Journal of Government Dental College and Hospital, October 2014, Vol.-01, Issue- 01, P. 42-45

Case Report

Peripheral cemento-ossifying fibroma: a case report
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Abstract

Peripheral cemento-ossifying fibroma is a relatively rare tumour classified as fibro-osseous lesions. It predominantly affects
adolescents and young adults, with peak prevalence between 10 and 19 yrs. There is a definite female predilection and
almost 60% of the lesions occur in the maxilla. Trauma or local irritation such as dental calculus, ill-fitting denture
appliances and faulty restorations are known to precipitate the development of this lesion. Such a lesion can either interfere
with normal tooth eruption or become a factor in plaque development, which usually results in caries formation in newly
erupted teeth. The present report describes acase of Peripheral cemento-ossifying fibroma (PCOF) in a 12 year old female

with a mass on the lower left posterior buccal gingival region..
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INTRODUCTION

There are four types of cementum containing
lesions according to WHO 1971 classification: 1.
Fibrous dysplasia, 2.0ssifying fibroma
3.Cementifying fibroma 4. Cemento-ossifying
fibroma'. The cemento ossifying fibroma originates
from ectopic multipotent blast cells of periodontal
membrane. They are usually asymptomatic and
slow growing lesions but occasionally may present
with pain and bleeding due to irritation of gingival
tissue caused by local factors or mechanical
trauma.Peripheral ~ cemento-ossifying  fibroma
(PCOF)accounts for 3.1% of all oral tumours and
for 9.6%of gingival lesions.’PCOF is frequently
associated with irritant agents such as calculus,
bacterial plaque, orthodontic appliances, ill-adapted
crowns, and irregular restorations. The mineralized
product probably originates from periosteal cells or

from the periodontal ligament.

Radiographs may show irregular, scattered
radiopacities in th elesion. Histologically, the
peripheral cemento-ossifying fibromas appear as a
combination of mineralized products such as bone
and cementum and fibrous proliferation.

CASE REPORT

An otherwise healthy 12 year old female patient
reported to the Department of Pedodontia,
Government Dental College and Hospital,
Ahmedabad with a chief complaint of a painless
growth in the gums in the lower back region of the
jaw since 2-3 months. Patient reported that the
growth was initially smaller in size and non-tender
and gradually increased in size within 2 months.
Patient also had difficulty while chewing food.
Medical and family histories were non-contributory.
No history of trauma to the face or mouth was
reported Clinical examination revealed an
erythematous lesion on lower left mandibular

region. The lesion appeared exophytic and nodular
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with an irregular surface. It measured
approximately 10 mm laterally, 20 mm in the
anterior—posterior direction and 15mm thick. (Fig
1)The lesion appeared reddish-pink with areas of
white. It was pedunculated. The lesion was not
fluctuant, did not blanch with pressure, but had a
rubbery consistency.It was tender to firm pressure,
but not to light palpation. Teeth associated were
vital and no mobility was present. Intraoral
periapical and occlusal radiographs showed no
abnormality (fig 2).Based on the clinical and
radiographic findings a provisional diagnosis of
pyogenic granuloma was given while the
differential diagnosis included peripheral giant cell
granuloma, pregnancy tumourand peripheral
cemento-ossifying fibroma. Patientwas advised for
a complete hemogram and anexcisional biopsy was
advised thereafter. Under local anaesthesia, the
lump was excised completely using ascalpel (fig 3).
The removed tissue measured 30 mm x15 mm x 20
mm. (fig 4) adjacent teeth were scaled to remove
any local irritants.Microscopically,
mineralizedmaterial which may represent mature,
lamellar orwoven osteoid, cementum-like material,
ordystrophic calcifications embedded in fibrous
connective tissue and chronicinflammatory cells can
also be identified inlesion. Hence diagnosis of
peripheral cemento-ossifying fibroma is confirmed.
(Fig5, 6)

DISCUSSION

Peripheral cemento-ossifying fibroma ( PCOF)was
first described by Menzel in 1827°.It has beengiven
many synonyms such as

epulis, calcify-

ingfibroblastic granuloma, peripheral
cementifyingfibroma, peripheral fibroma with
cementogenesis,ossifying fibro epithelial polyp and
peripheralfibroma with osteogenesis.According to
the 1992 World Health

(WHO)classification, a COF is a "demarcated or

Organization

rarely encapsulated neoplasm consisting of fibrous

tissue containing varying amounts of mineralized
material resembling bone and/or cementum”™ It
predominantly affects adolescents and young adults,
with a peak prevalence between 10 and 19 years.” it
affects both genders but more tendency to occur in
females.” Approximately 60%of PCOFs occur in
the maxilla and they are foundmore often in the
anterior region, with 55- 60%presenting in the
incisor-cuspid region. But in ourcase it was a rare
presentation as it was present inthe mandibular
posterior region buccally.The etiology of peripheral
cemento-ossifying fibroma is uncertain. The most
widely acceptable histogenesis for peripheral
cement-ossifying fibroma is the inflammatory
hyperplasia of the cells of the periosteum or
periodontal ligament.Chronic irritation of the
periosteum and periodontal membrane causes
pluripotential cells of the ligament to apparently
transform or  metaplastically change into
osteoblasts, cementoblasts, or fibroblasts. It is
frequently associated with constantly irritating
agents such as calculus, bacterial plaque,
orthodontic appliances, ill-adapting crowns, and
irregular  restorations.*Radiographs  occasionally
show irregular, scattered radiopacities in a
peripheral ossifying fibroma, but this change is
usually not present.”The definitive diagnosis of
PCOF is made byhistopathological evaluation of
biopsy specimens. In the present case,it has been
suggested that an inflammatory hyperplasia of the
periodontal ligament can result in such a lesion. It is
known that high levels of periodontal ligament
activity (e.g. formation and degradation) are more
commonly seen in children. Constant irritation
associated with both primary tooth exfoliation and
permanent tooth eruption can contribute for the
increased prevalence of reactive lesions.Similarly,
the involvement of hormonal factors is also
features  are

present.'°Thefollowing usually

observed duringmicroscopic evaluation: 1) benign
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fibrousconnective tissue with varying contentto
profuse endothelial proliferation, 3)
mineralizedmaterial which may represent mature,
lamellar orwoven osteoid, cementum-like material,
ordystrophic calcifications. However, ossification or
calcification may not be evident in all cases,
particularly in earlier stages of growth. Foci of
radiopaque material, bone formation or dystrophic
calcification may be seen, particularly in large
lesions or lesions with overt mineralization. Acute
or chronicinflammatory cells can also be identified
inlesions.

CONCLUSION

PCOF is a slowly progressing lesion, the growth of
which is generally limited. Many cases will
progress for long periods before patients seek
treatment because ofthe lack of symptoms
associated with the lesion. All kinds of diagnosed
and excised growthsneed to be essentially
supported by histopathologicexamination.
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(Fig 1)

(Fig 3)

(Fig4)
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