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RESUMO 

O fibroma ossificante central (FOC) é classificado como um tumor fibro-ósseo 

benigno, sendo descrito primeiramente por Menzel, em 1842. As lesões fibro-ósseas 

compreendem um grupo de lesões que se caracterizam pela substituição do tecido 

ósseo por uma matriz de tecido conjuntivo. O FOC se apresenta clinicamente como 

uma lesão de crescimento ósseo lento e aos exames de imagem, como uma lesão 

unilocular bem delimitada, podendo apresentar bordas escleróticas, e áreas mistas. O 

tratamento se dá, geralmente, por excisão cirúrgica ou enucleação e curetagem da 

lesão. O objetivo deste trabalho é descrever as características clínicas, 

imaginológicas, histológicas e o manejo de um caso de fibroma ossificante central por 

meio do relato de um caso clínico. Paciente do sexo feminino, 33 anos de idade, 

apresentando lesão radiográfica extensa mista em região anterior de mandíbula 

envolvendo periápice dos dentes 33-44, assintomática, com cerca de 1 ano de 

evolução. Tratamento realizado cirurgicamente de forma conservadora. 

Acompanhamento pós-operatório de 3 e 10 meses com ausência de recidiva. 

Palavras-chaves: Patologia. Estomatologia. Diagnóstico bucal. Cirurgia bucal. 

Fibroma ossificante.  
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ABSTRACT 

Central ossifying fibroma (CFO) is classified as a benign fibro-osseous tumor, first 

described by Menzel in 1842. Fibro-osseous lesions comprise a group of lesions that 

are characterized by the replacement of bone tissue by a connective tissue matrix. 

FOC presents clinically as a slowly growing bone lesion and on imaging examinations, 

as a well-defined unilocular lesion, which may present sclerotic edges and mixed 

areas. Treatment is generally by surgical excision or enucleation and curettage of the 

lesion. The objective of this work is to describe the clinical, imaging, histological 

characteristics and management of a case of central ossifying fibroma through a 

clinical case report. Female patient, 33 years old, presenting an extensive mixed 

radiographic lesion in the anterior region of the mandible involving the periapex of teeth 

33-44, asymptomatic, with approximately 1 year of evolution. Treatment carried out 

surgically in a conservative manner. Postoperative follow-up of 3 and 10 months with 

no recurrence. 

Keywords: Pathology. Oral medicine. Oral diagnosis. Oral surgery. Ossifying fibroma. 
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1. INTRODUÇÃO  

 

As lesões fibro-ósseas compreendem um grupo de lesões que afetam 

principalmente os ossos gnáticos e da região craniofacial. Caracterizam-se pela 

substituição do tecido ósseo por uma matriz de tecido conjuntivo com níveis variados 

de mineralização (Macdonald-Jankowski, 2004; Speight & Carlos, 2006; Toyosawa et 

al., 2007) e além dos fibromas ossificantes psamomatoide e trabecular juvenil, 

também estão incluídas as displasias cemento-ósseas, displasia odontomaxilar 

segmentar, displasia fibrosa e cementoma familial gigantiforme (OMS, 2022).  

Em 1842, Menzel foi o primeiro a descrever uma variante do fibroma ossificante, 

sendo chamado, futuramente, por Montgomery, em 1927, de fibroma ossificante 

central (Mithra; Baskaran; Sathyakumar, 2012). Na 5ª classificação da Organização 

Mundial da Saúde (OMS), em 2022, o fibroma ossificante passou a ser classificado 

como psamomatoide (FOPs) ou trabecular juvenil (OMS, 2022).  

Clinicamente, apresenta-se como um crescimento ósseo lento, podendo causar 

deformidades e assimetrias faciais, ocasionalmente causa deslocamento dentário, 

geralmente assintomático (Franco et al., 2018; Mithra; Baskaran; Sathyakumar, 2012; 

Silveira et al., 2016). Radiograficamente, se observa lesão unilocular bem delimitada, 

podendo apresentar bordas escleróticas, áreas mistas radiolúcidas e radiopacas 

dependendo da quantidade de material mineralizado presente e tempo de evolução 

da lesão (Morais et al., 2021; Titinchi; Morkel, 2016). O diagnóstico diferencial do 

FOPs se faz, principalmente, com as displasias fibrosas (Silveira et al., 2016). 

