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Epithelium-poor Odontogenic Fibroma with an Unusual Progress
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Abstract: Odontogenic fibroma (OF) is a relatively rare benign tumor derived from odontogenic ectodermal
mesenchymal tissue. It is divided into central (COF) or peripheral OF (POF) based on the affected area. Regarding
its pathological features, OF can also be classified as epithelium-rich (WHO type) or epithelium-poor (simple
type), depending on the amount of odontogenic epithelium in the tumor. There is limited information available
about the latter type because of its low incidence. We report case of simple type COF apparently like POF. A 52-
year-old Japanese male was suffering from tenderness at the right posterior maxilla during occlusion with his
removable partial denture. The lesion was diagnosed as a simple type OF arising at the edentulous region
around the right molar site of the maxilla. A tumor resection was performed, and there was no evidence of
recurrence at his 18-month follow-up examination. In addition, we provide a review of the literature with the
most up-to-date information about this lesion so that it can be diagnosed correctly.

Keywords: Peripheral odontogenic fibroma, Central odontogenic fibroma, Epithelium-poor type, Maxilla

Correspondence to: Dr. Seigo Ohba, Division of Dentistry and Oral
Surgery, Department of Sensory and Locomotor Medicine, Faculty of
Medical Sciences, University of Fukui, 23-3 Shimoaizuki, Matsuoka,
Eiheiji-cho, Yoshida-gun, Fukui, 910-1193 Japan; Tel: 81 776 61 8410;
Fax: 81 776 61 8128; E-mail: sohba@u-fukui.ac.jp / seigoohba@gmail.com

Introduction
Odontogenic fibroma (OF) is a rare benign tumor which is

originally derived from odontogenic ectodermal mesenchymal
tissue1). It is divided into central OF (COF) and peripheral OF
(POF) based on the affected region2). COF occurs in the jaw bone,
and usually shows a well-defined radiolucent area in the X-ray
findings3) and sometimes induces bone swelling4-6). On the other
hand, POF arises in extra-bone regions.

Several large-scale retrospective studies about OF have been
reported in various nations (Table 1). The incidence of OF has
been reported to be 0.3-5.3% of all odontogenic tumors7-11). COF
and POF have been reported to occur 1.4-5.6%10-12) and 2.1-8.1%10-

13) of all odontogenic tumors, respectively. The incidence of POF
may be more than that of COF according to these previous reports.
Buchner et al.14) reported that the incidence rates of COF and POF
are 1.5 and 2.1% of 1,088 central odontogenic tumor (COT) cases,
respectively. They also estimated similar incidence rate of COF

and POF (0.02%) of all oral lesions14). On the other hand, Delay
et al.12) reported that COF and POF occurred 0.06% and 0.09% of
all oral lesions. According to these data, both of COF and POF is
a rare disease therefore the details have been still unknown.

From the findings of histopathological features, OF is classified
as an epithelium-rich (WHO) type or an epithelium-poor (simple)
type depending on the amount of the odontogenic epithelium1). In
the previous reports, WHO type is the most frequently detected,
while reports describing the simple type OF were found
occasionally4, 6, 10, 15-22), and all of them were intraosseous lesions,
i.e. no simple type POF has been reported. We herein report a
simple type COF with a unique type of growth apparently like
POF.

Materials and Methods
     This study received ethical approval from the institution. The
aim of this study was to reveal the origin of OF apparently like
POF. A 52-year-old Japanese male was referred to the Department
of Oral and Maxillofacial Surgery, Nagasaki University Hospital.
His chief complaint was a sharp pain of the right posterior region
of the maxilla when he wore his upper denture. His upper right

383

Journal of Hard Tissue Biology 22[3] (2013) p 383-388
                                          © 2013 The Hard Tissue Biology Network Association

