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Abstract
Cemento-ossifying fibroma of the maxilla is an uncommon tumor.  It is a benign fibro-osseous lesion that 
arises from the periodontal membrane. These tumours occur in the third and fourth decades of life, with 
predilection for women. The mandible is more commonly involved than the maxilla. This article 
describes a case of cemento-ossifying fibroma of the maxilla in a 40-year-old male patient. The physical 
examination revealed a maxillary enlargement and an intraoral swelling extending from 11 to 22 
obliterating the buccal vestibule. The teeth were agile and displaced. Wide surgical excision of the lesion 
was subsequently performed and the tissue was sent for histopathological examination. An accurate 
diagnosis requires careful clinical, radiological and histological correlation in order to make an optimal 
treatment and an excellent outcome.
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a diffuse swelling in the upper front region 
(Fig 1).

The skin over the swelling was normal, and 
there was no local rise of temperature. On 
palpation the swelling had variable 
consistency. Buccal cortices were 
expanded. The lesion was smooth, non 
tender and hard; there was no accompanying 
cervical lymphadenopathy

The physical examination revealed a 
maxillary enlargement and an intraoral 
lesion. The teeth were agile and displaced. 
The swelling extended from 11 to 22 and it 
obliterated the buccal vestibule (Fig 2). Oral 
mucosa was normal. The overlying mucosa 

was reddish pink in color and slightly 
swollen but there was no ulceration or fistula 
formation. On palpation, the swelling was 
bony hard in consistency but no tenderness 
or paraesthesia. His medical history was not 
contributory and physical examination 
disclosed no evidence of any systemic 
disease. No history of trauma to the maxilla 
could be elicited.

Radiographically, orthopantomograph, 
occlusal & intra oral periapical radiograph 

Introduction
Cemento-ossifying fibroma (COF) is a 
fibro-osseous lesion that arises from the 

1periodontal membrane.  The periodontal 
membrane is a layer of fibrous connective 
tissue surrounding the roots of teeth. It 
contains multipotential cells that are capable 
of forming cementum, lamellar bone, and 

2 3fibrous tissue. ,  Although central COFs of 
the mandible are common, they are 

4infrequent in the maxilla.

This lesion should be distinguished from 
fibrous dysplasia of bone and certain other 
fibro-osseous lesions that do not represent 

5true neoplasia.  A close histogenetic 
relationship exists between the central COF 
and the central ossifying fibroma.  The 
pathologic differences between central COF 
and fibrous dysplasia are few and the 
diagnosis must be made in light of the 

6radiographic findings.

Case Report
A 40-year-old male patient reported with a 
chief complaint of a painless swelling in the 
upper front region for a period of 3 years. 
Initially, the swelling was small in size and 
showed a gradual increase to its present 
dimensions. Extra oral examination showed 
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Cemento-Ossifying Fibroma Of The Maxilla : A 

Case Report

Fig 1: 40-year-old male patient with an

enlargement in the maxillary anterior region.
Fig 2: Firm mass of size 4 X 4 cm

extending from 11 to 22 which had almost

effaced the jugogingival groove.

The teeth were agile and displaced.



(Fig 3, 4, 5) showed a well-defined large 
multilocular radiolucent lesion (approx 4x4 
cm) extending from 11 to 22. The lesion was 
well demarcated with sclerotic border and 
heterogeneous in contrast. The mass did not 
invade the maxillary sinus. No evidence of 
cortical erosion was noticed. The 
radiographic differential diagnosis included 
odontogenic myxoma, COF, fibrous 
dysplasia (FD), focal cemento-osseous 
dysp l a s i a  (FCOD) ,  de smop la s t i c  
ameloblastoma and central giant cell 
granuloma.

A biopsy was performed under local 
anaesthesia and the specimen was sent for 

h i s t o p a t h o l o g y  e x a m i n a t i o n .  
Histopathological examination showed 
stratified squamous epithelium where 
deeper areas showed intense fibroblastic 
proliferation with calcifications of different 
sizes and shapes.  Bony trabeculae rimmed 
by osteoblasts were seen . The patient's 
medical history did not reveal any 
pathological condition. Therefore, surgical 
excision of the lesion was proposed to the 
patient.