Histologicamente, quando afeta os ossos gnáticos se apresenta como uma lesão bem 

delimitada e ocasionalmente encapsulada, o tecido conjuntivo que forma a lesão é 

constituído por uma quantidade variada de material mineralizado que se assemelha a 

osso ou a cemento, com predomínio do padrão em ossículos (Mainville; Turgeon; 

Kauzman, 2017; Morais et al., 2021; OMS, 2022). O diagnóstico definitivo da lesão se 

dá por meio da correlação clínica, radiográfica e histológica (Mainville; Turgeon; 

Kauzman, 2017).  

O tratamento de escolha geralmente envolve a excisão cirúrgica para lesões de 

grandes dimensões, o tratamento conservador com enucleação e curetagem também 

pode ser indicado (Silveira et al., 2016; Titinchi; Morkel, 2016). Dependendo da 
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extensão da lesão, pode ser necessário reconstruções cirúrgicas para minimizar as 

alterações estéticas e funcionais. A taxa de recidiva varia de acordo com os estudos 

e população avaliada, entre 0 e 28% (Liu et al., 2010; Sciubba; Younai, 1989; 

Zachariades et al., 1984).  

O objetivo deste estudo é descrever as características clínicas, radiográficas e 

histológicas e o manejo cirúrgico conservador de um caso de fibroma ossificante 

psamomatoide. 
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Abstract 

Psammomatoid ossifying fibroma (PsOF) is a slow-growing, well-defined unilocular 

bone lesion that can have sclerotic edges and mixed areas. This case report details a 

conservative surgical treatment approach for PsOF that preserved both the cortical 

basal bone and the tooth segment. A thirty-three-year-old female presented with an 

asymptomatic extensive lesion in the anterior mandible, manifesting mild facial 

asymmetry, with one year of evolution. Imaging revealed a mixed dense lesion with 

sclerotic edges, with extension to the periapex of the teeth 33-44, expanding and 

thinning the cortical bone. Histopathology confirmed PsOF, showing irregular bone 

trabeculae, cellularized fibrous stroma, cementoid calcifications, and absence of 

osteoblasts. Conservative surgery was performed combining enucleation and 

curettage, with peripheral ostectomy, maintaining the cortical basal bone from the 

mandibulae, and tooth by apicoectomies. Three- and ten-months postoperative 

imaging displayed peripheral bone neoformation at the site, indicating successful 

treatment, with no evidence of residual disease or recurrence.  

Keywords: Diagnosis, Oral Surgery, Bone Diseases, Minor Surgical Procedure.  
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1. INTRODUCTION 

Fibro-osseous lesions (FOLs) comprise a group of lesions that primarily affect the 

gnathic bones and the craniofacial region [1]. They are characterized by the 

replacement of bone tissue with a connective tissue matrix with varying levels of 

mineralization (1–3). In the latest classification of the World Health Organization 

(WHO), fibro-osseous tumours and dysplasia includes cemento-osseous dysplasia, 

segmental odontomaxillary dysplasia, fibrous dysplasia (FD), ossifying fibroma divided 

in psammomatoid and juvenile trabecular, and familial gigantiform cementoma (4). 

Psammomatoid ossifying fibroma (PsOF) is a rare true benign fibro-osseous tumor that 

can exhibit aggressive clinical behavior (4). It is mostly diagnosed in the second to 

fourth decades of life, with a predilection for males in a ratio of 1.4:1 (4). 

Clinically, PsOF presents as a slow-growing bone lesion that can cause facial 

deformities and asymmetries, and, occasionally, dental displacement but is generally 

asymptomatic (5,6). Radiographically, it appears as a well-defined unilocular lesion 

with sclerotic borders and mixed radiolucent and radiopaque areas, depending on the 

amount of mineralized material present and the duration of lesion evolution (7–9). 

Histologically, the connective tissue that forms the lesion contains varying amounts of 

mineralized material resembling bone or cementum (7,10). The definitive diagnosis is 

made through clinical, radiographic, and histological correlation (10). 