    Printed in Japan,  All rights reserved.
CODEN-JHTBFF, ISSN 1341-7649

Clinical Report



J.Hard Tissue Biology Vol. 22(3):383-388, 2013

second molar had been extracted by his family dentist eight months
prior to his first visit because of severe periodontitis. The right
first molar at the maxilla had also already been extracted, but the
date was unclear. Subsequently, he had worn a newly fabricated
partial denture for the missing teeth. Since he had complained of
pain at the posterior region of right side of the maxilla during
eating since the initial setting of the new denture, his dentist had
modified it frequently. However, his symptoms had not been

improved. A mass was observed at the region coincident with the
painful area in the maxilla seven months after tooth extraction, so
his doctor suggested that he visit a specialist. He did not have any
remarkable past medical or family histories. His facial appearance
was symmetrical, and the lymph nodes were not swollen. A well-
circumscribed, elastic-hard, pedunculated mass was observed
around the right posterior region of the maxilla. The size of the
mass was 24 x 20 x 6 mm (buccolingual x mesiodistal x height)
and the surface was smooth and showed redness with partial
ulceration (Fig. 1). The routine examinations such as X-ray, CT
and MRI examinations were performed before the treatment.

Results
The alveolar bone at the lesion, where the upper right second

molar was extracted eight months prior to initial visit, was
defective, and the bone  crest, which was more posterior than the
bone defect, was rough, instead of demonstrating a smooth
line as normally seen on orthopantomography (OPG) (Fig.
2). In the computed tomography (CT) findings (Fig. 3), the buccal
cortical bone was noted to be destroyed in the upper right molar
region in the transverse section. The bottom of the right maxillary
sinus was elevated in that region, and the cortical bone was rough
around the right maxillary tuberosity in the coronal and sagittal
sections. There was no finding of bone absorption at a bottom of
the right maxillary sinus, and no inflammation was detected around

Figure 1. Intraoral findings at the first visit. A pedunculated
mass was observed around the molar to the region of the
maxillary tuberosity on the right side of the maxilla (arrows).
The mass was red and included an ulcerated region.

Figure 2. The results of orthopantomography at the first visit. A
rough line was observed at the alveolar crest around the right
maxillary molar region (arrows).

Figure 3. The postoperative CT findings. A: An axial section. The
buccal cortical bone was ruptured at the right maxillary molar
region (arrows). B: A coronal section. The extraction socket was
not full of regenerated bone (arrows). C: A sagittal section. The
maxillary sinus floor was elevated in the affected region (arrows).

Table 1. A List of the Previous Retrospective Studies of Odontogenic Tumors and Fibromas

Reference Country OT OF COF POF

Siriwardena7) Sri Lanka 1,677 7 (0.4%)
Jing8) China 1,642 5 (0.3%)
Adebaya9) Nigeria 318 7 (1.2%)
Mosqueda-Taylar10) Mexico 349 16 (4.6%) 5 (1.4%) 11 (3.1%)
Ladeinde11) Nigeria 319 17 (5.3%) 10 (3.1%) 7 (2.2%)
Delay12) Canada 445 25 (5.6%) 36 (8.1%)
Aladdini13) Iran 380 18 (4.7%)
Buchner14) United States 1,088 (COT) *16 (1.5%) *23 (2.1%)

COF; central odontogenic fibroma, COT; central odontogenic tumor, OF; odontogenic fibroma, OT; odontogenic tumor, POF;
peripheral odontogenic fibroma, *: The incidence of COT
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the lesion. The tooth extraction socket was filled with soft tissue,
not with regenerated bone. Magnetic resonance imaging (MRI)
(Fig. 4) detected a well-defined lesion which showed a low signal
that was equivalent to muscle in T1-weighted images (Fig. 4A),
and the immediate signal in T2-weighted images (Fig. 4B) in the
right posterior region of the maxilla. The internal signal of the
lesion was uneven. Moreover, the inside of the lesion was
inhomogeneously enhanced using contrast media (Fig. 4C), which
was the same as the finding in T2-weighted images. These findings
suggested that the lesion was a fibrous tumor.

