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ABSTRACT:

Peripheral ossifying fibroma though not a new entity, is an issue

of concern primarily if it has an impact on the esthetic

appearance and phonetics. A 55 year old female patient

presented to the department of Periodontics with a similar lesion

but, of a larger size and duration of 15 years. Excision of the

lesion was done with scalpel. The key features of the case were

the apprehensive nature of the patient and the post operative

complication of de novo hypertension, which was successfully

managed. This case mainly stands as an example of the role of

a clinician in gaining patient's confidence which is of prime

importance in the successful outcome of the treatment. It also

emphasizes on the post operative monitoring of the patient's

status for preventing further complications.
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INTRODUCTION

The bacterial role with the host inflammatory
response in the etiology of gingival enlargement has
been established and needs no further validation.
Though established in the scientific community, it
has not been percolated in the general population
and more specifically in the illiterate and
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economically backward rural population in countries
like India. The lack of awareness usually leads to
many misconceptions and taboos related to the basic,
simple and pain free treatment options of
periodontal diseases. Other important factors for
avoidance of dental treatments are fear of pain, cost
and lack of dental professionals. Treatments that
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may have some discomfort like impactions, post
surgical symptoms etc are generalized to other
primary dental treatments and these are then
passed on by a few patients to the society in an
exponential manner.

Here we present a case of gingival overgrowth
in a 55 year old poorly motivated, severely
apprehensive female patient with a history as long
as fifteen years.

 Case Report

A 55 year old female patient reported to the
Department of Periodontics and Implantology,
Kamineni Institute of Dental Sciences, Narketpally
with the complaint of swelling in upper front tooth
region since fifteen years. On eliciting the history,
patient was apparently asymptomatic fifteen years
ago when she noticed a small nodule like swelling
in the region of maxillary anteriors on the facial
aspect, which gradually increased and attained the
present size and there was no contributing medical
history. Patient was severely apprehensive and the
fear of treatment prevented her from attending any
clinic since fifteen years. Social pressure and
unaesthetic appearance had forced the patient to
report to the hospital with the present complaint.

Accordingly, the patient was subjected for
psychological assessment by a psychiatrist due to
her severe anxious nature to assess the severity of
symptoms of anxiety using Hamilton Anxiety Rating
Scale (HAM-A) where a score of 43 was obtained
grading her as severely anxious.1 Psychological
management was needed so as to prevent any
untoward incident during the peri-operative period.
After professional counseling, patient was put on
alprazoalm 0.5mg orally 12 hrs and another dose of
0.5mg 1hour before the procedure.

Extra oral examination revealed incompetent
lips due to the lesion with no palpable lymph nodes.
Intraoral examination showed a well defined ovoid,
erythmatous, pedunculated solitary lesion of
approximately 30x26x12 mm in dimension in the
maxillary anterior region between #8 and #9 on
facial aspect (Figure 1). Lesion extended supero-
inferiorly 5mm below the floor of the nose and

pressing the upper margin of the lower lip and
displacing the central incisors mesiodistally. On
palpation the lesion was firm, non-tender and mobile
with lobulated surface. The displaced central
incisors showed grade II mobility.

Maxillary occlusal radiograph revealed mixed
radiolucent radiopaque mass with an ill defined
periphery suggestive of calcified mass within the soft
tissue mass in interdental area of #8 and #9.
Displacement of the crowns i.r.t #8, #9 in distal
direction and roots in mesial direction is observed
(Figure2). Complete Haemogram revealed a normal
blood picture except for increased erythrocyte
sedimentation rate (40 mm). Provisional diagnosis
of peripheral ossifying fibroma with a differential
diagnosis of pyogenic granuloma, peripheral giant
cell granuloma, peripheral odontogenic fibroma was
made.