The treatment of choice typically involves surgical excision for large lesions, while 

conservative treatment with enucleation and curettage and/or peripheral osteotomy 

may also be indicated for mild lesions (10,11). The recurrence rate varies according to 

different studies and populations, ranging from 0% to 28% (12). Despite advances in 

understanding PsOF, classification, diagnosis, and treatment continue to face 

limitations (3). The objective of this case report is to describe the clinical, radiographic, 

and histological characteristics, emphasizing the surgical conservative management 

of a case of PsOF.  

 

2. CASE REPORT 

A 33-year-old female patient was referred for evaluation of an intraosseous lesion 

in the mandible, which had been evolving for approximately one year. On extraoral 
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physical examination, there was a slight facial asymmetry in the left mental region, 

particularly in the lower canine area. In the intraoral physical examination, bone 

expansion was observed in the vestibular region of tooth 33 (Figure 1A-B). 

Radiographic examination shows a mixed radiolucent image with radiopaque areas, 

with sclerotic borders, extending into the anterior mandibular region, involving the 

periapex of teeth 33-44, measuring approximately 5 cm, with expansion of the buccal 

and lingual cortical bone, without root resorption (Figure 1C). Cone beam computed 

tomography (CBCT), revealed hypodensity with hyperdense areas inside, with 

expansion and thinning of the buccal and lingual cortical bone, without bone 

fenestration or root resorption (Figure 1D-F). 

Figure 1. A and B) Intraoral aspect with mild bone expansion; C) Panoramic 
radiography showing mixed radiolucent image with radiopaque areas, sclerotic 

borders, extending into the anterior mandibular region, involving the periapex of teeth 
33-44, expansion of the buccal and lingual cortical bone, without root resorption; D) 
Coronal section; E) Axial section; F) Sagittal section: well-defined hypodense image 

with hyperdense areas inside, showing expansion of the cortical bone without 
rupture. 

 

 

Subsequently, an incisional biopsy was performed using a trephine, followed by 

curettage of fragments from the interior of the lesion (Figure 2 A-B). Based on the 

clinical and imaging characteristics, the diagnostic clinical hypotheses included: PsOF 

and FD. On histopathological examination, irregular bony trabeculae, cellular fibrous 

stroma, spherical cementoid calcifications, and the absence of osteoblasts at the 
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borders of the bone fragments were observed, leading to a diagnosis of PsOF (Figure 

2 C-F). 

Figure 2. A) incisional biopsy using a trephine; B) Macroscopic appearance of the 
specimen retrieved for histopathological analysis; C) and D) HE stained slides, at 
100x magnification; E) and F) HE stained slides, at 200x magnification. Irregular 

bony trabeculae, cellular fibrous stroma, spherical cementoid calcifications, absence 
of osteoblasts at the edges of the bone fragments. In A, fibrous tissue at the 

periphery of the lesion. 

 

 

The patient was referred to a bucomaxillofacial surgeon for case evaluation and 

management. Conservative surgical excision of the lesion was performed under 

general anesthesia. An intrasulcular approach with a lateral relaxing incision was 

performed, exposing the entire anterior mandibular region to facilitate an osteotomy for 

lesion access. The remaining buccal cortical bone was removed to fully expose the 

lesion's margins. Lesion excision was carried out, carefully identifying and following 

cleavage planes between the lesion and the surrounding bone. Apicoectomy of the 

anterior teeth was necessary to access the lesion from the lingual aspect of the cortical 

bone, with biocompatible obturation material placed to seal the apices. Prior to the 

surgical procedure, endodontic treatment of teeth 33-44 had been completed in 

anticipation of the planned conservative surgical approach. Curettage and peripheral 
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ostectomy were performed to ensure complete removal of any residual lesion. The flap 

was sutured using an interpapillary technique, without the need for grafts or fixation 

plates (Figure 3). The excised material was histopathological analyzed, confirming the 

diagnosis of PsOF. 

Figure 3. A) Intrasulcular incision; B) and C) Exposure of the anterior mandibular 
region; D) Osteotomy of the buccal cortical bone for lesion access; E) Exposure of 
the lesion; F) Interpapillary sutures; G) Surgical specimen; H) Decalcified material. 

