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Cemento-Ossifying Fibroma in the Mandibular Posterior Region: 2
Case Reports
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ABSTRACT
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Aim Cemento-ossifying fibroma (COF) is a mesenchymal, benign odontogenic tumor of the jaws that originates from the mesenchymal
blast cells of periodontal ligament and can form osteoid, bone, cement-like tissue, fibrous cellular tissue or a combination of them. In
this case report, it is aimed to present clinical, radiological and histopathological examination of two cemento-ossifying fibroma cases.
Case Report A 36-year-old systemically healthy female patient was referred to our faculty due to a lesion detected in the right mandibular
posterior region. As a result of the clinical and radiological examination, an asymptomatic tumoral structure with a mixed appearance
and regular borders was detected. No expansion was detected in the right mandibular posterior region. The patient was referred to the
Department of Oral and Maxillofacial Surgery for biopsy. According to the biopsy report, it was learned that this tumoral structure was
a COF. A 38-year-old systemically healthy female patient was admitted to our faculty due to gingival bleeding. As a result of the clinical
and radiological examination, an asymptomatic lesion with a radiolucent appearance and sclerotic borders was detected in the right
mandibular posterior region. According to the patient’s biopsy report, it was discovered that this lesion was a COE

Discussion COF may exhibit different clinical and radiological behaviors based on its stage. Diagnosis and treatment planning of COF

should be made with clinical, radiological and histopathological examination.
Conclusion Two COF cases are reported with their detailed clinical and radiological examinations in this paper.
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Introduction

Cemento-ossifying fibroma (COF) is a mesenchymal, be-
nign odontogenic tumor of the jaws that originates from the mes-
enchymal blast cells of periodontal ligament and can form osteoid,
bone, cement-like tissue, fibrous cellular tissue or a combination
of them (1). In 1971, COF was first classified under the cemen-
tum-contained lesions including cementifying fibroma, fibrous
dysplasia and ossifying fibroma by the World Health Organization
(WHO) (2,3). In 2017, the term “cemento-ossifying fibroma” was
defined as a mesenchymal, benign odontogenic tumor specific to
the tooth- beared areas of the jaws (4). Several synonyms for COF
such as osteo-fibroma, fibro-osteoma, and benign fibro-osseous le-
sion of periodontal ligament origin have been used (5). COF is clas-
sified as the central type originating from the periodontal ligament
adjacent to the root apex and the peripheral type, which occurs
only in the soft tissues of the tooth-bearing regions (6). Although
the etiology of COF is not known exactly, there are reports of previ-
ous trauma to the lesion site (7). It is also known that it may be as-
sociated with congenital problems during the maturation of dental
hard tissues that can form cementum and bone. Although it occurs
especially in patients aged 20-40, it can occur in children and ad-
olescents as well as in older adults. Women are affected more fre-
quently than men at a ratio of 5:1 (8). This tumor, which is usually
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seen in the mandibular premolar-molar region, may also involve
the maxillary region and paranasal sinuses and larger lesions may
be encountered in this region as a result of the larger expansion
area (9).

Radiological Features of Cemento-ossifying Fibroma

COF reveals well-circumscribed, mostly unilocular or
rarely multilocular radiolucency with or without radiopaque foci
native to the degree of calcification (1,10). Initially, COF presents
as a radiolucent lesion without internal radiopacity. With the de-
veloping tumor maturity, radiopaque masses appear, which can
merge to form a large radiopaque focus surrounded by a radiolu-
cent border (11). There are three distinct patterns of radiographic
borders: a lesion with no sclerotic border (40%), a lesion with a
sclerotic border (45%), and a lesion with poorly defined margins
(15%) which implies a fast-growing tumor (12,13). The non-linear
centrifugal growth pattern is a specific diagnostic radiographic
feature for COF and the lesion enlarges uniformly in all directions
and presents as a rounded tumor mass in this pattern (11-13).
COF may cause mobility, divergence and root resorption in the
adjacent tooth (11,13). In addition, lingual and buccal bone ex-
pansion without cortical perforation may be encountered (1,14).

Clinical and Histopathological Features of Cemento-ossifying Fi-
broma

Clinically, COF is usually observed as an asymptomatic
and slow-growing intraosseous lesion but when enlarged it may
cause facial asymmetry or bone fractures. Although the adjacent
teeth usually remain vital; pain or paresthesia may develop when
pressure is applied on the adjacent nerve. It is mostly solitary but
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may rarely present as isolated or multiple lesions as a component of
the hyperparathyroidism-jaw tumor syndrome (1,4,10).

Histologically, COF consists of well-vascularized fibrocel-
lular tissue that capable of producing immature bone trabeculae
and cementoids (1,7,14). Bone trabeculae are variable in size, of-
ten showing a combination of lamellar and woven patterns. Bone
usually shows peripheral osteoblastic and osteoid and rimming
(Figure 1). Cementoids are basophilic spherical bodies that mixed
with adjacent connective tissue and represent the peripheral brush
border (1,15).
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Figure 1: Histopathological section of cemento-ossifying fibroma

The aim of this study is to present two COF cases with
clinical, radiological and histopathological findings.

