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RESUMEN

Presentamos €l caso clinico de una mujer con un fibroma ce-
mento-osificante gigante dependiente de la encia mandibular
de 20 afios de evolucion. El fibroma cemento-osificante es un
tumor poco frecuente, clasificado dentro de las lesiones
fibroGseas. Aparece generalmente en hueso y en raras ocasio-
nes afectaatejidos gingival es, como ocurre en nuestro caso. Es
una neoplasia de crecimiento lento y bien delimitada, lo quele
confiere un caracter benigno. Con los hallazgos histol 6gicos es
dificil diferenciar el fibroma cemento-osificante de otras|esio-
nes tales como el osteoblastoma, €l osteosarcoma de bajo gra-
do y particularmente de la displasia fibrosa. Para abtener un
diagndstico preciso es fundamental guiarnos ademés por lain-
formacion clinicay radiolégicay asi llevar a cabo un trata-
miento oportuno, que condicione un prondstico excelente.

Palabras clave: Fibroma cemento-osificante, lesion fibrodsea,
encia.

INTRODUCCION

Las lesiones benignas fibrodseas maxilares presentan proble-
mas de diagnostico y clasificacion. Laclasificacién delaOMS
de 1992 agrupd bajo € nombre de fibroma cemento-osificante
ados variantes histol 6gicas (fibroma cementificante y fibroma
osificante) que podian ser clinica y radiol 6gicamente
indistinguibles (1).

El fibroma cemento-osificante esunalesion relativamenterara,
consideradacomo un tumor osteogéni co (no odontogénico), con
variedad expresiva. Se define como unalesion bien delimitada
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y ocasionalmente encapsulada formada por teido conectivo, que
contiene una cantidad variable de tgjido mineralizado que recuerda
ahueso (fibroma osficante), acemento (fibromacementado) o una
mezcla de ambos (2,3).

Suelen seguir un curso clinico silente, excepto losque acontecen en
la encia que se presentan como una masa gque va aumentando de
tamafio hasta producir en ocasiones una deformidad estéticafacid.
Para su diagndstico se requiere una correlacion clinica,
radiol 6gica e histol6gica (1).

CASO CLINICO

Paciente mujer de 67 afios de edad que fue remitida por su
médico de cabecera a nuestra consulta por presentar una
tumoracién oral de 20 afios de evolucion. La lesion era
asintomética y habia crecido en € Ultimo afio, produciéndole
unadeformidad estéticafacia e interfiriéndole la masticacion.
Como antecedente personal cabia destacar histerectomiamés
doble anisectomia hacia 10 afios. No referia hébito tabaquico,
ni consumo de alcohol.

En la exploracion fisica se constataba asimetria facia. En e
examen intraoral se apreciaba una tumoracion pediculada en
cresta gingival mandibular izquierda correspondiente al espa-
cio edéntulo de 37, de 6-8 cm de didmetro, bien delimitada,
parcial mente cubierta por una mucosa de coloracién blanque-
cinay de consistencia duro-el stica. Ademés presentaba movi-
lidad por desplazamiento de 35, 36y 38y restosradiculares de
25,26y 27. Laexploracion cervical eranegativa.

El examen radiolégico con ortopantomografia ponia de mani-
fiesto el desplazamiento dentario y losrestosradicul ares citados.
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Bgo d diagnastico de presuncidn de fibroma cemento-osficante, la
pacientefueintervenidaquirirgicamente bgo anestesagenerd redi-
zandose extirpacion delatumoracion, legrado ddl lecho Gseo y avul-
s6nde35, 36,38y restosradiculares maxilares.

Laevolucion fue satisfactoriay tras 9 meses de seguimiento la
paciente se encuentra asintomatica y sin evidencia de signos
fisicos, ni radioldgicos de recidiva.

DISCUSION

El examen microscépico reveld unalesion benigna fibrodsea,
compuestade espiculas 6seas y esférulas en un estromadeteji-
do fibroso. El componente més distintivo fuela presenciade
nichos de material 6seo parciamente calcificado, de pequefio
tamafio y con tendencia a anastomosarse entre si, sin presencia
de ribete osteobl &stico a su arededor.

El estroma fibroso consistia en una proliferacion de células
fusocel ulares dispuestas en haces arremolinados revestidas por
un epitelio escamoso poliestratificado no queratinizado super-
ficialmente ulcerado y con tegjido de granulacién e inflamacion
asociada. Laproliferacion descrita era escasamente celular, sin
atipia ni células de mitosis. La histologia correspondié a un
fibroma cemento-osificante de cavidad oral.