The mass mainly consisted of fibrous connective tissue which
contained high-and low-cellular areas in the histopathological
findings (Figs. 5A, B, C). There were elliptical and spindle-shaped
cells in the lesion. The fibrous connective tissue included some
basophilic matrix and was similar to dental sac. Although the
histopathological findings were similar to those of the odontogenic
ectomesenchymal tissue, odontogenic epithelium was not observed
in the lesion. In the central region, a portion of low cellular areas
with less fibrous connective tissue and with myxoid component
was also included (Fig. 5B, C). Based on these histological
findings, the lesion was diagnosed as an odontogenic fibroma
(simple type). The tumor resection was performed under general
anesthesia with a 5 mm safety margin. There was no adhesion
between the tumor and the bone. The surface of exposed bone
after resection was smooth, and irregular bone absorption was
not found. The excision specimen was solid, with a white division
surface. Over the 18-month follow-up period since the surgical
treatment was performed, there has been no finding of recurrence,

and the patient has not had any symptoms while wearing his
dentures.

Discussion
The present tumor apparently liked peripheral tumor. Although

POF is a very rare disease, it has been reported that POF, along
with peripheral ameloblastoma, is a common type of peripheral
odontogenic tumor19, 23, 24). POF commonly occurs in the posterior
region of the mandible and anterior region of the maxilla15, 25-27),
and usually occurs around the periodontal tissue, including teeth.
It is seldom observed in an edentulous region. Lin et al.3) reported
that the incidence of POF in edentulous regions was 4% (1/25
cases) and Ritwik et al.25) calculated that it was 1.3% (2/151 cases).
Therefore, a POF in an edentulous posterior region of the maxilla,
as was the lesion in the present case, is sometimes hard to diagnose
correctly.

The mass existed at the extraction socket of the upper right
second molar and it continued from the intra- and extra-osseous
parts in this case to form a hemispherical mass on the alveolar
ridge. The histopathological diagnosis of the present case was
odontogenic fibroma. However, it was initially unclear whether
the lesion was a POF or a COF that first grew extra-osseously,
passing through the extraction socket. Based on the following
findings, this lesion was considered to be a COF which originally
existed around the apex of the right second molar at the maxilla,
and grew out extra-osseously by passing through the extraction
socket after tooth extraction, resulting in its POF-like appearance.
1) There was no bone regeneration in the extraction socket. 2)

Figure 4. The postoperative MRI findings. A well-defined mass, which showed low signal intensity in T1
images (A) and moderate signal intensity in T2 images (B) was detected. The lesion was enhanced by an
imaging agent (C). The internal heterogeneity of the legion was observed in all images.

Figure 5. The histopathological findings (H-E staining).
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The maxillary sinus floor was not destroyed, but was elevated. 3)
The tumor was continued from the side of the maxillary sinus to
the submucosa in the histopathological findings. 4) There were
small findings of inflammation, proliferation of fibroblasts and
neoangiogenesis, which are usually observed during the process
of wound healing after tooth extraction. 5) The extra-osseous
region of the mass appeared soon after tooth extraction. Gardner27)

advocated that cases of OF, which originated as COF and grew
out extra-ossoeously, are POF. Based on his suggestion, the lesion
in our present case was finally diagnosed to be a POF arising in
the right posterior edentulous region of the maxilla.

The histopathological findings of this lesion showed similar
features to that of odontogenic ectodermal mesenchymal tissue,
but did not include the odontogenic epithelium. In this respect, it
was considered to be a simple type POF25-27, 28-31). There are some
case reports which described simple type COF4, 6, 10, 15-21, 32). On the
other hand, all  of the POF reports that described the
histopathological diagnosis were of the WHO type3, 12, 13, 23, 26, 27, 30,

33-38), and this is the first report referring to a simple type POF in
the English literature. The histopathological findings of OF showed
the proliferation of elliptical and spindle-shaped cells, and fibrous
connective tissue containing a small amount of odontogenic
ectodermal mesenchymal tissue like a mucoid matrix (Fig. 5).

