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ABSTRACT 
Cemento-ossifying fibroma (COF) is a benign fibro-osseous 
tumor containing variable amount of mineralized tissue resem-
bling bone or cementum. Microscopically it exhibits actively 
proliferating fibroblasts with varied cellular pleomorphism and 
mitotic activity. We present a case of a woman referred for 
eva luation of bony swelling in the lower half of the face. The 
mass had first appeared 3 years ago and was growing larger. 
The clinical, radiological, histopathology and the successful 
surgical management of the case is discussed here.
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INTRODUCTION

Menzel gave the first description of a variant of ossifying 
fibroma, which was a benign fibro-osseous neoplasm, 
calling it as a cemento-ossifying fibroma (COF) in the 
year 1872.1 In 1992, the World Health Organization (WHO) 
revised the nomenclature, and the separate lesions of 
cementifying fibroma and ossifying fibroma were named 
as a single entity of ‘cement-ossifying fibroma’. COF bears 
close resemblance to lesions, such as fibrous dysplasia, 
cementifying periapical dysplasia or cemento-osseous 
florid dysplasia.2

It is believed to originate from cells of the periodontal 
ligament (PDL). PDL, layer of fibrous connective tissue 
surrounding the roots, contains multipotential cells that 
can form cementum, lamellar bone and fibrous tissue. 
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Under pathological conditions, neoplasms containing any 
or all of the components may be produced.3,4 COF can 
occur at any age but commonly during third and forth 
decades of life and restricted to the tooth bearing areas of 
the jaws, often in premolar-molar region of the mandible.4 

It is a progressively growing lesion that can attain an 
enormous size with resultant deformity if left untreated. 
We present a case of a wife of a serving soldier who was 
diagnosed and treated successfully for a large destruc-
tive COF.

CASE REPORT

A 35-year-old female patient came with a swelling on her 
right mandible of 6 months duration. There was facial 
deformity, moderate pain and difficulty in chewing. 
Clinically, there was a marked swelling measuring 5 × 7 cm 
on the right body of the mandible which was firm and 
nontender on palpation (Fig. 1). Intraorally, tumor caused 
a buccolingual expansion, obliteration of the vestibulum 
over the region of 45 to 47, slightly displacing tooth 45 
(Fig. 2) and 46 was missing, extracted 3 years back. The 
mass was firm and not tender on palpation. The surface 
texture of the overlying mucosa was intact. 

Panoramic x-ray showed round shape radiolucency on 
the left mandible extending from the distal aspect of 43 
toward the region of 47. It has sharp and sclerotic margin, 
showing multiloculation and spots of radiopacity in the 
center of the lesion (Fig. 3). CT scans showed buccal and 
lingual cortical expansion (Fig. 4). Provisional diagnosis 
was considered as an ameloblastoma, calcifying epithe-
lial odontogenic tumor or a fibro-osseous neoplasm. The 
incisional biopsy of the lesion revealed the microscopic 
diagnosis of COF. 

The tumor was removed together with the adjacent 
bone with segmental resection of the right mandible 
(Fig. 5). The defect in the mandible was reconstructed 
by placement of bridging plate using stainless steel 
reconstruction plate. The histopathologic result shows 
that the tumor consists of fibroblast proliferation with foci 
of cementum-like material (Figs 6 and 7) which confirmed 
the diagnosis of COF.

A postoperative OPG was taken (Fig. 8) and the 
patient was reviewed during her continuous follow-up 
appointments and was also rehabilitated for the missing 
teeth (Fig. 9).
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Fig. 1: Patient in the case report showing swelling in the region 
of the lower right mandible

Fig. 2: Intraoral photograph showing buccolingual expansion 
over right posterior region

Fig. 3: OPG showing a well-defined radiolucency of the areas of 
foca radiopacities root displacement of 45, missing 46

Fig. 4: Computed tomography scan showing expansion of the 
buccal and lingual cortices of the mandible

Fig. 5: Enucleated lesion of the patient mentioned in this  
case report

Fig. 6: Photomicrograph of the histopathological examination (H&E 
staining) of the lesion showing highly cellular fields with calcified 
areas (10×)

