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Abstract: 
Localized gingival proliferative lesions are among the most frequently encountered oral cavity pathologies, 

typically exhibiting a reactive rather than neoplastic etiology. The diagnostic challenge arises due to the 

overlapping clinical presentations of several entities, including inflammatory fibroma, peripheral giant cell 

granuloma, peripheral ossifying fibroma (POF), and pyogenic granuloma. Among these, POF is relatively 

uncommon. Its histopathological heterogeneity has contributed to significant ambiguity in its nomenclature and 

classification within the spectrum of reactive gingival lesions. 
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I. Introduction: 
Peripheral Ossifying Fibroma (POF) is an exophytic, fibro-osseous gingival lesion, typically originating 

from the interdental papilla. Peripheral ossifying fibroma (POF) typically manifests as a localized gingival 

overgrowth, presenting clinically as either a sessile or pedunculated mass. The surface of the lesion may range in 

appearance from erythematous to pale pink, depending on the degree of vascularity and presence of surface 

trauma. In its early stages, ulceration of the overlying epithelium is frequently observed, often attributed to 

mechanical irritation from masticatory forces or oral hygiene practices. Over time, chronic lesions may exhibit 

signs of epithelial maturation, including increased keratinization and thickening of the surface epithelium.1 

Clinically, POF can be challenging to distinguish from other reactive gingival lesions due to its non-

specific presentation. When ulcerated, it may resemble a pyogenic granuloma, whereas non-ulcerated lesions 

often mimic irritation fibromas or other fibrous hyperplasia. The size of the lesion generally remains under 2 cm 

in diameter at the time of diagnosis; however, it may exhibit slow, progressive enlargement, particularly if local 

irritants such as plaque, calculus, or trauma are not eliminated. Despite its growth potential, the lesion is often 

asymptomatic and may go undetected for an extended period, being discovered incidentally during routine dental 

examinations or when it interferes with mastication or aesthetics. 

Epidemiologically, POF demonstrates a clear predilection for females, particularly during the second 

decade of life, suggesting a possible hormonal influence in its pathogenesis. It most frequently occurs in the 

anterior maxilla, with the incisor–canine region being the most commonly affected site. The higher prevalence in 

this region may be related to the rich periodontal ligament content and the greater exposure to local irritants in 

this area due to oral habits and occlusal forces. 

These clinical characteristics, in conjunction with histopathological findings—such as a highly cellular 

fibroblastic stroma with mineralized components—are essential for establishing an accurate diagnosis and 

differentiating POF from other gingival proliferative lesions. 

Although typically not affecting dentition, rare cases may show tooth displacement or mobility. The 

lesion demonstrates a marked female predilection, accounting for approximately 66% of cases.2 

This is a case presentation of a 17-year-old female with gingival overgrowth in the mandibular right 

incisor-canine region. The lesion presented clinically as an asymptomatic, firm, pale pink, sessile mass. Complete 
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surgical excision was undertaken, and the diagnosis was corroborated through histopathological examination, 

with emphasis on correlating the clinical presentation. Given the documented recurrence rate of peripheral 

ossifying fibroma, ranging from 8% to 20%, rigorous post-operative surveillance is warranted.3 

 

II. Case Report: 
A 17-year-old female patient presented to the Department of Dentistry, Medinipur Medical College and 

Hospital, with a chief complaint of a swelling in the oral cavity that had gradually increased in size over the past 

two years. The patient reported that the swelling was initially small and asymptomatic but progressively enlarged 

without any associated pain, discharge, or functional impairment. 

There was no history of similar swellings in the oral cavity or elsewhere in the body. Her past medical 

history was unremarkable, with no known systemic illnesses, allergies, or previous hospitalizations. Family 

history revealed no incidence of similar lesions or hereditary conditions, rendering both medical and familial 

backgrounds non-contributory. 

 

 
Figure 1: Intraoral 

 

Intraoral clinical examination revealed a well-defined, fibrotic, sessile soft tissue mass located in the 

lingual vestibule and attached gingiva corresponding to the mandibular right lateral incisor, canine, and first 

premolar (teeth 42, 43, and 44) Figure 1. 

The growth was pink in color, exhibited a smooth and intact mucosal surface, and measured 

approximately 2.0 × 1.5 × 1.0 cm. No signs of surface ulceration, discharge, or secondary infection were evident. 

On palpation, the mass was non-tender, firm in consistency, and immobile, suggestive of a benign, fibrous 

proliferation. 

 

Occlusal radiograph (Figure 2) and orthopantomogram (Figure 3) showed no significant bony changes. 

 

 
Figure 2: Occlusal radiograph 
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Figure 3: Orthopantomogram 

 

Provisional diagnosis: Pyogenic granuloma; peripheral ossifying fibroma. 

 

Treatment: 

Following the elimination of local irritants through thorough ultrasonic scaling, sclerotherapy was 

administered using distilled water combined with a local anesthetic agent. The procedure was repeated over four 

sessions. 

After obtaining an ECG and conducting comprehensive blood investigations, necessary approvals were 

secured from the ENT and MOPD departments to proceed with surgical excision of the lesion under local 

anesthesia in the mandibular lingual region. Complete excision of the lesion along with gingival curettage was 

performed to minimize the risk of recurrence. Postoperatively, the patient was advised on proper oral hygiene 

maintenance to prevent relapse. 

