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INTRODUCTION
The relatively rare condition known as peripheral ossifying broma 
(POF) is characterised by reactive gingival overgrowth that is typically 
made up of cellular broblastic tissue that contains one or more 
mineralized tissues, such as bone, cementum-like material, or 
dystrophic calcication. However, some writers have proposed a 
reaction arising from the periodontal ligament as a result of irritants 
including dental calculus, plaque, orthodontic appliances, and 
improperly tting restorations. The aetiology and pathogenesis of POF 

1are yet unknown . The anterior maxilla is the most prevalent site of 
incidence, and females are more frequently affected than males. POFs 
can occur at any age, with the second decade of life being the peak. 
POF often manifests clinically as a single, slowly expanding, 
pedunculated or sessile, nodular mass. The surface mucosa might be 

2pink to red in colour and either smooth or ulcerated . Migration of teeth 
3with interdental bone destruction has been reported in some cases . 
4Oxytalan bres that are scattered throughout the calcied structures . 

The age distribution is inversely correlated with the number of lost 
permanent teeth, and the almost exclusive occurrence on the gingiva 
supports the idea that the periodontal ligament is where it originated. 
Also, POF's brocellular reaction is comparable to other reactive 

5gingival lesions that originate from the periodontal ligament .

CASE REPORT 
A 30 year old female patient reported to outpatient department of K.D. 
Dental College And Hospital with the chief complaint of swelling in 
Right Maxillary anterior gingival region. Swelling was previously 
smaller in size then gradually increased and has attained present size 
with no history of pain, pus discharge and bleeding. No history of fever 
and weight loss was There was no relevant dental, medical and family 
history reported. Patient consumed Gutkha one sachet per day for 6 
months. On intraoral examination all permanent teeth present with 
normal mucosa, with generalized attrition of all teeth with extrinsic 
stains. A solitary pale pink colored, roughly oval swelling extending 
from Mesial surface of 12 to distal surface of 13 involving entire 
gingiva of approximately 1x1 cm in size was noticed without visible 
pulsation (gure 2). No secondary changes were seen related to 
ulceration and fungation. Swelling was rm, non-tender, non-
uctuant, non-compressible and no pulsation were felt with no visible 
bleeding or discharge evident.

Provisional diagnosis of peripheral ossifying broma with respect to 
the 12, 13 was made. Pyogenic granuloma, traumatic broma, 
peripheral giant cell granuloma, and peripheral ossifying broma were 
considered as the clinical differential diagnosis. No signicant 
radiographic ndings were observed in intraoral periapical radiograph 
(gure 3) as well in maxillary occlusal radiograph (gure 4). Blood 

investigation showed slightly decreased hemoglobin and RBC count.

Treatment
Scaling was advised to remove the local irritants. Swelling was excised 
conservatively. Tissue was sent for histopathological examination 
(gure 5). Histopathological ndings revealed hyperplastic stratied 
squamous epithelium, overlying a cellular mass of connective tissue 
stroma. Underlying mass of connective tissue stroma was made up of 
proliferating broblast, blood vessels, collagen bres within the 
collagen stroma. Few areas of irregular trabeculae of osteoid were 
seen. On the basis of these histopathological features, the diagnosis of 
peripheral ossifying broma was made. Based on the history, clinical 
presentation, radiological and histopathological examination, nal 
diagnosis of peripheral ossifying broma with respect to the 12, 13 
region was put forth. 

Figure 1: Extra Oral Profile Pictures Of Patient With Bilateral 
Symmetrical Face

Figure 2: Intraoral Picture Showing Solitary Swelling With 
Normal Mucosa Overlying It.
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ABSTRACT
Diagnosis of peripheral oral exophytic lesion is quite challenging. Pathologic growth protruding above the normal contour of the oral mucosa is 
referred to as an oral exophytic lesion. The most frequent lesions found in patients are gingival lesions, and the majority of these are reactive 
hyperplasia's linked to a variety of persistent irritant stimuli. Nodules of inammatory brous hyperplasia are very common. Irritation broma, 
pyogenic granuloma, peripheral ossifying broma, and peripheral giant cell granuloma are some of the reactive lesions of the gingiva. The lesions 
are typically mucosal in colour but can occasionally include localised ulceration. Presenting a case of 30-year-old female with swelling in the 
anterior Maxillary gingiva, the clinical presentation of which differs from the usual presentation with no radiographic changes.
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Figure 3: Intraoral Periapical Radiographs Of Right Maxillary 
Anterior Region Revealed Teeth 12,13,14,15 And 16. Enamel, 
Dentin And Pulp Can Be Easily Traced, With No Specific 
Periapical Finding W.r.t 12,13. Trabeculae Of Bone Was Normal. 

