoeuvre permitted proper performance of excisional biopsy. The excision was planned so that the
whole growth was removed in total with good margins to avoid
future recurrence and the excised tissue was sent for radiological
and histopathological investigations.

Radiological and histopathological investigations
The excised specimen was radiographed at low exposure, revealing an area of opaciﬁcation comparable with the shadow of
osseous tissue (the importance of low exposure was to evaluate
the presence of any calciﬁc ﬂecks which would not be seen with
regular exposure; ﬁgure 4).
Histopathological examination showed the presence of connective tissue with high collagen ﬁbres, proliferating ﬁbroblasts
and intense inﬁltration by chronic inﬂammatory cells. Irregular
multiple foci of homogenous calciﬁed areas were evident within
the connective tissue (ﬁgure 5).
teeth 33, 32, 41 and 42 showed a scooped out area of bone rarefaction at the periapical region (ﬁgure 3). Radiographic ﬁndings included the presence of a shadow of the mental triangle
superimposed over the shadow of bone destruction. The
shadow of the inferior border of the mandible did not reveal
any abnormality. Divergence of the crown with respect to the
grey shadow of the nodule was evident with teeth 32 and 41.
Routine haematological values were within normal limits.

TREATMENT
The proposed treatment was excisional biopsy with deep scaling
and curettage.
The patient was evaluated for ﬁtness to undergo a surgical
procedure. Scaling and other oral prophylactic procedures were

Figure 3 Periapical radiograph of teeth 33, 32, 41 and 42 showing a
scooped out area of bone rarefaction in the periapical region.

FINAL DIAGNOSIS
Based on all the ﬁndings, a ﬁnal diagnosis of POF was made.

DISCUSSION
The aetiopathogenesis of POF is uncertain, although an origin
from the cells of the periodontal ligament has been suggested.6
POF occurs more commonly in women and in the second
decade, hence the role of hormones has also been questioned.
However, our case was a 62-year-old man.7 The clinical features
of POF were described by Buchner and Hansen, and consist of
a localised growth on the gingiva with a pedunculated or sessile
base.8 Approximately 60% of POFs occur in the maxilla and
they are more often found in the anterior region, with 55–60%
presenting in the incisor-cuspid region.9 However, in our case
the growth presented in the mandibular gingiva in the incisor
region. It usually measures less than 1.5 cm and rarely reaches
more than 3 cm in diameter, but lesions of 6 and 9 cm have
also been reported.10 Multicentric POF can also occur in the
oral and maxillofacial region, and have been observed in conditions associated with known genetic mutations such as naevoid
basal cell carcinoma syndrome, multiple endocrine neoplasia
type II, neuroﬁbromatosis and Gardner syndrome.6 Although
radiographic changes are not always seen with POF, foci of

Figure 4 Radiograph of excised growth at low exposure showing
opaque areas comparable with the shadow of the osseous tissue.
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Figure 5 Histopathology showing homogenous calciﬁed areas.

CONCLUSION
POF is a slowly progressing lesion. Many cases will progress for
long periods before the patient seeks treatment because of the
lack of symptoms associated with the lesion. Without treatment
the lesion can increase in size and interfere with normal mastication, thereby necessitating early diagnosis and initiation of
effective treatment. Close postoperative follow-up is required
because of the growth potential of incompletely removed
lesions and a high recurrence rate.

Learning points
▸ Peripheral ossifying ﬁbroma mimics many soft tissue
growths; diagnosis is only possible by radiological and
histopathological examination.
▸ It is mandatory to perform radiological and histological
examination to assess the nature of the growth.
▸ Proper excision is required to prevent recurrence of the lesion.
radiopaque material may occasionally be seen, particularly in
large lesions or lesions with overt mineralisation, as in our
case.6 A mild cupping defect of the adjacent alveolar bone along
with migration of teeth with interdental bone destruction can
be seen in some cases. Migration of teeth with appreciable interdental bone loss was present in our case.9
Histologically, POF is composed of cellular ﬁbrous tissue with
areas of ﬁbrovascular tissue that often contain an inﬂammatory
component with abundant plasma cells. An intact or ulcerated
stratiﬁed squamous epithelium and endothelial proliferation is
usually observed. Ossiﬁcation from small rounded calciﬁed
deposits to large trabecular bone areas surrounded by osteoblasts may be seen.11 The clinical differential diagnosis includes
peripheral giant cell granuloma, pyogenic granuloma, ﬁbroma
and peripheral odontogenic ﬁbroma. Peripheral giant cell granuloma has clinical features similar to those of POF, but the latter
lacks the purple or blue discolouration associated with peripheral giant cell granuloma and radiographically shows small
ﬂecks of calciﬁcation.12 Pyogenic granulomas are usually very
small (from a few millimetres to 1 cm) and only occasionally
show calciﬁcation. However, some researchers believe that POF
is related to pyogenic granuloma and is probably a mature pyogenic granuloma containing ﬁbrosis and calciﬁcation.4
The prognosis of POF is good, but some instances of recurrence have been reported. The recommended treatment is local
surgical excision extending to include the periosteum with submission for histomorphological examination and scaling of the
adjacent teeth.2 Inclusion of the periosteum during the excision
decreases the recurrence of this lesion. Recurrence may reﬂect
incomplete initial removal or repeated injury.8
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