 

 
Figure 4:  Intraoral (After excisional biopsy of the growth.) 

 

Biopsy: 

Gross section shows single irregular whitish tissue piece measuring (0.4cm×0.3cm×0.2cm). Microscopic 

examination shows a squamous epithelium line tissue which is partly ulcerated. There is sub- mucosal granulation 

fibroma formation and proliferation of bland stellate shaped spindle cells. A central woven of bone formation is 

seen with small bony spicules present in the surrounding. 

Histopathological features consistent with peripheral ossifying fibroma. 
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Follow up:  The patient was scheduled for a follow-up visit after 7 days. (Figure 5) 

 

 
Figure 5: Follow up after 7 days. 

 

Due to inadequate oral hygiene maintenance following the surgical procedure, oral prophylaxis was 

performed six months postoperatively (Figure 6) postoperatively. 

 

 
Figure 6: Intraoral (follow up after 6 months) 

 

Postoperative healing proceeded without complications, and no recurrence was observed during the 12-

month follow-up period. 

 

 
Figure 7: Intraoral (follow up after 12 months) 
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Differential Diagnosis: 

Based on the clinical presentation, the following differential diagnoses were considered: 

Peripheral Ossifying Fibroma (POF) – due to its firm consistency, gingival location, and slow growth. 

Peripheral Giant Cell Granuloma (PGCG) – because of the reddish hue and occasional bleeding. 

Pyogenic Granuloma – considered but less likely, given the lesion’s firm consistency and chronic nature. 

Fibrous Epulis – another possibility, but the potential presence of mineralization directed suspicion toward POF 

 

III. Discussion: 
Since their initial description in the late 1940s, intraoral ossifying fibromas have been classified under 

multiple terminologies, including epulis, peripheral fibroma with calcification, calcifying fibroblastic granuloma, 

peripheral cementifying fibroma, peripheral fibroma with cementogenesis, and peripheral cemento-ossifying 

fibroma. This diversity in terminology underscores the persistent controversy and diagnostic uncertainty 

surrounding the histopathological classification and biological behavior of these fibroblastic gingival lesions. 

Kenney et al. have proposed the significance of hormones, noting that the condition is more prevalent in females, 

often arises in the second decade of life, and diminishes with advancing age.4 

Ossifying fibromas are benign fibro-osseous neoplasms that predominantly affect the craniofacial 

skeleton and are broadly classified into central and peripheral variants based on their anatomical location and 

origin. 

• Central ossifying fibroma: originates within the jaw bones, typically from the endosteum or the periodontal 

ligament adjacent to the root apex of teeth, and exhibits progressive expansion within the medullary cavity. 

This intraosseous growth may lead to displacement of adjacent structures and cortical bone expansion. 

• Peripheral ossifying fibroma: arises within the soft tissues of the gingiva, particularly in the interdental papilla 

region, and is thought to derive from the periodontal ligament. Although it is extraosseous, it maintains a close 

anatomical and developmental association with the periodontal ligament apparatus. 

The presumed PDL origin of peripheral ossifying fibroma (POF) is supported by its exclusive gingival 

location, frequent occurrence in the interdental papilla, anatomical proximity to the PDL, presence of oxytalan 

fibers within the lesion, age distribution relative to tooth loss, and its fibro cellular pattern resembling other PDL-

derived reactive lesions.5,6 

Peripheral ossifying fibroma is diagnosed histopathologically, with differentials including fibroma, 

Peripheral giant cell granuloma, pyogenic granuloma, and peripheral odontogenic fibroma7 A definitive diagnosis 

of POF requires histopathological examination of a biopsy specimen. 

Histologically, peripheral ossifying fibroma (POF) exhibits a highly cellular fibroblastic connective 

tissue stroma, predominantly composed of numerous actively proliferating, plump spindle-shaped fibroblasts. 

These fibroblasts are typically arranged in short interlacing bundles or whorled patterns and are interspersed 

within a fine, delicate fibrillar collagenous matrix. The stromal component may also show areas of myxoid 

change, and scattered inflammatory cell infiltrates. This cellular architecture reflects a reactive proliferative 

process characteristic of lesions derived from the periodontal ligament. 

 

According to Buchner et al., the mineralized component of POF may present as: 

• woven, lamellar, or trabecular bone occasionally bordered by osteoid; 

• cementum-like material in the form of spherical or coalesced eosinophilic bodies; and 

• dystrophic calcifications ranging from fine basophilic granules to large irregular masses.  

The overlying epithelium is typically stratified squamous and may be either intact or ulcerated. In some 

cases, multinucleated giant cells are present, resembling histologic features seen in peripheral giant cell 

granuloma.8 

The standard treatment for peripheral ossifying fibroma (POF) includes surgical excision accompanied 

by debridement and scaling of adjacent teeth to remove potential sources of irritation.9 Recurrence rates have 

been documented between 8.9% and 20%, highlighting the importance of consistent follow-up to ensure early 

detection and management of any recurrence.2,10 

 

IV. Conclusion: 
Peripheral ossifying fibroma represents a distinct clinicopathological entity within the spectrum of 

reactive gingival overgrowths. Accurate diagnosis, based on a combination of clinical, radiographic, and 

histological findings, is essential for effective management and prevention of recurrence. 
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