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Odontogenic fibroma in a six-year old child presenting as trismus
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Abstract:
Odontogenic fibroma is a rare tumour of odontogenic mesenchymal origin, which accounts for only
0.1% of all odontogenic tumours and can be seen either in maxilla or mandible. Though it is seen in
second and third decade of life, cases have been reported in the age range of 5-80 years. Trismus is a
rare clinical presentation of this tumour. As there is seldom any malignant change or recurrence, the
treatment of choice is surgical enucleation. Here, we present a case of odontogenic fibroma in a 6year old child, who presented with trismus as a chief complaint.
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Introduction:
Odontogenic fibroma is a rare benign
odontogenic tumour which is derived from
mesenchymal tissue. It is one of the most
ill-defined and least understood of all
odontogenic tumours.1 It accounts for
around 0.1% of all odontogenic tumours.2
It presents as an asymptomatic swelling
causing cortical plate expansion in maxilla
or the mandible 3-11 and is evenly seen in
either of jaws. 8,12 The usual presentation
in the mandible is in the molar ramus
region, whereas in the maxilla it is seen in
the anterior region. 4,8,13 The lesion is
derived
from
the
mesenchymal
odontogenic tissue.4,6,8,13-15 It presents
radiologically as a uni or a multi-locular
radiolucency with well defined borders
and in rare cases, it presents as mixed
radiolucent and radioopaque features with
undefined borders.8,13 Root resorption and
displacement of teeth are rarely seen in
this lesion.4,16 Odontogenic fibroma has no
tendency
to
undergo
malignant
transformation and responds well for
surgical enucleation.3,7 Any tumour seen in
the region of the coronoid process may
present with trismus and may need
coronoidectomy to achieve optimal mouth
opening apart from complete enucleation

of the tumour. We present a case of
odontogenic fibroma of left ramus region
presenting predominantly with trismus.
Case report:
A 6-year old male patient reported to us
with a complaint of inability to open the
mouth widely since 2 years. There was no
history of trauma or forceps delivery. The
patient gives history of pain on the left
side of the lower jaw on attempting wide
opening. On examination, the mouth
opening was 11 mm with restricted lateral
jaw movement. The condylar movements
were palpable on both the planes. Intraorally, tenderness and mild cortical
expansion was noted on the lateral ramus
region on the left side. No other relevant
dental
findings
were
seen.
Orthopantomogram showed an ill-defined
radiolucency extending from the follicular
space of lower left second molar tooth bud
upto the coronoid process (Figure I). The
condylar and coronoid processes appeared
normal. Contrast enhanced computed
tomogram showed a well marginated
osteolytic lesion involving the left
mandibular ramus adjacent to the tooth
bud of 2nd molar measuring 1.5cm x 2 cm.
Cortical discontinuity was noted on the
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lingual side, all features suggestive of a
cystic lesion (Figure II, Figure III) The
condyles, coronoid and the temporomandibular joints were normal.
A tentative diagnosis of odontogenic cyst
or tumour was established and owing to
the age of the patient and size of the
lesion, an excisional biopsy was planned
along with a coronoidectomy to improve
the mouth opening if required.
Intra-operatively, after muscle relaxation
for general anaesthesia, there was no
significant improvement in mouth
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opening. Enucleation of the lesion was
done along with removal of the unerupted
tooth bud of the lower second molar.
During enucleation, the lingual cortex was
seen to be eroded. The bony bed was
subjected to peripheral ostectomy and
treated with freshly prepared Cornoy’s
solution. Coronoidectomy of the left side
was performed to achieve a 33 mm mouth
opening.
The patient recovered
uneventfully and was on jaw opening
physiotherapy for the next few months.

Figure I: Orthopantomogram showing multi-locular radiolucency in the left ramus of mandible

Figure II: CT showing perforation of lingual cortex
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Figure III: 3D reconstruction showing thinning of buccal cortex in the ramus

Figure IV: H&E 40X high power photomicrograph showing highly cellular lesion in a
fibrous stroma

The specimen was subjected to
histopathology
examination
which
revealed a fibrous connective tissue stroma
comprising of mature collagen fibres
interspersed with many spindle shaped
plump fibroblasts with few osteoid areas.
All these features were suggestive of
odontogenic fibroma (Figure IV).