Management

After thorough scaling and pre surgical
evaluation the patient was put on prophylactic
regimen consisting of Amoxicillin-500 mg thrice
daily and was recalled after a day. Surgical excision
of the lesion was planned taking into consideration
the size and extent of the lesion. After adequate local
anaesthesia the lesion was carefully excised using
a scalpel and the surrounding involved bone of about
15x5mm was removed using rotary instruments
(Figure 3 and 4) later the specimen was sent for
biopsy (Figure 5). Bleeding was controlled at 2
bleeding points using ball electrode (electrocautery).
The two displaced central incisors were extracted.
Excision of the lesion involved a substantial amount
of labial gingiva for which a modified partial
thickness triangular flap was reflected on both the
sides and superiorly up to mucogingival junction
(Figure 6). This design allowed the flap to be
displaced mesially so as to cover the denuded labial
surface and achieve complete wound closure.
Interrupted sutures (3-0, Silk) were given for
stabilization of the flap and control of hemostasis
(Figure 7), while periodontal dressing was given to
assist in patient comfort and uneventful healing.
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Figure 1: Intra-oral view showing the initial presentation of an
 erythematous soft-tissue lesion in maxillary anterior region.

Figure 2: Maxillary occlusal radiograph depicting mixed
radiolucent radio-opaque lesion interdentally between #8 and #9.

Figure 3: Soft tissue excision with scalpel Figure 4: Hard tissue excision using straight fissure bur

Figure 5: Excised hard (A) and soft tissue (B)

Figure 6: Operated site after excision showing the involved
areas with displaced mucoperiosteal flap.

Figure 7: Suturing of mesially displaced double flap ensuing
primary healing
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Figure 8: (A) Histologic section of tissue lined by stratified squamous epithelium and subepithelial inflammatory infiltration
(H & E; 10X). (B) Tissue showing bone like calcifications (H & E; 40X).

Figure 9: Two weeks post operative view Figure 10: One month post operative view
with prosthesis

Figure 11: Six months post operative view
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The Patient was advised to continue the antibiotics
along with Aceclofenac - paracetamol twice a day
for another 3 days.

Patient was admitted to medical ward for 24 hr
observation based on the postoperative elevated
Blood Pressure (BP). Her Pre operative BP was 124/
80 but precariously post op BP raised to 148/90mm
of Hg which was treated by telmisartan (40 mg)-
hydrochlorothiazide (12.5 mg) once a day. The
condition was diagnosed as de novo hypertension.
The next 12 hr BP readings showed high fluctuations
even as high as 240/120mm of Hg, which was treated
by administering nitroglycerine drip (added in
normal saline 4.5 drops/ml 5 hourly) and telmisartan
(40 mg)-amlodipine (5 mg) once a day. After the
treatment, the BP came down to normal limits and
was later maintained by oral anti hypertensive drug,
nifedipine-20 mg once a day. The patient was then
discharged after 24 hrs observation with normal BP
status and was stressed on life style modification.

Histopathology

Light microscopic examination with H and E
staining of the sections revealed parakeratinized
stratified squamous epithelium of variable thickness
and fibro cellular connective tissue stroma. The
connective tissue stroma showed irregularly shaped
cementum and bone like calcifications suggestive
of cemento ossifying fibroma (Figure 8).

Clinical outcome

Healing was uneventful when examined after
3 weeks except for a small inflammatory area and a
bony spicule (Figure 9). 1 and 6 months post
operative views with prosthesis in place (Figures
10 and 11) and improved facial esthetics.
Subsequent examination revealed reduced Hamilton
score (18) and stable blood pressure.

DISCUSSION

Reactive hyperplasia comprises a group of
fibrous connective tissue lesions that commonly
occur in the oral mucosa as a result of microbial
irritation.2, 3 Peripheral ossifying fibroma (POF) is
one such lesion which is relatively uncommon.4 POF
accounts for 3% of all oral tumors and for 9.6% of
all gingival lesions.5, 6

POF was first reported by the Shepherd in 1844
as alveolar exostosis. Eversol and Rovin in 1972,
later coined the term peripheral ossifying fibroma.7

It presents as a painless pedunculated or sessile
mass on gingiva or alveolar mucosa measuring
usually not exceeding 3 cm. Females are more
commonly affected and anterior maxilla is the most
prevalent location.8

Histologically, the POF consists of a fibro
cellular component with focal deposits of bone, some
cementum as well as irregular amounts of
decalcification. A chronic inflammatory infiltrate is
commonly seen around the periphery of the lesion.9