Case Report

Case #1: A 36-year-old systemically healthy female was
referred to our faculty from a private dental clinic due to a man-
dibular lesion. In the radiological examination, a radiolucent lesion
with regular borders was detected in the right mandibular poste-
rior region. In the intraoral and extraoral examination, it was ob-
served that the right mandibular first molar was extracted, there
was minimal lingual and buccal expansion and the area was as-
ymptomatic. Axial CBCT sections showed thinning of the buccal
and lingual cortical bone in the lesion area. Minimal buccal and
lingual expansion was observed in coronal CBCT sections. The
patient was referred to the surgical department for biopsy with a
preliminary diagnosis of residual cyst. Enucleation of the lesion,
which diagnosed as COF as a result of incisional biopsy, and right
mandibular second molar tooth extraction were performed. In the
follow-up radiographs of the third month after the operation, bone
formation was observed in the lesion area (Figure 2a-b-c). Written
informed consent was obtained from the patient that her medical
and dental data could be used in scientific research.

Case #2: A 38-year-old systemically healthy female was
admitted to our faculty due to gingival bleeding. As a result of ra-
diological examination, a tumoral structure with mixed appear-
ance and well-defined borders was detected in the right mandibu-
lar posterior region. In the intraoral and extraoral examination, it
was determined that the right mandibular first molar was extract-
ed, there was no buccal and lingual expansion and the related area
was asymptomatic. The patient was referred to the surgical depart-

ment for biopsy. As a result of excisional biopsy, it was learned that
the lesion was COF. Two years later, recurrence was detected in
the routine control (Figure 3a-b). Written informed consent was
obtained from the patient that her medical and dental data could
be used in scientific research.

—

Figure 2: Case #1; a- Before the operation b- Immediately after the operation c- 3
months after the operation

Figure 3: Case #2; a- Before the operation b- 2 years after the operation, recurrence

was detected at the previous lesion site
Discussion

COF is a small and usually asymptomatic tumoral forma-
tion. However, it has been reported that COF lesions reaching large
sizes may cause tooth displacement, nerve compression and par-
esthesia (16-19). In our cases, there was minimal expansion in the
first case and no expansion in the second case. There was no dis-
placement or paresthesia in the teeth. In the radiological examina-
tion, COF is radiolucent in the initial stage and it can be observed
as mixed and radiopaque in advanced stages due to increased cal-
cification. Radiographically, COF has sclerotic and smooth bor-
ders (20). The radiographic pattern of COF has been described by
various researchers in the literature. Waldron and Giansanti stated
that COF cases were observed as 63% radiolucent lesions with ra-
diopaque foci, 26% radiolucent lesions and 12% diffuse and homo-
geneous lesions (21).

Titinchi et al. conducted a retrospective study and found
that approximately 49.2% of COF lesions were radiopaque, 34.9%
mixed radiolucent-radiopaque and 15.9% were radiolucent. Also,
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84.1% of the lesions were reported as unilocular and 15.9% of them
were multilocular on panoramic radiographs. In addition, multi-
locular radiolucency was observed in the posterior mandibula in
all cases (22). Barberi et al. categorized the radiographic pattern
of COF as a prominent lesion without a sclerotic border (40%), a
prominent lesion with a sclerotic border (45%) and a lesion with
indistinct borders (15%) (23). In our study, the first case was radio-
lucent with smooth borders and minimally expanded in the buccal
and lingual directions, while the second case showed a mixed and
regular border.
Differential diagnosis of COF include pathological formations
such as central giant cell granuloma, adenomatoid odontogenic tu-
mor, fibrous dysplasia and calcified epithelial odontogenic tumor.
Fibrous dysplasia is not well-circumscribed and gives a ground-
glass appearance on radiographs. Calcified epithelial odontogenic
tumor and adenomatoid odontogenic tumor cannot be exactly dif-
ferentiated from COF radiologically, but can be distinguished by
histological examinations. Central giant cell granuloma is usually
seen in younger patients (24). Before a definitive diagnosis can be
made; clinical, radiological and histological evaluations should be
evaluated as a whole.
Although the surgical approach is controversial in asymptomatic
COF cases, enucleation and resection are usually performed (15).
Enucleation by curettage is the first choice for small lesions; sur-
gical resection and reconstructive surgery are preferred for larger
lesions (1). Radiotherapy has been confirmed to be ineffective and
contraindicated due to its inductive effect for malignant transfor-
mation (14). In our first case, surgical procedure was performed
with the suspicion of cyst. In the second case, surgical procedure
was the treatment of choice.

It has been reported that the recurrence rate in COF is
12% and the recurrence rate is higher especially in younger pa-
tients. Since the tumor growth is easier in the maxillary region than
in the mandible, it has been determined that the recurrence is more
common in maxillary cases (18). In our second case, although the
patient was middle-aged and the related tumor formation was in
the mandible, recurrence was detected two years later.

Conclusion

COF should be suspected in any lesion originating from
the mandible or maxilla showing varying amounts of fibrous and
osteoid tissue. In the diagnosis and treatment planning of COEF, the
importance of detecting the lesion at an early stage by performing
radiological, clinical and histopathological examinations should
be explained to the patients and the necessity of routine periodic
controls should be stated to prevent recurrence or future complica-
tions after treatment.
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