Management
The surgical intervention was carried out in 
the Department of Oral and Maxillofacial 
Surgery. Wide surgical excision of the lesion 
was subsequently performed (Fig 6) and the 
tissue was sent for histopathological 
examination (Fig 7).

The clinical, radiographic and histologic 
findings were consistent with COF.  The 
postoperative course was uncomplicated 
and there was no lesion recurrence up to one 
year of follow-up.

Discussion
COF is generally classified as a type of 
fibro-osseous lesion of the jaws. The 

mandible is more commonly involved than 
the maxilla, and the premolar-molar region 
is the most common site. Small lesions are 
often symptomless. Large lesions result in 
painless swelling of the involved bone 
which may cause obvious  facia l  

7asymmetry.  In some cases, initial 
8 symptoms are present.

The radiographic appearance depends on 
the location and the amount of calcified 
tissue present. Varying degrees of 
radiopacities and radiolucencies may be 
present. Central COFs are typically well-
defined, solitary radiolucencies with 
scattered radiopaque foci. They maintain a 
spherical shape, expand cortical bone 
without causing perforation, and may cause 

9 tooth divergence. The central COF, have a 
centrifugal growth pattern rather than a 
linear one. Therefore the lesion grows by 
expansion equally in all directions and  
present as round tumor mass.

Generally, COF characterised by a well-
defined expansile bony mass and rarely 
associated with destruction or extraosseous 

10 soft tissue components. Unlike the COF, 
the aggressive cemento-ossifying fibroma 
(ACOF) grows massively with extensive 

9 11 cortical expansion. , There are no 
histopathologic criteria that are predictive of 
aggressive behaviour or tendency for 
recurrence. Nevertheless, Zupi et al. 
reported two features that may help in 
distinguishing ACOF from COF. Firstly, 
clinically, the ACOF occurs at a far lower 
mean age than the COF. Secondly, the 
histological pattern of the ACOF seems to be 
unique in being highly cellular with 
en t r apped  os t eob la s t s .  However,  
considering the age, radiographic 
appearance and the growth behaviour, our 
case would clearly fit under the COF 
category, the non-aggressive type.
 
COF is a slow-growing lesion composed of 
cellular fibroblastic tissue containing 
basophilic masses of cementum-like tissue. 
In addition, varying amounts of bony 
trabeculae are interspersed within the lesion, 

6 12giving it its characteristic features ,  used 
the presence or absence of woven and 
lamellar bone in histopathological section to 
differentiate the COF from the other fibro-
osseous lesions. In uncomplicated cases, 
fibrous dysplasia contains no lamellar bone 
but, rather, has arrested woven bone. On the 
other hand COF and ossifying fibroma 
contain woven bone and are often rimmed 
by osteoblasts that have laid down layers of 
lamellar bone. Additionally COF may have 
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Fig 3: Orthopantomograph showing a

well-defined multilocular lesion

with radiolucent and radio-opaque foci. 

Fig 4: Occlusal radiograph showing the

extent of the lesion (approx 4 X 4 cm)

that contained small foci of calcification

extending from the 11 to 22.

Fig 5: Intraoral periapical radiographs

showing the extent of the lesion

(approx 4 X 4 cm) that contained small foci 

of calcification extending from the 11 to 22.

Fig 6: The surgical specimen

(gross appearance)

Fig 7: Histopathologically deeper areas

showed intense fibroblastic proliferation

with calcifications of different sizes

and shapes. Bony trabeculae rimmed by

osteoblasts were seen.



areas of cementum, appearing as 
psammoma bodies embedded in a benign 
fibrous stroma. 

Large tumors may involve the nasal septum, 
orbital floor, and infraorbital foramen. The 
tumor extent guides surgical therapy. 
Maxillary central COFs are large at the time 
of presentation, indicating the capacity of 
the tumor to expand freely within the 
maxillary sinus. Pathologic examination of 
the central COF shows a proliferation of 
irregularly shaped calcifications within a 
hypercellular fibrous connective tissue 
stroma. The calcifications are extremely 
variable in appearance and represent various 
stages of bone and cementum deposition. 
The circumscribed nature of the lesion 
permits complete local enucleation or 
curettage of small lesions. Large lesions that 
have destroyed a considerable amount of 
bone may require segmental resection and 
reconstruction. 
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