Las lesiones fibrodseas maxilares presentan un dilema en €
diagndstico y clasificacion para clinicos y patélogos, a pesar
de los avances en su comprension (2,4). Los conceptosy crite-
rios de las lesiones benignas fibrodseas se acufiaron en 1973
por Waldrom y Giasanti. Las dividian en varias categorias:
displasia fibrosa, lesiones reactivas ( displasia cementoGsea
periapical, displasiacementodseafocal y displasiacementobsea
florida) y neoplasias fibrooseas (2).

El fibroma cemento-osificante es considerado actual mente una
neoplasia fibroosea que desde la clasificacion de la OMS en
1992 se engloba dentro de los tumores no odontogénicos (2,3).
Este grupo de lesiones consiste en un espectro de procesos de-
rivados de células blasticas mesenquimales del ligamento
periodontal con potencial paraformar hueso, cemento y tejido
fibroso en combinacion (1,3).

Lamayor parte de estostumores surgen en la3*y 42 década, con
clara predileccion por e sexo femenino (1-5). Selocalizan fun-
damental mente en areas dentadas maxilares (2), sobretodo enla
region premolar-molar de la mandibula (70-80%) (1-5), aunque
pueden aparecer en rama ascendente a cierta distancia (2).
Sigue un curso lento de afios de evolucion, hecho que habla a
favor de benignidad.

Se presenta generalmente como una neoplasia intradsea, aun-
gue han sido descritos casos que afecta a tejidos blandos
gingivales(1,3). Lostumores seos ocurren masfrecuentemente
en lamandibula, seguido del maxilar, hueso zigomético, inclu-
so etmoidesy region premastoidea (1,2).

Asintomética en sus fases iniciales, se manifiesta en estadios
avanzados por un aumento localizado del volumen, indoloro,
gue ocas onal mente a canza grandes dimensi ones causando una
deformidad estéticay unaalteracién funcional (1-3). Esel caso
de nuestra paciente, en la que e gran tamafio de la neoplasia
provocaba unaasimetriaen su contorno facial, asi como el des-
plazamiento de varias piezas dentarias.
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Histol 6gicamente se describe un estroma de tgjido fibroso con
gran variabilidad celular. Las calcificaciones consisten en ma-
sas redondeadas o lobuladas basofilicas (cementum-like),
trabeculares osteoides u 6seas 0 una combinacion. Lo més fre-
cuente es que se encuentre unamezclade ambos. En el caso de
nuestra paciente predominaban |as cal cificaciones Gseas.

Es incierto s los focos de calcificaciones cementum-like re-
presentan verdaderamente cemento alveolar porgue encontra-
mos calcificaciones similares en otras lesiones fibrodseas del
esqueleto facial anatomicamente lgjanas alos maxilares (2).

El diagnostico diferencia incluye: displasiafibrosa, osteoma
osteoide, osteoblastoma, osteosarcoma de bajo grado, cemen-
to-blastoma, osteomielitis cronicay osteomielitis esclerosante
de Garré (1-5). La apariencia histol6gica de estas lesiones es
muchas veces dificil de distinguir con ladel fibroma cemento-
0seo, sobre todo la displasia fibrosa, por lo que € patol6go
debe guiarse por informacion laclinicay radiolégica (4).
Radiol égicamente el fibroma cemento-osificante presenta va-
rios patrones dependiendo del grado de mineralizacion de la
lesion. Se manifiestacomo unalesion unilocular bien delimita-
da, en cuyo interior podemos encontrar cantidades variablesde
material radiopaco. Ademés puede asociar reabsorcidn radicular
u ocasionar €l desplazamiento de raices vecinas (1-5).

El tratamiento es quirdrgico y consiste en la extirpacion de la
tumoracion asi como el legrado de su lecho 6seo. Destacamos
lapeculiaridad de que a ser relativamente hipovascular y estar
bien delimitada respecto del hueso vecino, se separa facilmen-
tedel mismo. Esta es una caracteristica fundamental que nos
ayudaadiferenciarladeladisplasiafibrosay que proporciona
unos resultados favorables (2,3).

