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Introduction

   Peripheral ossifying fibroma is classified as a non-neoplastic reactional proliferative process. The lesion arouses interest in the 
specialty of Periodontics, as it almost exclusively affects the gingiva, which is one of the hypotheses of etiopathogenesis of the 
lesion. Clinically, peripheral ossifying fibroma presents as an exophytic nodule or tumor mass; erythematous or pinkish in color; 
pedunculated or sessile base; smooth surface, or under trauma, it can be ulcerated, presenting painful symptoms. It can reach 
variable dimensions. Among the histopathological characteristics, it may present in the stroma, foci of calcified material that are 
sometimes visible radiographically. The lesion may be associated with poor oral hygiene, periodontal diseases, and the presence 
of dental calculus. The treatment of choice is surgical excision, and local irritating factors should be eliminated. Other associated 
treatments may be necessary, depending on the case. The performance of free gingival or connective tissue grafts has been reported 
in the literature. The recurrence rate of the lesion is relatively high, around 20%, usually related to the persistence of local irritating 
factors. The purpose of this article is to present a case of peripheral ossifying fibroma on the lingual surface of the mandibular 
incisors in a female patient who underwent surgical excision and free gingival graft. The clinical, radiographic, and histopathological 
features; incidence and frequency; etiopathogenesis; differential diagnosis; and treatment modalities were discussed.

Peripheral ossifying fibroma is classified as a non-neoplastic 
reactional proliferative process, and is relatively common in the 
oral cavity. Generally, the lesion affects almost exclusively the gin-
giva, beginning in the interdental papilla. Thus, the etiopathoge-
nesis of the lesion, which is still discussed, may have its origin in 
periodontal ligament cells and/or periosteum [1-19].

Clinically, peripheral ossifying fibroma presents as an exophytic 
nodule or tumor mass; erythematous or pinkish in color; pedun-
culated or sessile base; smooth surface, or under trauma, it can be 
ulcerated, presenting painful symptoms. It can reach variable di-
mensions. The lesion can be associated with periodontal diseases, 
poor oral hygiene, and the presence of dental calculus [1,2,4,5,7-
17,19]. Among the histopathological characteristics, it can present 
in the stroma, foci of calcified material that are sometimes visible 
radiographically [2,5,7-18].
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The treatment of choice is surgical excision, and local irritating 
factors should be eliminated prior to excision. The recurrence rate 
of the lesion is relatively high, around 20%, usually related to the 
persistence of local irritating factors and incomplete excision [1-
3,5,7-14,16,18,19].

Purpose of the Study
The purpose of this article is to present a case of peripheral os-

sifying fibroma on the lingual surface of the mandibular incisors in 
a female patient who underwent surgical excision and free gingi-
val graft. The clinical, radiographic, and histopathological features; 
incidence and frequency; etiopathogenesis; differential diagnosis; 
and treatment modalities were discussed.

Case Report
A black female patient, 48-years-old, came to the clinic com-

plaining of a gingival lesion.

On intraoral clinical examination, the patient presented a pink 
pedunculated tumor mass, approximately 10 mm in diameter, lo-
cated on the keratinized gingiva of the lingual surface between tee-
th 42 and 43, with two years of evolution. No sign of a local irritant 
factor (mechanical trauma) was found, except for periodontitis 
with the presence of dental calculus (Figure 1A). The radiographic 
examination showed no specific signs of the lesion, only the pre-
sence of bone loss due to periodontitis.

The patient was informed of the need for periodontal treatment 
prior to surgical removal of the lesion. The patient consented to 
the procedure. Periodontal treatment was performed, with subgin-
gival scaling and oral hygiene orientation.

After 30 days of periodontal treatment, the lesion was surgi-
cally removed. Under local anesthesia, the lesion was incised at its 
pediculated base. Due to the presence of dental calculus, the re-
gion was again scraped and curetted, with intense bleeding. The 
region was washed abundantly. In view of the mucogingival defect 
generated, a free gingival graft was performed. The donor region 
consisted of the edentulous palatal mucosa of tooth 15 (Figure 1B 
and 1C). The donor region was sutured and surgical cement was 
inserted. The patient was given analgesic, anti-inflammatory and 
antibiotic drugs. The recurrence of periodontitis was observed due 

to the presence of supragengival calculus. The patient was again 
oriented about the importance of oral hygiene and especially the 
possibility of recurrence of the lesion after surgical removal.

The material was fixed in 10% formalin and sent to the Surgi-
cal Pathology Laboratory of the Department of Stomatology of the 
School of Dentistry, University of São Paulo. The histopathological 
diagnosis was peripheral ossifying fibroma (Figure 2).

