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Abstract
Objective: The central odontogenic fibroma is an extremely rare neoplasm found in 0.1% of all odontogenic tumors.
Mosqueda-Taylor et al, described 92 cases in the literature until 2011.
Study desing: 15 years old female, with increased volume in the right mandibular body region. The histopathological result
a central odontogenic fibroma. The patient underwent enucleation and curettage, we applied liquid nitrogen on the surgical
bed and cadaveric cancellous bone with platelel-rich plasma in the deffect secondary to the procedure. Using the search engines EBSCO and SCOPUS, all reports with histopathological confirmation of central odontogenic fibroma were included.
Results: No recurrence in our case was reported after twelve months follow-up. We found 121 reported cases in the english
literature including ours.
Conclusion: It is an extremely rare tumor. The use of liquid nitrogen, lyophilized bone and platelet-rich plasma as adjuvants methods to lower the reported recurrence and accelerate the bone healing process are feasible.

Introduction
The central odontogenic fibroma (COF) is an extremely rare
benign neoplasm of intraosseous or central presentation found
in only 0.1% of all odontogenic tumors [1, 2]. It is considered
histologically among the odontogenic tumors of mesenchymal
tissue, with or without formation of odontogenic epithelium [1].
The World Health Organization (WHO) defines it as a benign
proliferation of ectomesenchyme fibroblastic tissue characterized
by a variable number of apparently inactive odontogenic
epithelium [3]. There are two distinct histological types; 1. Simple
COF, which presents as a poorly cellular and myxoid fibroblastic
neoplasia without odontogenic epithelial component. 2. WHO or
complex COF, with abundant odontogenic epithelium cell with
foci of calcification [4].
Radiologically, the COF tends to be a well-defined lesion, radio
lucid, uni or multilocular. In rare cases it can present as a mixed

radio lucid lesion and present radiopaque characteristics with
poorly defined borders [5-7].
Clinically, it presents as an asymptomatic slow-growing tumor,
which in many cases remain undetected until the appearance of
edema. It presents more frequently in females in a range of 2.8:1.
They appear in both the maxilla and mandible (55% and 45%
respectively). (2.4) In the maxilla it tends to include the anterior
area, while in the jaw it presents most often in the molar and
premolar region [2].
Mosqueda-Taylor et al, described 92 cases in the literature until
2011 [9] from that starting point, we decided to make a collection
of the cases reported in the English-language literature, to
know the current number of reported cases. We present the
management of this rare entity, with a conservative surgical
management, focused on early bone regeneration and use of
adyuvant to minimize local recurrence.
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cadaveric cancellous bone was placed followed by application of
platelet-rich plasma to fill the defect (Figure 8), proceding to seal
the oral mucosa with absorbable suture.

Case Report
Female of 15 years old, who perceived increased volume
in the right mandibular body region, four months after its
appearance she was sent to our department. The lesion increases
progressively to a clear distortion of the right mandibular body,
being asymptomatic (Figure 1). In the physical examination, we
observed increased intra oral volume at level of the first and
second inferior right molars, without tenderness (Figure 2). In the
orthopantomography a lesion, with regular borders, unilocular,
radio lucid, with proximity to the lower right third unerupted
molar, is observed; it also shifts medially adjacent teeth to the
lesion (Figure 3). The facial computerized axial tomography scan,
demonstrates a well-defined lesion, with regular borders, confined
to the right mandibular body, causing bicortical expansion, being
close to the right lower third molar unerupted (Figure 4).
The patient was scheduled for enucleation and curettage of
the lesion. The procedure was performed through a vestibular
incision of 5cm over the right mandibular body, periosteum and
oral corticotomy was done, allowing full exposure of the lesion
and unenrupted molar (Figure 5). A complete enucleation of the
lesion was achieved and we performed curettage and complete
extraction of the third unerupted molar (Figura 6). Liquid nitrogen
on the surgical bed was applied, ensuring not to injure the alveolar
nerve which was protected by gel foam (Figure 7). Afterwards