El prondstico esexceentey larecurrenciaesmuy raras setrataade-
cuadamente(1-3). Nohasido publicado ninglin caso demdignizacion.
Paraconcluir, decir que existe un subtipo de fibromacemento-
osificante llamado “juvenil activo”, que se daen nifios entre 5
y 15 afios. Afecta predominantemente al maxilar superior, pre-
sentarapido crecimiento y tiene tendenciaaerosionar €l hueso
circundante. Sus caracteristicas histoldgicas consisten en un
estroma célulovascular con variables cantidades de células gi-
gantesy escasa produccion de col&geno. El tratamiento consis-
te en la enucleacion y el curetaje, elevandose €l indice de
recurrencias debido alamaladelimitacion delalesion, asi como
asuinvasion local 6sea (2,3,6).
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ABSTRACT

We report a case of a woman presenting a giant cemento-
ossifying fibroma depending of the mandibular gingivae. The
evolution of the process was 20 years. Cemento-ossifying
fibromais arelatively rare tumour classified between fibro-
osseous lesions. This lesion appears within the bone athough
in some occasions it involves the gingivae soft tissues, as the
casewe present. It isaslow-growing and well-defined tumorous
lesion, because of this, it is considered as abenign lesion. The
histologic findings alone may be similar to other pathologies
such as osteobl astoma, low-grade osteosarcomaand particularly
to fibrous dysplasia. An accurate diagnosis requires careful
clinical, radiological and histological correlation in order to
make an optimal treatment and an excellent outcome.

Keywords: Camento-ossifying fibroma, fibro-osseouslesions, gingiva.

INTRODUCTION

Benign fibro-osseous lesions of the jaws present problems in
diagnosis and classification.

The 1992 WHO classification groups under asingle designation
( cemento-ossifying fibromas) two histologic types (cementying
fibroma and ossifying fibroma) that may be clinically and
radiographically undistinguishable(1).

Cemento-ossifying fibromais arelative rare lesion considered as
an osteogenic tumor (non odontogenic) with variable
expressiveness. Itisdefined asawell-demarcated and occasionally
encapsulated lesion consisting of fibrous tissue containing varia-
ble amounts of mineralized materia resembling bone (ossifying
fibroma), cementum (cementying fibroma) or both(2,3).

It usually follows a silent clinical course, except of those
affecting the gingivae which present as an enlarging mass that
progressively grow, finally producing afacial deformity.
Diagnosisrequirescareful clinical, radiological and histological
correlation (1).

CASE REPORT

A 67-year-old woman was referred to our clinic, presenting an
oral mass that had gradually enlarged for 20 years. The lesion
caused no pain and it had grown in the last year, causing afa
cia esthetical deformity and mastication difficulties. Medical
history included hysterectomy and double anexectomy. She
denied tobacco and alcohol use.

Physical examination showed facial asymmetry. Oral
examination revealed a pedicled mass on the left mandibular
gingiva, in the edentulous space corresponding to the second
molar. It wasa6-8 cm diameter, well demarcated, elastic mass,
partially covered by a white membrane. There was mobility
and severe displacement of the second premolar, first and third
molar and root fragments of the upper teeth. No adenopaties
were found on cervical exploration.

Dental panoramic radiographs showed dental displacement
and the mentioned root tips.
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Fig. 1. “Vision directa intraoral de tumoracion gigante: fibroma cemento-
osificante”
“Direct intraora picture of giant tumour: cemento-ossifying fibroma’

Fig. 2. “Deformidad estéticafacial producida por lalesion”
“Lesion causing facial esthetic deformity”

Fig. 3. “Estudio radiol 6gico con ortopantomografia: desplazamiento de 35, 36
y 38y restosradiculares de 25, 26 y 27"

“Dental panoramic radiograph: dental displacement of 35, 36 and 38 and root
tips of 25, 26 and 27"
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Under the probable diagnosis of cemento-ossifiyng fibroma,
surgical removal of the lesion was performed with the patient
under general anaesthesia. In addition, extraction of the mobile
teeth and roots and curettage of the underlying bone was
perfomed as well.

The recovery was uneventful and no recurrence was detected
clinicaly nor radiologically at 9-month follow-up.

DISCUSSION

The histology was that of a benign fibro-osseous proliferation
composed of bony spicules and espherules admixed with a
fibrous stroma. The most distinctive component was the
presence of mineralized or calcified “psammomatoid” bodies
or ossicles. The ossicles were small with a oval shape without
associated osteoblastic rimming. The fibrous stroma was
characterized by a spindle cells proliferation that shows a
storiform pattern. The lining by a no-keratinized stratified
squamous epitelium with overlying ulceration and the superfi-
cia partsof thelesion consisted of granulationtissue.Thelesion
was quite hypocellular with no citologycal atipiaand absent of
mitotic activity.The histology was consistent with cemento-
ossifying fibroma of the oral cavity.