In addition to these characteristic findings, it is easy to
diagnose a lesion as OF if odontogenic epithelium is observed in
the lesion. However, in cases where the OF has little or no
odontogenic epithelium, like the present case, it is important to
distinguish the condition from odontogenic myxoma (OM) which
also contains limited or no odontogenic epithelium39). There was
a myxomatous portion in the central region of the tumor, but
uniformly-spread abundant myxoid component, which is the
typical feature of OM39), was not observed in the present resected
specimen, and OM could be ruled out. An intra-osseous fibrogenic
tumor, desmoplastic fibroma (DF) was also one of the candidates
of this tumor. In the present specimen, dense hyalinized collagen
fibers, which are abundantly seen in DF, were rarely observed in
this case, and DF was ruled out. In addition, non-ossifying fibroma,
which is characterized by storiform arrangement of spindle cells
with multinucleated osteoclast-like cells, was also ruled out
because of no similar findings in this case. In the present case, it
was also necessary to distinguish this lesion from neurogenic
tumors (NTs) based on the cellular morphology, because OF and
NT have similarly shaped cells. An additional immunohistological
study showed that S-100 staining was negative in this lesion. This
suggested that this disease was not a NT. According to the above
histological findings, the present patient was finally diagnosed to
have a simple type POF.

Based on the initial diagnosis, the tumor resection was
performed for COF, and the prognosis has been relatively good.
However, the recurrence rates of POF after surgery have been

reported to be 0-50%3, 13, 14, 24-27). Lin et al.3) alleged that the reason
for this wide range of recurrence rate might be caused by the
differences in ethnicity, the size of the tumors and the small number
of cases examined. Since there have been too few reports which
described the prognosis of POF to provide a consensus about the
prognosis of POF, a further epidemiological examination to acquire
more information about POF is needed.

Ritwik et al.24) reported that the basal cell layer budding of the
surface squamous epithelium was observed in 27 of 29 recurrent
cases (93.1%). They therefore concluded that the basal cell layer
budding of the surface squamous epithelium was one of the risk
factors for recurrence after resection of POF. They also reported
that various amounts of calcific substances were observed in 16
cases of the 29 recurrent cases (55.2%). This finding may also be
associated with the recurrence of the disease, and additional
examinations are necessary to fully elucidate the risk factors for
recurrence. In the present case, there was no finding of basal cell
layer budding of the surface squamous epithelium, and no calcific
substance was found. However, the lesion was considered to be
overgrown from COF, and was finally diagnosed to be a POF, so
there is a possibility that the risk of recurrence may be high.
Therefore, it is important to observe the patient long-term in order
to detect any recurrences as early as possible. It is believed that
this OF originally occurred in the maxillary jaw bone. The tooth
extraction may have served as a trigger to enhance the growth of
the tumor, and it may have grown from the maxillary bone and
passed through the extraction socket. Finally, the tumor may have
become a POF in this case. Since there is limited information
published about POF, especially with this unique growth process
and of the simple type, a long-term follow-up will be required.

References
1.     Philipsen HP, Reichart PA, Sciubba JJ and van der Waal I.

Odontogenic fibroma. In: World Health Organization
Classification of Tumors. Pathology and genetics of head
and neck tumors. ed by Barnes L, Eveson JW, Reichart P

      and Sid ransky D, IARC, Lyon. 2005, 315.
2.      Gardner DG. Central odontogenic fibroma current concepts.

J Oral Pathol Med  25: 556-561, 1996
3.      Lin HP, Chen HM, Yu CH, Yang H and Kuo RC. Odontogenic
         fibroma: A clinicopathological study of 15 cases. J Formos

Med Assoc 110: 27-35, 2011
4.     Daniels JSM. Central odontogenic fibroma of mandible: a

case report and review of the literature. Oral Surg Oral Med
Oral Pathol Oral Radiol Endod 98: 295-300, 2004

5.    Kaffe I and Buchner A. Radiologic features of central
odontogenic fibroma. Oral Surg Oral Med Oral Pathol 78:
811-818, 1994