After 15 days, the patient was evaluated. No complaints and or 
complications were reported. The remaining surgical cement and 
sutures were removed from both the donor and recipient areas.

The case was followed up for 12 months with no signs of recur-
rence of the lesion. The gingival retraction was covered by a free 
gingival graft (Figure 1D). However, periodontitis recurred.

Figure 1: Lesion located on the keratinized gingiva of the lingual 
surface between teeth 42 and 43 (A). Edentulous palatal mucosa 
of tooth 15 as donor region (B). Free gingival graft performed (C). 

Gingival retraction covered by free gingival graft (D).

Discussion
The synonymy for peripheral ossifying fibroma included several 

other designations: peripheral cementifying fibroma, fibroblastic 
granuloma, peripheral fibroma with calcification, ossifying/calci-
fying fibroid/fibrous epulid, calcifying granuloma, calcifying fibro-
blastic granuloma [2,4,8,11,14,15,17].
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Figure 2: Histopathological aspects of the peripheral 
 ossifying fibroma (HE; 25 X).

Peripheral ossifying fibroma has a peak incidence in the 2nd and 
3rd decades of life, with a greater predilection for females. The an-
terior region of the maxilla is more involved [2-6,8,12,15-18].

The clinical characteristics vary between nodule or exophytic 
tumor mass; affecting almost exclusively the keratinized gingiva, 
frequently beginning in the interdental papilla; well delimited; 
varying in size from a few millimeters to a few centimeters; smooth 
surface or, under mechanical trauma, ulcerated, which can indicate 
painful symptoms; erythematous to pinkish color; pedunculated 
or sessile base; resistant, although slightly resilient to palpation 
[2-5,7-19]. Cortical bone destruction; tooth movement, migration, 
or mobility can occur caused by the lesion [3,10,12,14,16-18]. In 
some cases, depending on the affected dimension and locality, it can 
interfere with the usual functions of the patients, such as chewing, 
swallowing, and phonation, or even generate facial asymmetries 
and subsequently psychological disturbances [1-4,18]. The lesions 
may or may not [10,17] present radiopaque images as radiogra-
phic signs, resulting from foci of calcification [2,5,12,13,16,18].

The etiopathogenesis is still discussed. It has been postulated 
the origin from cells of the periodontal ligament, by the incidence 
on the gingiva. Local irritative factors are also very present, indica-
ting the proliferative reactional lesion in the face of inflammatory 

and infectious process [1-3,5,6,9]. The higher occurrence in fema-
les suggests that hormonal factors are important in the etiopatho-
genesis of the lesion [13].

The differential diagnosis is broad and includes: pyogenic gra-
nuloma; fibroma; peripheral giant cell lesion; inflammatory fibrous 
hyperplasia; peripheral odontogenic fibroma; giant cell fibroma 
[1,2,5-7,10,12,14-16]. In neonatal children, newborn cyst and 
eruption cyst can be considered [6,11].

The preconized treatment is surgical excision, by incision close 
to the periosteum and underlying bone, in order to avoid recurren-
ce of the lesion [1,2,4-6,11-13,16,19]. Additionally, other procedu-
res may become necessary. Other associated treatments may be ne-
cessary, depending on the case. The performance of free gingival or 
connective tissue grafts has been reported in the literature [15,17]. 
The surgical treatment plan should be outlined, valuing the aesthe-
tic and/or functional periodontal conditions, avoiding the unwell 
conditions by craters and severe changes in gingival contour. In 
the present report, a free gingival graft was necessary to cover the 
gingival retraction caused by the lesion. Removal of local irritating 
factors has been reported [1,3-5,9,15-19]. Basic periodontal treat-
ment prior to surgical excision, as presented by us, in addition to 
vigorous curettage in the operative procedure is recommended 
[12,15,19].

Follow-up is mandatory because of the high recurrence rate of 
the lesion, close to 20% [1,2,8,10,12,13,15,17,18].

Conclusion
Peripheral ossifying fibroma is a relatively frequent prolifera-

tive process in dental practice, usually affecting the gingiva. The 
lesion is easily treated by surgical excision, allowing the dental sur-
geon a simple approach. Care should be taken during excision to 
remove the base of the lesion, the periodontal ligament and adja-
cent periosteum, as well as local irritants. The recurrence rate is re-
latively high, also justifying follow-up. Periodontal plastic surgery 
techniques can be used for aesthetic and/or functional restoration 
by inducing the growth of new tissue at the site of surgical excision 
of peripheral ossifying fibroma.
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