 

 

The patient returned for postoperative follow-up after seven days, presenting signs 

of excellent healing in the operated area and radiographic and CBCT imaging showed 

excision of the lesion, together with apicoectomies of teeth 33-44, with a small volume 

of remaining bone (Figure 4), but the patient reported paresthesia in the left lower lip 

and chin region. Photobiomodulation was performed in a single session to alleviate 

paresthesia symptoms (Therapy Ec, DMC®), using infrared light at 808 nm ± 10 nm 

on points on the skin of the left chin and lower lip for 40 seconds each. After 70 days, 

both extraoral and intraoral examinations showed no significant alterations, and 

imaging exams showed initial bone neoformation on the surgical area (Figure 5). The 

patient reported complete resolution of the paresthesia symptoms in the lower lip and 

left chin. Ten-months postoperative follow-up imaging showed bone neoformation with 

a bone defect (Figure 6), and extraoral and intraoral examinations showed no 

significant alterations.  

Figure 4. A) Immediate postoperative panoramic radiograph showing removal of the 
lesion and apicoectomies of teeth 33-44, with a small volume of remaining bone; 
immediate postoperative cone beam CT: B) Coronal section; C) Axial section; D) 
Sagittal section, showing lesion removal, apicoectomies of teeth 33-44, and thin 

cortical bone. 
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Figure 5. A) Three-months postoperative panoramic radiograph, with bone 
neoformation; three-months postoperative cone bam CT: B) Coronal section; C) Axial 

section; D) Sagittal section, bone neoformation. 
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Figure 6. A) Ten-months postoperative panoramic radiograph, with bone 

neoformation; ten-months posteoperative cone bean CT: B) Coronal section; C) Axial 

section; D) Sagittal section, bone neoformation. 

 

The patient continues to undergo semiannual clinical and imaging follow-up to 

evaluate local bone formation and for ongoing monitoring, with excellent treatment 

outcomes so far. 

 

3. DISCUSSION 

 Most of PsOF occur around the paranasal sinuses and orbit, with the maxilla 

being the second most affected site, and the mandible the least affected (6). Here, we 

present a case of a PsOF in the mandible that despite the large size was treated with 

a conservative surgery over surgical excision. PsOF is primarily diagnosed between 

the second and fourth decades of life, with a male predilection at a ratio of 1.4:1 (4), 

being the age range in accordance with this case.  

 The clinical appearance of PsOF is usually bony swelling, usually no symptoms 

are reported but pain is possible (4,6). The current case algo presented as a mild 

swelling of the area affected, and the patient denied symptomatology. The minimal or 
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even complete lack of symptoms can cause a delay in diagnosis, identified by accident 

on routine radiographs. 

Radiographically it exhibits as a well-defined unilocular mass with variable 

opacification, depending on the stage of the lesion, being mainly radiolucent in initial 

stages, and later developing opacification and calcifications in the center (13). It may 

present with displacement of adjacent teeth and perforation or thinning of the cortical 

bone (6,9). The present case exhibited mixed radiolucent image with radiopaque 

areas, and sclerotic borders, extending into the anterior mandibular region, involving 

teeth 33-44, measuring approximately 5 cm, with expansion of the buccal and lingual 

cortical bone, without root resorption.  

The recommended treatment for large lesions is typically surgical resection 

followed by reconstruction with a bone graft (10,11). The present case was treated with 

combined conservative surgery with enucleation, curettage and peripheral ostectomy 

to prevent the typical disfigurement and disfunction associated with surgical resection. 

However, the recurrence rates of PsOF can range until 30% of cases (4), so regular 

examinations and consultations should be conducted, and any changes must be 

promptly investigated, as early diagnosis can enable less aggressive treatment options 

for the patient. 

 

4. CONCLUSION 

In conclusion, conservative surgical has proven effectiveness in completely 

removing PsOF, preserving mandibular function and minimizing complications. The 

positive outcomes observed in this case underscore the feasibility of this approach in 

selected cases, emphasizing the critical importance of vigilant monitoring for early 

recurrence detection. This study enhances our understanding of the disease and 

proposes clinical management guidelines, while highlighting the ongoing need for 

research to optimize treatment strategies. 
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3. CONCLUSÃO  

 

• Foi possível observar que, apesar de extensa lesão de FOPs, a cirurgia 

conservadora demonstrou grande eficácia e ausência de recidiva até o momento; 

• A cirurgia conservadora minimizou alterações estéticas e funcionais para paciente, 

com remanescente da cortical óssea basal e manutenção dos dentes. 
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ANEXOS  
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