6.    Hara M, Matsuzaki H, Katase N, Yanagi Y, Unetsubo T,
Asaumi J and Nagatsuka H. Central odontogenic fibroma of

386



 Seigo Ohba et al.: Ohba Epithelium-poor Odontogenic Fibroma

the jawbone: 2 case reports describing its imaging features
and an analysis its DCE-MRI findings. Oral Surg Oral Med
Oral Pathol Oral Radiol 113: e51-e58, 2012

7.     Siriwardena BSMS. Tennakoon TMPB and Tilakaratne WM.
Relative frequency of odontogenic tumors in Sri Lanka:
analysis of 1,677 cases. Patho Res Prac 208: 225-230, 2012

8.      Jing W, Xuan Y, Lin Y, Wu L, Liu L, Zheng X, Tang W, Qiao
J and Tian W. Odontogenic tumors: a retrospective study of
1642 cases in a Chinese population. Int J Oral Maxillofac
Surg 36: 20-25, 2007

9.     Adebayo AT, Ajike SO and Adekeya EO: A review of 318
odontogenic tumors in Kaduna, Nigeria. J Oral Maxillofac
Surg 63: 811-819, 2005

10.   Mosqueda-Taylor A, Mertínrz-Mata G, Carlos-Bregni R,
Vargas PA, Toral-Rizo V, Cano-Valdéz AM, Palma-Guzmán
JM, Carrasco-Daza D, Luna-Ortiz K, Ledesma-Montes C
and de Almeida OP. Central odontogenic fibroma: new
findings and report of a multicentric collaborative study. Oral
Surg Oral Med Oral Pathol Oral Radiol Endod1 12: 349-
358, 2011

11.   Lageinde AL, Ajayi OF, Ogunlewe MO, Sdeyemo WL,
Arotiba GT, Bamgbose BO and Akinwande A. Odontogenic
tumors: A review of 319 case in a Nigerian teaching hospital.
Oral Surg Oral Med Oral Pathol Oral Radiol Endod 99: 191-
195, 2005

12.    Delay TD, Wysocki GP and Pringle GA. Relative incidence
of odontogenic tumors and oral and jaw cysts in Canadian
population. Oral Surg Oral Med Oral Pathol 77: 276-280,
1994

13.   Alaeddini M, Salehizadeh S, Baghaii F and Etemad-Mohadam
S. A retrospective analysis of peripheral odontogenic fibroma
in an Iranian population. J Oral Maxillofac Surg 68: 2099-
2103, 2010

14.  Buchner A, Merrell PW and Carpenter WM. Relative
frequency of central odontogenic tumors: A study of 1,088
cases from North California and comparison to studies from
other parts of the world. J Oral Maxillofac Surg 64: 1343-
1352, 2006

15.     Kishino M, Ishibasshi M, Koizumi H, Sato S, Murakami S,
Ogawa Y, Kogo M and Toyosawa S. Cemntral odontogenic
fibroma of the maxilla: A case report with immunohistochemical
study. Oral Med Pathol 14: 29-32, 2009

16.    de Matos FR, de Moraes M, Neto AC, de Costa Miguel MC
and de Silveria JD. Central odontogenic fibroma. Ann Diagn
Pathol 15: 481-484, 2011

17.     Daskala I, Kalyvas D, Kolokoudias M, Vlachodimitropoulos
D and Alexandridis C. Central odontogenic fibroma of the
mandible: A case report. J Oral Sci 51: 457-461, 2009

18.  Covani U, Crespi R, Perrini N and Barone A. Central
odontogenic fibroma: A case report. Med Oral Pathol Oral

Cir Bucal10: e154-e157, 2005
19.    Rinaggio J, Cleveland D, Koshy R, Gallante A and Mirani

N. Peripheral granular cell odontogenic fibroma. Oral Surg
Oral Med Oral Pathol Oral Radiol Endod104: 676-679, 2007

20.    Hirshberg A, Dayan D and Horowitz I. The simple central
odontogenic fibroma. J Cranio-Max-Fac Surg 15: 379-380,
1987