Figure 4:  Maxillary Occlusal Radiograph Reveals Soft Tissue 
Shadow In The Right 12 ,13 Region.

Figure 5: Excised Tissue

DISCUSSION
The periodontal ligament or connective tissue is the primary source of 
gingival bromas. Ossifying broma is a benign tumour that primarily 
affects the bones of the skull and face. Histologically, the tumour is 
formed of proliferating broblasts with interspersed bone or calcied 
masses. There are two main categories of osseous bromas: central and 
peripheral. The endosteum or periodontal ligament next to the root's 
apex serves as the nidus of origin for the central type, which over time 
causes the medullary space to enlarge and result in extra oral swelling. 
In contrast, the peripheral type develops in relation to the soft tissues in 

6,7the tooth-bearing regions of the jaws . The exact cause of POF is 
unknown. Many reasons have been discussed in the literature as 
potential risk factors for the development of POF, including trauma to 
the gingiva, plaque build-up, calculus, masticatory pressures along 
with poorly tting appliances, fractured or damaged restorations, and 

8improperly tted crowns . According to a theory, POF resembles long-
s t a n d i n g  p y o g e n i c  g r a n u l o m a s ,  b o t h  c l i n i c a l l y  a n d 
histopathologically, and originates from their secondary brosis. It 
may develop as a result of long-term inammation of the periosteal and 
periodontal membranes, which can lead to connective tissue 
metaplasia and the development of bone or dystrophic calcied 

9masses . As it prefers females, especially in the second decade of life, 
10hormones may play a signicant effect . POF had an incidence in the 

11range of 9–10% . About 60% of instances occur in the anterior 
maxilla, where it is most frequently found, and between 55 and 60% in 

12the incisor-cuspid region . Clinically, the POF manifests as a sessile or 
occasionally pedicled exophytic, smooth-surfaced, pink or red nodular 
mass. The peripheral ossifying broma is between 0.2 and 3.0 cm in 

2,13size . Depending on how long the lesion has been present, the 
radiographic characteristics of POF might range from no change to 
devastating alterations. In some instances, it is possible to discern 
discrete patches of radiopaque calcications near the lesion's centre, 

9cupping defect, and supercial erosion of the underlying bone . 
Neoplastic growths should also be considered as a differential 
diagnosis because they occasionally occur and have comparable 
symptoms, even though this is a rare occurrence. Only 2% of cases had 

12cancer on the differential diagnosis, according to some publications .

With the recognition of brous connective tissue and the localised 
presence of bone or other calcications, as was the case in this 
instance, histopathology offers the conrmed diagnosis. In this lesion, 
we can detect three different types of mineralized tissues: 1. bone that 
may be braided, lamellar, occasionally bordered by osteoid, or in 
trabecular form; 2. cementum-like substance that appears as big 
acellular round-to-oval eosinophilic masses or spherical structures 
resembling cementum; 3.Dystrophic calcications, which can range 
from small clusters of minute basophilic granules or tiny globules to 

13,14large, solid irregular masses . In order to prevent recurrence, it's 
crucial to thoroughly eliminate the lesion, taking into account the 
surrounding periosteum and periodontal ligament in addition to any 
potential reasons. Adjacent teeth should have their roots thoroughly 
scaled, and any additional irritants should be eliminated. Seldom is 

13,14,15tooth extraction essential . There have been reports of a rate of 
6,10recurrence that ranges from 8.9% to 20% . It most likely happens as a 

result of improper initial removal, repeated harm, or lingering local 
irritants. The rst recurrence usually occurs after an average of 12 

13,16months .

CONCLUSION
POF presents in a variety of clinico-pathological ways. There is a lot of 
overlap between the different focal reactive overgrowths of gingiva. 
To facilitate correct patient evaluation and care, the identication of 
any reactive lesions necessitates the construction of a differential 
diagnosis. In order to reduce the likelihood of recurrence, peripheral 
ossifying broma requires full eradication of the lesions down to the 
periosteum and periodontal ligament as well as ongoing post-excision 
follow-ups.
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