Discussion:
Odontogenic fibroma is seen usually in the
2nd and 3rd decades of life, though rarely
cases have been reported from age 5 to 80
years.17 In our case, age of the patient was
6 years. The majority of reported cases of
odontogenic fibroma are seen in females18,
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whereas in our case it was seen in a male
patient. Odontogenic fibroma presents as a
radiolucent image usually unilocular with
well defined borders whereas in our case
the borders were ill defined as seen in few
reports.19,20 Though odontogenic fibroma
is commonly seen in ramus, trismus as a
presenting symptom is very rare and in our
case the restricted mouth opening persisted
even after induction of muscle relaxants
for general anaesthesia and even after
enucleation of the tumour and hence an
intra-oral coronoidectomy helped in
restoring the normal mouth opening. The
histopathology of the coronoid process and
the temporalis muscle attached to it
suggested of muscle atrophy which was
very much similar to a case series
reported, wherein coronoidectomy was
done for extra-articular trismus of
unknown cause.21
Odontogenic fibroma is best treated with
enucleation as it has no tendency to
undergo malignant transformation3,7 and
recurrence is not common19 and same was
done in our case wherein we throroughly
enucleated the tumour, followed by
curettage and peripheral ostectomy and the
bony bed was treated with Cornoy’s
solution. The patient is under follow-up for
1 year with no signs of recurrence and a
good mouth opening is maintained.

References:
1. Hammer JE, Gamble JW, Gallegos GJ.
Odontogenic fibroma: Report of two cases.
Oral Surg Oral Med Oral Pathol 1966; 21:1139;
https://doi.org/10.1016/00304220(66)90022-3
2. Daskala I, Kalyvas D, Kolokoudias M,
Vlachodimitropoulos D and Alexandridis C.
Central odontogenic fibroma of the mandible:
a case report. J Oral Sci 2009; 51(3): 457-461;
https://doi.org/10.2334/josnusd.51.457
3. Daniels JS. Central odontogenic fibroma of
mandible: a case report and review of the
literature. Oral Surg Oral Med Oral Pathol
Oral Radiol Endod 2004; 98: 295-300;
https://doi.org/10.1016/S1079210404000848
4. Covani U, Crespi R, Perrini N, Barone A.
Central odontogenic fibrom: a case report.

www.jimd.in
Med Oral Pathol Oral Cir Bucal 2005; 10
Suppl2: E154-7.
5. Dunlap CL. Odontogenic fibroma. Semin
Diagn Pathol 1999; 16: 293-296.
6. Rebai-Chabchoub N, Marbaix E, Iriarte
Ortabe JI, Reychler H. Central Odontogenic
Fibroma. Rev Stomatol Chir Maxillofac 1993;
94: 271-275.
7. Huey MW, Bramwell JD, Hutter JW,
Kratochvil FJ. Central Odontogenic fibroma
mimicking a lesion of endodontic origin. J
Endod
1995;
21:
625-627;
https://doi.org/10.1016/S0099-2399(06)811179
8. Kaffe I, Buchner A. Radiologic features of
central odontogenic fibroma. Oral Surg Oral
Med Oral Pathol 1994; 78: 811-818;
https://doi.org/10.1016/0030-4220(94)90101-5
9. Watt-Smith SR, Ell-Labban NG, Tinkler
SM. Central odontogenic fibroma. Int J Oral
Maxillofac
Surg
1988;
17:
87-91;
https://doi.org/10.1016/S0901-5027(88)801565
10. Wesly RK, Wysocki GP, Mintz SM. The
central odontogenic fibroma: Clinical and
morphologic studies. Oral Surg Oral Med
Oral
Pathol
1975;
40:
235-245;
https://doi.org/10.1016/0030-4220(75)90155-3
11. Ikeshima A, Utsunomiya T. Case report of
intra-osseous fibroma: a study on odontogenic
and desmoplastic fibromas with a review of
the literature. J Oral Sci 2005; 47: 149-157;
https://doi.org/10.2334/josnusd.47.149
12. Ramer M, Buonocore P, Krost B. Central
odontogenic fibroma- report of a case and
review of the literature. Periodontal Clin
Investig 2002; 24: 27-30.
13. Raubenheimer EJ, Noffke CE. Central
odontogenic fibroma-like tumors, hypodontia
and enamel dysplasia: review of the literature
and report of a case. Oral Surg Oral Med Oral
Pathol Oral Radiol Endod 2002; 94: 74-77;
https://doi.org/10.1067/moe.2002.124862
14. Jones GM. Eveson JW, Shepherd JP.
Central odontogenic fibroma. A report of two
controversial cases illustrating diagnostic
dilemmas. Br J Oral Maxillofac Surg 1989;
27: 406-411; https://doi.org/10.1016/02664356(89)90081-8
15. Gardner DG. The peripheral odontogenic
fibroma: an attempt at clarification. Oral Surg
Oral Med Oral Pathol 1982; 54: 40-48;
https://doi.org/10.1016/0030-4220(82)90415-7

