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Abstract: Central odontogenic fibroma (COF) is a
rare tumor that accounts for 0.1% of all odontogenic
tumors. It has been defined as a benign neoplasm,
which appears in the jaw. Clinically, the lesion grows
slowly and leads to cortical expansion. Radiologically,
the most common finding is multilocular radiolucency.
In some cases, it may be associated with root resorption
or displacement. Histologically, the lesion is
characterized by mature collagen fibers and numerous
fibroblasts. COF responds well to surgical enucleation
with no tendency for malignancy or recurrence. Here,
a case of central odontogenic fibroma of the mandible
in a 71-year-old man is described. The lesion was an
asymptomatic mass with well-defined borders covered
by normal mucosa. The lesion presented as a
multilocular radiolucency in relation to the root of the
canine. The lesion was surgically removed and analyzed
histopathologically. There were no postoperative
complications. (J Oral Sci 51, 457-461, 2009)
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Introduction
Central odontogenic fibroma (COF) has been described

as a rare, slow-growing tumor of the jaw. It appears as an
asymptomatic expansion of the cortical plate of the
mandible or maxilla (1-9). The possibility of being located

in the mandible is almost the same as that in the maxilla
(55% and 45%, respectively, or according to Ramer et al.
in 2002, 69% and 31%) (6,10). It should be pointed out
that the most usual site of presentation in the mandible is
the posterior area, while in the maxilla it is the anterior
region (2,6,11). This lesion is a benign odontogenic
neoplasm that is considered to be derived from mesen-
chymal odontogenic tissue (2,4,6,8,11-13). It seems that
COF appears in a wide age group with predilection for
females (11,14). COF radiologically presents as uni- or
multilocular radiolucencies with well-defined borders. In
some rare cases, it might present mixed radiolucent and
radiopaque features and undefined borders (6,11). Root
resorption and displacement have been reported in cases
of more severe lesions (2,14). COF responds well to
surgical enucleation with no tendency to undergo malignant
transformation (1,5).

This paper reports a case of odontogenic fibroma of the
mandible in a 71-year-old male patient. The findings are
discussed in relation to previously case studies.

Case Report
A patient was diagnosed with intra-osseous fibroma at

the Oral and Maxillofacial Surgery Clinic, Dental School,
University of Athens, Greece. The age and sex of the
patient, as well as the location and the radiographic findings
of the lesion were obtained. A literature review revealed
useful data on this rare neoplasm. After analysis of the data
and based on the clinical, radiographic and histological
findings, we re-evaluated our case to determine the type
of the intra-osseous lesion.

A 71-year-old man was referred to the Oral and Maxillo-
facial Surgery Clinic with a painless gingival swelling in
the left mandibular canine and premolar region. The patient
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reported slow growth of the lesion during the last four years.
There were no other symptoms. The patient was
hypertensive and under regular medication.

The oral examination showed enlargement of the left
canine and premolar region in the mandible. The lesion
had a patulous base and non-tender bony-hard consistency.
There was expansion of the buccal cortex and the oral
mucosa covering the mass was firm and of normal colour
(Figs. 1 and 2). The involved teeth were positive to thermal
testing. The needle aspiration was inconclusive. There
was no facial asymmetry and no cervical lymphadenopathy.
Radiographic evaluation showed the presence of a
multilocular radiolucent area associated with the root of
the left canine in the mandible. The margins of the lesion
were well-circumscribed and it did not appear to provoke
root resorption of the teeth (Figs. 3 and 4).

Differential diagnosis of lesions with similar clinical and
radiographic picture included: central ossyfing fibroma,

traumatic bone cyst, fibrous dysplasia of the bone, calcifying
odontogenic cyst, cementoma, dentigerous cyst, and
ameloblastoma (1,15).

The tumor was removed under local anesthesia and the
excised specimen measured 3 × 2 × 1 cm (Figs. 5 and 6).
The specimen consisted of intermingling bundles of loose
collagen fibers situated in a myxoid stroma featuring
slender fibroblasts. Irregular, acellular calcifications are
present in the connective tissues, as a few round, small,
odontogenic epithelial nests (Figs. 7, 8, 9 and 10). Based
on the clinical, radiographic and histologic findings, a
diagnosis of central odontogenic fibroma was made and
it may also be subclassified as epithelial - poor type.

The patient was given necessary advice for recovery. He
was examined thoroughly 1, 2 and 4 weeks after surgery
and no complications were reported (Fig. 11).

Figs. 3 and 4   Radiographic presentation of the lesion showing the presence of a multilocular radiolucent area associated
with the root of the left canine.

Figs. 1 and 2   Clinical features of COF (an asymptomatic, well-circumscribed and intra-osseous mass).
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Discussion
Gardner in 1980 classified lesions described as COF into

three categories: 1) the hyperplastic dental follicle; 2) a
fibrous neoplasm with collagenous fibrous connective
tissue containing odontogenic epithelium – (simple type);
and 3) a lesion with dysplastic dentine or tissue like
cementum and odontogenic epithelium (WHO type) (1,15).
Moreover, WHO type contained fibrous tissue with myxoid
area (2). Currently, it has been suggested that the WHO
type should be referred to as odontogenic fibroma complex
type or fibroblastic odontogenic fibroma (16-20) (Table
1). The COF is a benign neoplasm reported in the literature
that is usually diagnosed in the second and third decade

of life (2,21). The most usual sign is swelling of the
mandible or maxilla and less frequently pain and paresthesia
are observed (2). Though the COF is reported more often
in females than males (1,10), our patient was a 71-year-
old man. The lesion had grown slowly and expanded to
the buccal cortex. It was a painless swelling and for this
reason, the patient had not paid any attention to the lesion
during the first three years. The lesion generally measures
approximately 0.5-4 cm, usually appearing well-defined
and radiographically as a unilocular or multilocular
radiolucent area (2,22). However, in this case the mass was
well-circumscribed, about 3 × 2 × 1 cm and radiographically
described as a multilocular area. There are usually no

Figs. 5 and 6   The tumor was removed under local anesthesia and the excised specimen measured 3 × 2 × 1 cm.

Fig. 7 Interlacing bundles of myxoid fibrous
connective tissue (H–E staining. Original
magnification ×40).

Fig. 8 Interlacing strands of slender fibroblasts in a
loose connective tissue stroma (H–E staining.
Original magnification ×100).
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side-effects and no postoperative complications, as observed
in our case report. However, dentists must be aware of the
clinical, radiological and histopathological findings of
this intra-osseous mass of the jaw, in order to include it
in the differential diagnosis of neoplasms.
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