Fibro-osseous lesions of the jaws continue to present problems
in diagnosis and classification to clinicians and pathologists,
despite the advances in our understanding of this entitie (2,4).
The basis on bening fibro-osseus lesions were established by
Wladrom and Giasanti in 1973. They made three main
categories: fibrousdysplasia, reactivelesions (periapial cemen-
to-osseus dysplasia, focal cemento-osseus dysplasiaand florid
cemento-osseus dysplasia) and fibro-osseus neoplasms (2).
COFisactually considered asafibro-osseus dysplasia, included
in the group of non odontogenic tumours since the 1992 WHO
classification (2,3).

It includes different pathologic entities arising from blastic
mesenchimal cells from the periodontal ligament. These cells
have potential capability to form bone, cementum and fibrous
tissue in combination (1,3).

Most of these tumours occur in the third and fourth decades of
life, with a predilection for women (1-5). They are commonly
located in dentolous maxillary areas (2), with ahigher incidence
on premolar-molar mandibular area (70-80%)(1-5), although
they might appear in ascending ramus of the mandible (2).

It hasadow clinical progression which conferesabening nature.
Thislesion appearswithin the bone although in some occasions
it involves the gingivae soft tissues (1,3). Bony tumours have
the highest incedence in mandible, followed by the maxilla,
zygoma and even the ethmoid bone and petromastoid region
1,2).

The clinical evolution of the tumour usually is as follows:
Initially asympthomatic, the tumour progressively grows, up
to a point in wich its size causes pain, as well as functiona
aterations and cosmetic deformities (1,3). This has been the
evolution of our patient, who presented an enlarged mass
producing facial assymetry and displacement of teeth.
Histologically itisdescribed asa fibroblastic connectivetissue
estromawith great cellular variability. The calcified structures
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consist on rounded or |obulated basophilic masses (cementum-
like), trabecual e of osteoid or bone or combination of the two,
wichisthe most frecuent presentation. In our case, the histology
showed bone calcified structures. Itisunknown if the cementum-
like calcifications are real aveolar cementum because similar
cacifications can be found in other fribro-osseus lesions of the
skull, placed far from the jaws (2).

Differential diagnosis includes fibrous dysplasia, osteoid
ostema, osteoblastoma, low grade osteosarcoma, cemento-
blastoma, chronic osteomyelitis and sclerosing osteomyelitis
of Garré (1-5). The histologic findings of these lesions are
sometimes difficult to distinguish from those seen in COF. In
the case of fibrous dysplasia, it is specialy difficult for the
pathologist to make a diagnosis. Clinical and radiologic
information becomes essentia (4).

Radiographically, COF may follow different patterns based on
the amount of mineralized tissue. It presents as a well-
demarcated unilocular lesion, that might have different degrees
of opacification inside. It can cause root resorption and teeth
displacement (1-5).

Treatment is surgical, consisting on resection of the lesion as
well asits osseusfloor, by curettage. Becausethislesionislow
vascularized and well circumscribed, its easily removed from
the surrounding bone. Thisis one of the main differences with
fibrous dysplasia (2,3).

Prognosis is excellent and recurrence is rare if it is correctly
managed (1-3). We have not found any case of malignant
transformation in the literature.

There is a type of COF called juvenile active, that is seen in
children and young people ranged between 5 and 15 years old.
It involves mainly upper maxilla, having arapid evolution and
atendency to erose surrounding bone. Histology consists on
celulo-vascular stromawith varying degrees of giant cells and
poor collagen production. Treatment consists on enucleation
and curettage. This type of COF has a higher recurrence rate
because of its poorer demarcation, and its higher rate of bone
infiltration (2,3,6).

BIBLIOGRAFIA/REFERENCES

1. Martin-Granizo R, Sanchez Cuéllar LA, Falahat F. Cemento-ossifying fibroma
of the upper gingivae. Otolaryngol Head Neck Surg 2000;122:775.

2. Waldrom CA. Fibro-osseus lesions of the Jaws. J Oral Maxillofac Surg
1993;51:828-35.

3. De Vicente Rodriguez JC, Gonzdlez Méndez S, Santamaria Zuazua J,
Rubiales B. Tumores no odontogénicos de los maxilares: clasificacion, clinica
y diagnostico. Med Oral 1997;1 2:83-93.

4. Sakuma T, Kawasski T, Watanabe K. Concurrent Cementifying and Ossifying
Fibromas of the Mandible: Report of acase. JOrd Maxillofac Surg 1998; 56:778-82.
5. ManganaroAM, Ragno JR, KarlisV. Mixed Radiolucent/Radiopaque L esion
of the Mandible 1997; J Oral Maxillofac Surg 1997;55:1456-9.

6. Leimola-Virtanen R, Vahétao K, Syrjanen S. Juvenile Active Ossifying
Fibroma of the Mandible: A Report of 2 cases. J Oral Maxillofac Surg 2001,
59:439-44,