Prognosis is relatively good but recurrence is
seen in 16-20% of cases. The reason for recurrence
includes (a) incomplete removal of lesion, (b) failure
to eliminate local irritants and (c) difficulty in access
during surgical manipulation. 10

Though the etiopathogenesis of POF is
uncertain, origin from cells of periodontal ligament
has been suggested. The reasons for considering
periodontal ligament origin include excessive
occurrence of POF in the gingival interdental
papilla, the proximity of the gingiva to periodontal
ligament, the presence of oxytalan fibers within the
mineralized matrix of lesion and the fibro-cellular
response in periodontal ligament.11 de novo
hypertension is newly diagnosed hypertension which
was medically managed in accordance with the JNC-
7 guidelines.12

As noted in the present case report, the
psychological profile of a patient is very important
to be considered before any surgical procedure to
prevent any untoward events peri and post
operatively and as interdepartmental approach is
required for managing such cases it is better to
operate them in hospital set up than in clinics.

POF is a slowly progressing lesion, the growth
of which is generally limited. Many cases will
progress for long periods before patients seek
treatment because of the lack of symptoms
associated with the lesion. A slowly growing pink
soft tissue nodule in the anterior maxilla should
raise suspicion of a POF.13
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CONCLUSION

Proper diagnosis with continuous vigilance,
thorough examination and interdisciplinary
collaboration in all phases of treatment whenever
required results in successful clinical outcome of the
case. Such poorly motivated successfully managed
case can inculcate and reinforce positive attitude
towards dental treatment in other poorly motivated
patients.

REFERENCES

1. Hamilton M. The assessment of anxiety states by rating.
Br J Med Psychol 1959; 32:50-55.

2. Regezi JA and Sciubba JJ. Oral pathology: Clinical
pathologic correlation. Philadelphia: Saunders; 2008:156-
159.

3. Eversole LR, Rovin S. Reactive lesions of the gingiva. J oral
pathol 1972; 1(1):30-38.

4. Walters JD, Will JK, Hatfield RD, Cacchillo DA, Raabe DA.
Excision and repair of the peripheral ossifying fibroma: A
report of 3 cases. J Periodontol 2001; 72:939-944.

5. Bhaskar SN and Lenin HP. Histopathology of the human
gingiva (study based on 1269 biopsies). J Periodontol 1973;
44:3-17.

6. Stablein MJ, Silverglade LB. Comparative analysis of biopsy
specimens from gingival and alveolar mucosa. J Periodontol
1985; 56:671-676.

7. Reddy GV, Reddy J, Ramlal G, Ambati M. Peripheral
ossifying fibroma: Report of two unusual cases. Indian J
Stomatol 2011; 2:130-133.

8. Sharma S, Anamika S, Ramachandra SS. Peripheral
ossifying fibroma: A clincal report. Compend Contin Educ
Dent 2011; 32:86-90.

9. Zhang W, Chen Y, An Z, Geng N, Ba OD. Reactive gingival
lesions: A retrospective study of 2,439 cases. Quintessence
Int 2007; 38:103-110.

10. Shetty DC, Urs AB, Ahuja P, Sahu A, Manchanda A, Sirohi
Y. Mineralized components and their interpretation in the
histogenesis of POF. Indian J Dent Res 2011; 22:56-61.

11. Kumar SK, Ram S, Jorgensen MG, Shuler CF, Sedghizadeh
PP. Multicentric peripheral ossifying fibroma. J Oral Sci.
2006; 48:239-243.

12. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green
LA, Izzo JL Jr et al. The Seventh Report of the Joint
National Committee on prevention, detection, evaluation,
and treatment of High Blood Pressure: the JNC 7 report.
JAMA 2003; 289(19):2560-2572.

13. Farquhar T, Maclellan J, Dyment H, Anderson RD.
Peripheral ossifying fibroma: a case report. J Can Dent
Assoc 2008; 74:809-812.

Gain quick access to our journal online

View our journal at

www.nacd.in

Adhesive Reattachment of Maxillary Right Central Incisor fragment Vidya Sagar, et, al.

Indian J Dent Adv 2015; 7(3): 231-236



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


