
ABSTRACT

The peripheral ossifying fibroma (POF) is a common gingival growth usually arising from the interdental 
region. The anterior maxilla is the most common location of involvement. A case of peripheral ossifying 
fibroma (POF) in the maxillary anterior region in a 40 yr old female patient is described. The lesion was 
asymptomatic, large, firm, pink, and present on the maxillary labial alveolar mucosa. Radiographic 
investigations revealed no significant findings except for the mild erosion of the alveolar crest. Excisional 
biopsy was performed for the lesion. Microscopic findings confirmed the diagnosis of POF.
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INTRODUCTION 

POF is a benign reactive lesion of gingival tissue 

which represents up to 2% of all oral lesions that are 
[1, 2, 3]biopsied .  It most commonly occurs in females 

[1, 4, 5, 6]in second decade of life . The lesion is most 

often found in the anterior maxillary gingiva, 
[1, 7]

anterior to the molars . It presents clinically as 

asymptomatic, well defined slow growing sessile or 

pedunculated gingival mass in the interdental 

region  usually measuring about two cms in size, 

colour of which is identical to that of adjacent 

gingiva or slightly reddish, and the surface may 
[1, 4, 5, 6, 8]appear ulcerated . However, the definitive 

[5, 6]diagnosis is based on histological examination,  

with the identification of cellular connective tissue 

and the focal presence of bone or other calcifications 
[1, 5, 7]

. Surgical excision is the treatment of choice and 
[1, 5, 6]

has the recurrence rate of 16-20% .

CASE REPORT 

An elderly female patient in her fourth decade was 

referred to the department of periodontics by a 

general practitioner [Figure 1].

The patient complained of a painless swelling in the 

upper front gum region since 2 months. The 

Figure 1 - Extraoral photograph of the patient 

showing fullness over the right upper lip  region
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swelling was insidious in onset and gradually 

increased to the present size. There was no history 

of any discharge from the swelling. She had a fixed 

partial denture in the upper front teeth region 

which was decemented on it's own as the swelling 

increased in size. Upon clinical examination there 

was lip incompetence along with fullness in the right 

side of upper lip region. Intraoral examination 

revealed a large solitary sessile mass in the region of 

12, 13 [Figure 2],

measuring about 4 x 3 cms, with well defined 

borders, extending superoinferiorly 5mm from 

labial vestibule to the anterior part of the palatal 

rugae, mucosal colour was similar to adjacent 

mucosa except at the center which was yellowish in 

colour with an indentation on the inferior region as 

evidenced by the impingement of the swelling by 

tooth (42) on closure. Upon palpation the swelling 

was nontender, firm with no discharge from it. Oral 

hygiene was poor as evidenced by multiple grossly 

decayed teeth. Considering all this, a provisional 

diagnosis of benign growth on gingiva was made. 

The list of differential diagnosis included 

irritational fibroma, peripheral ossifying fibroma, 

pyogenic granuloma and peripheral giant cell 

granuloma.

Hematological investigations were normal, except 

for the mild rise in ESR [45 mm/hr].  Intraoral 

periapical radiograph irt 12, 13 [Figure 3] revealed 

Figure 2 Intraoral photograph revealing a well 

defined sessile swelling i r t 11,12.

no significant bone changes except for the mild 

erosion of the crestal alveolar bone. A decision was 

made to surgically excise the lesion in total. 

After adequate local anesthesia, vertical incisions 

were given using number 15 blade. Orban's knife 

was used for supplemental incisions. The lesion was 

carefully excised with a 2 mm margin of healthy 

tissue for safety. Scaling and rootplaning of adjacent 

tooth was performed and hemostasis achieved. Post 

surgical care and instructions were given and 

patient was recalled after a week. The specimen was 

fixed in 10% formalin and sent for histopathologic 

examination.

The microscopic examination of the specimen 

[Figure 4] revealed a superficial parakeratinised 

stratified squamous epithelium, which was 

ulcerated in one area covered by fibrinopurulent 

membrane, with dense underlying connective 

tissue with thick bundles of collagen fibres 

Figure 3 - Intraoral periapical radiograph i r t 

11, 12 revealed no significant bone changes 

except for the mild erosion of the crestal 

alveolar bone
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interspersed with numerous fibroblasts. Areas of 

hyalinization and myxoid changes were seen. Few 

spicules of bone were seen lined by osteoblasts in 

some areas. Clinical as well as histopathologic 

features were suggestive of peripheral ossifying 

fibroma.

Post surgical wound healing was uneventful [Figure 

5] and patient was reviewed for 2 months without 

any evidence of recurrence. The patient was not 

willing for the remaining dental treatment.

Figure 4 - Photomicrograph of the excised 

specimen showing spicules of bone lined by 

osteoblasts  along with thick bundles of 

collagen fibres

Figure 5 - Post operative photograph 

revealing healed surgical site i r t 11, 12

DISCUSSION

In the present case, POF was considered to be the 

diagnosis as there was correlation regarding the 

age and sex predilection, corroborated by clinical 

findings and confirmed by histopathologic 

examination.

It has been observed that poor oral hygiene in 

addition to the socioeconomic status have 
[9, 10, 11]

influenced the growth of such lesions .

Presence of local irritation or trauma, stimulate the 

cells of periodontal ligament fibres to proliferate & 

manifest such hyperplastic lesions. It has been 

hypothesized that hormonal fluctuations may 

influence development of POF, as the hormones 
[9]

may act as growth factors for these lesions . This 

also could be a reason for POF to be a rarity in males.

Differentiation between pyogenic granuloma & POF 

is possible as pyogenic granuloma is more soft and 

friable and bleeds with minimal manipulation. Also, 

POF appears paler compared to pyogenic 

granuloma or peripheral giant cell granuloma.

Radiologically mild erosion of the crestal alveolar 

bone was evident, on surgical exposure superficial 

bone loss was noticed on the ridge. This may be 

attributed to pressure effects.

Surgical excision along with the correction of 

etiologic factors, remain the current accepted 
[12]

treatment modality for POF .

Recurrence rate of POF has been reported to be 

high. In the present case, since the patient has 

discontinued the treatment, recurrence may be 

expected because of presence of contributing 
[9]

factors .

CONCLUSION 

Although gingival overgrowths have been 

bothering mankind since ages, the recent 

developments in the field of scientific research have 

made them more amenable for proper diagnosis 

and successful treatment. Many a times, their varied 

clinical presentations have perturbed dentists to 

identify the nature & cause of the lesion. Once 

identified, they have to be treated aggressively.
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POF, as widely reported in the literature has high 

recurrence rate & hence have to be treated by 

complete surgical excision, followed by placement 

of grafts if esthetically pleasing results are to be 

obtained.
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