21.    Hwang EH and Lee SR. Central odontogenic fibroma of the
simple type. Korean J Oral Maxillofac Radiol 32: 227-230,
2002

22.   Lin CT, Chuang FH, Chen JH, Chen CM and Chen YK.
Peripheral odontogenic fibroma in a Taiwan Chinese
population: A retrospective analysis. Kaohsiung J Med Sci
24: 415-421, 2008

23.   Kenney JN, Kaugars GE and Abbey LM. Comparison
between the peripheral ossifying fibroma and peripheral
odontogenic fibroma. J Oral Maxillofac Surg 47: 378-382,
1989

24.    Ritwik P and Brannon RB. Peripheral odontogenic fibroma:
a clinicopathologic study of 151 cases and review of the
literature with special emphasis on recurrence. Oral Surg
Oral Med Oral Pathol Oral Radiol Endod 110: 357-363, 2010

25.     Delay TD and Wysocki GP. Peripheral odontogenic fibroma.
Oral Surg Oral Med Oral Pathol 78: 329-336, 1994

26.   Buchner A. Peripheral odontogenic fibroma. Report of 5
cases. J Craniomaxillofac Surg 17: 134-138, 1989

27.     Gardner DG. The peripheral odontogenic fibroma: An attempt
at clarification. Oral Surg 54: 40-48, 1982

28.     Ikeshima A and Utsunomiya T. Case report of intra-osseous
fibroma: a study on odontogenic and desmoplasstic fibromas
with a review of the literature. J Oral Sci 47: 149-157, 2005

29.     Siar CH and Ng KH. Clinicopathological study of peripheral
odontogenic fibromas (WHO-type) in Malaysians (1967-
1995). Br J Oral Maxillofac Surg 38: 19-22, 2000

30.   Manor Y, Merdinger O, Katz J and Taicher S. Unusual
peripheral odontogenic tumors in the differential diagnosis
of gingival swellings. J Clin Periodontol 26: 806-809, 1999

31.    Abughazaleh K, Andrus KM, Katsnelson A and White DK.
Peripheral ameloblastoma of the maxilla: report of a case
and review of the literature. Oral Surg Oral Med Oral Pathol
Oral Radiol Endod 105: e46-e48, 2008

32.   Patel S, Vakkas J and Mandel L. Recurrence peripheral
odontogenic fibroma. N Y State Dent J 77: 35-37, 2011

33.    Baiju CS and Rohatgi S. Peripheral odontogenic fibroma: A
case report and review. J Indian Soci Periodontol 15: 273-
275, 2011

34.    Weber A, van Heerden WFP, Lightelm AJ and Raubentiemer
EJ. Diffuse peripheral odontogenic fibroma: Report of 3
cases. J Oral Pathol Med 21: 82-84, 1992

35.  Brannon BR. Central odontogenic fibroma, myxoma

387



J.Hard Tissue Biology Vol. 22(3):383-388, 2013
(odontogenic myxoma, fibromyxoma), and central
odontogenic granular cell tumor. Oral Maxillofac Surg Clin
N Am 2004: 16: 359-374, 2004

36.   Chuang HP and Tsai LL. Central odontogenic fibroma of
mandible-A case report. Taiwan J Oral Maxillofac Surg 19:
179-185, 2008

37.  Buchner A, Merrell PW and Carpenter WM. Relative
frequency of peripheral odontogenic tumors: A study of 45

new cases and comparison with studies from the literature. J
Oral Pathol Med 35: 385-391, 2006

38.    Handlers JP, Abrams AM, Melrose RJ and Denforh R. Central
odontogenic fibroma: Clinicopathologic features of 19 cases
and review of the literature. J Oral Maxillofac Surg 49: 46-
54, 1991

39.    Buchner A, Ficarra G and Hansen LS. Peripheral odontogenic
fibroma. Oral Surg Oral Med Oral Pathol 64: 432-438, 1987

388