40
Journal of International Medicine and Dentistry 2017; 4(1): 37-41

Santhosh Kumaran et al: Odontogenic fibroma

www.jimd.in

fibroma: Retrospective study of 8 clinical
16. Cercadillo-Ibarguren I, Berini-Aytés L,
cases. Med Oral Patol Oral Cir Bucal 2012;
Marco-Molina V, Gay-Escoda C. Locally
17(1):
e50-e55;
aggressive central odontogenic fibroma
associated to an inflammatory cyst: a clinical
https://doi.org/10.4317/medoral.17129
histological and immunohistochemical study.
20. Anbiaee N, Ebrahimnejad H, Sanaei A.
J Oral Pathol Med 2006; 35: 513-516;
Central odontogenic fibroma(simple type) in a
https://doi.org/10.1111/j.1600four- year old boy: atypical cone-beam
0714.2006.00416.x
computed tomographic appearance with
17. Beuno S, Berini L, Gay C. Central
perisoteal reaction. Imaging Sci Dent 2015;
odontogenic fibroma: a review of the literature
45:
109-15;
and report of a new case. Med Oral 1999; 4:
https://doi.org/10.5624/isd.2015.45.2.109
422-434.
21. Lehman H, Fleissig Y, Abid-el-raziq D,
18. Buchner A, Merrell PW, Carpenter WM.
Nitzan DW.
Limited mouth opening of
unknown cause cured by diagnostic
Relative frequency of central odontogenic
coronoidectomy: a new clinical entity? Br. J
tumors: a study of 1088 cases from Northern
California and comparison to studies from
Oral Maxillofac Surg 2015; 53: 230-234;
other parts of the world. J Oral Maxillofac
https://doi.org/10.1016/j.bjoms.2014.11.016
Surg
2006;
64:
1343-52;
https://doi.org/10.1016/j.joms.2006.05.019
19. Hrichi R, Gargallo-Albiol J, Berini Aytés
L, Gay-Escoda C.
Central odontogenic
******************************************************************************
Conflict of interests: None declared
Date of submission: 24-09-2016
Source of funding: Nil
Date of acceptance: 20-04-2017

Authors details:
1. Corresponding author: Reader, Department of Oral and Maxillofacial Surgery,
Farooqia Dental College and Hospital, Umar Khayam Road, Tilaknagar, Mysore570021, Karnataka, India; E-mail: santoshkumaran.surgeon@gmail.com
2. Professor, Department of Oral and Maxillofacial Surgery, Farooqia Dental college
and Hospital, Umar Khayam Road, Tilaknagar, Mysore-570 021
3. Professor, Department of Oral and Maxillofacial Surgery, Farooqia Dental College
and Hospital, Umar Khayam Road, Tilaknagar, Mysore-570 021
4. Senior Lecturer, Department of Oral and Maxillofacial Surgery, Farooqia Dental
College and Hospital, Umar Khayam Road,Tilaknagar, Mysore-570 021
5. M.D.S. Post-graduate student, Department of Oral and Maxillofacial Surgery,
Farooqia Dental College and Hospital, Umar Khayam Road, Tilaknagar, Mysore570 021
6. Assistant Professor, Department of Dentistry, Koppal Institute of Medical
Sciences, Koppal-583 231, Karnataka, India

41
Journal of International Medicine and Dentistry 2017; 4(1): 37-41