DISCUSSION
The concept of fibro-osseous lesions (FOL) of bone has 
evolved over the last several decades and now includes 
two major entities: fibrous dysplasia and ossifying  

fib roma, as well as the other less common lesions, such 
as florid osseous dysplasia, periapical osseous dysplasia, 
focal sclerosing osteomyelitis, proliferative periostitis 
of Garre and osteitis deformans.5 In recent years, these 
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lesions were reclassified into fibrous dysplasia, reactive 
(dysplastic) lesions arising in the tooth-bearing area, 
and fibrous osseous neoplasms such as cementifying 
and ossifying or COF.6,7 Cementum is the mineralized 
connective tissue that covers the root of the teeth. The 
hybrid term, central COF is used because there is a 
variety of FOLs arising from the PDL, ranging from those 
with only deposition of cementum to those with only 
deposition of bone.8

Central COFs occur more frequently in women than in 
men. They arise in the mandible in 62 to 89% of patients, 
77% occuring in the premolar region.8 Central COFs are 
asymptomatic until they cause expansion. Thus, they are 
generally not diagnosed until the tumor has had time to 
produce calcifications. In our case, the COF presented in 
a 35-year-old lady in the premolar-molar region and the 
patient also reported after the tumor had grown to a very 
large size causing a disfigurement.

Its exact etiology is still unknown, available data sug-
gest either a reactive or developmental origin, majority of 
the cases in literature have been found to have a history 
of trauma in the area of the lesion. In accordance with the 
data found in the literature, our patient reported to have 
suffered from trauma in the affected area 8 years ago.9

Radiological features of COF can differentiate it 
from other FOLs. The lesions may be either unilocular 
or multilocular.10 In the early stages, COF appears as a 
radiolucent lesion with no evidence of internal radiopaci-
ties. As it matures, there is increasing calcifi cation so that 
the radiolucent area becomes flecked with opacities until 
ultimately the lesion appears as an extre mely radiopaque 
mass. COF presents a radiolucent appearance in 53%, 
a sclerotic radio density in 7% and mixed or mottled 
appearance in 40% of the cases.11

The microscopic findings mirror the radiographic 
findings. The more radiolucent lesions are composed 

of cellular fibrous connective tissue, frequently in a 
whorled pattern.10 Calcific deposits are seen through-
out the fibrous stroma. Irregular trabeculae of woven 
bone or lamellar bone are most consistently noted in 
these tumors. Additional patterns of calcified material 
include small, ovoid to globular, basophilic deposits and 
anastomosing trabeculae of cementum-like material.12 
However, recognition of these structures is important in 
establishing its diagnosis.13 In our case, the histopatho-
logy was in accordance to the literature and showed 
rounded calcific, basophilic cementum-like deposits in 
the fibrous connective tissue.

Treatment of COF generally has been by conservative 
enucleation or curettage or radical surgery12,14 depend-
ing on the size and location of the individual lesion.15 
Slootweg and Muller16 reported that there was no diffe-
r ence in outcome between patients treated in a more 
limited way and those treated by major surgery. Other 
authors, however, advocate more extensive surgery for 
more aggressive lesions and lesions involving cranio-
facial bones in light of the potential for recurrence.17,18  

Fig. 7: Photomicrograph of the histopathological examination (H&E 
staining) of the lesion showing highly cellular fields with calcified 
areas (40×)

Fig. 8: Postoperative OPG showing the reconstruction plate 

Fig. 9: Prosthetic rehabilitation of the patient
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Sakoda et al19 described the procedure of a segmental 
resection of an extensive ossifying fibroma with the 
replacement of the excised segment with immediate 
reconstruction which we too have followed in our case.

In our opinion, the treatment was reasonable since the 
patient came with relatively large tumor and had history 
of rapid increase in size which might indicate increa-
sed aggressiveness of the lesion. Moreover, it is almost  
impossible to accomplish complete excision of the tumor 
in cases when the size of the tumor is extensively large 
only with surgical curettage through intraoral approach, 
not to mention the higher risk for mandible fracture fol-
lowing curettage procedure in large tumors. 

An interdisciplinary approach is required to diag-
nose a COF from clinical, radiographic and microscopic 
features. These tumors may exhibit variations in their 
neo plastic behavior, it is therefore, important to take 
into account the individual tumor behavior when one is 
planning a proper surgical treatment, in order to elimi-
nate the tumor completely and avoid tumor recurrence 
and at the same time improve the patient’s cosmetic and 
functional problems.
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