In the microscopic review with conventional hematoxylin-eosin
was identified a mesenchymal lesion with a growth pattern in
solid mantles comprised of acellular eosinophilic material with
focal and isolated odontogenic epithelium with cores which
retain their polarity, without nucleoli, mitosis, cytologic atypia
or calcifications. These characteristics corresponding to a simple
type injury according to the WHO classification. (Figura 9).
Twelve months after the surgical procedure the extra oral
mandibular right bulking shows no progression (Figure 10).
The post operative control was carried out with clinical and
radiographic examination. In the intra oral examination the
surgical scar showed no evidence of recurrence of injury at
this level. In the control orthopantomography no recurrence is
observed, with obvious bone regeneration (Figure 11).

Discussion
The central odontogenic fibroma is one of the rarest and least
understood odontogenic neoplasms, according to the literature
corresponds to only 0.1% of all odontogenic tumors [1, 2]. In the
literature few cases have been reported. The last review in 2011
by Mosqueda-Taylor et al [9], described 92 cases worldwide. Using

Figure 1. Extra oral photograph, evident volume expansion in the right mandibular region.

Figure 2. Intra oral photograph, evident volume expansion in the right mandibular region.

Fitgure 3. Orthopantomography, lesion located at the level of the right mandibular region, regular borders, unilocular, radiolucide, with proximity to the third right lower molar unerupted.
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Figure 4. CT scan; A well-defined lesion, with regular borders, confined to the right mandibular body, causing bicortical
expansion, close to the right lower third molar unerupted.

Figure 5. Anterior mandibular corticotomy, allowed full exposure of the lesion and unenrupted molar.

Figure 6. A complete enucleation and curettage of the lesion was achieved along with extraction of the third unerupted
molar.

Figure 7. Liquid nitrogen on the surgical bed was applied, ensuring not to injure the alveolar nerve.

Figure 8. Cadaveric cancellous bone was placed followed by application of platelet-rich plasma to fill the defect .

Figure 9. 10x hematoxylin-eosin staining, odontogenic tissue is observed in the central part with pesudo glandular formation, immersed in abundant acellular eosinophilic hyaline tissue
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Figure 10. Twelve months after the surgical procedure the extra oral mandibular right bulking shows no progression.

Figure 11. Bone regeneration is present, without signs of recurrence after twelve months.

the search engines EBSCO and SCOPUS, all the case reports with
histopathological confirmation of central odontogenic fibroma
were identified and included. We found 121 reported cases in the
english-speaking language in the world literature including ours.
[2, 8, 9, 10-28]
Being an extremely rare entity it does not have clinical treatment
guidelines, so it is essential to take into account the experience
reported in the literature, as well as their success.
In the series of 92 cases reported by Taylor et al, aproximately
55% involved the mandible, the range age reported by Taylor et
al is from 4 to 80 years and most cases are diagnosed during the
second to fourth decades of life. The reported incidence of an
unerupted tooth is 27% [9].
The revision made by Ramet et al., [3], show a predilection for
female sex in a 69%, while the incidence in our revision shows a
predilection for male sex in a 62% (18 of 29 patients).
The first authors who reported curettage as first-line treatment
were Dunlap and Barker, who presented two cases of maxillary
odontogenic fibroma treated by this method with a follow-up of
9 and 10 years without evidence of recurrence [29].
There is no a revision for the time of follow-up after treatment
for this tumor. Therefore, we decided to made a revision on this
topic. Out of the 29 patients, 23 were treated by enucleation
and curettage (2 were treated the same way, but did not have a
follow-up information) with a mean follow up of 20.73 months
without any evidence of recurrence; 2 were treated by segmentary
resection with a mean follow-up of 18 months, without evidence
of recurrence; and 2 were treated by resection in bloc, without
evidence of recurrence. The primary treatment is enucleation and
curettage which has proved to be an effective treatment with no
evidence of recurrence in a medium term [1-22, 24-28].

In our attempt to reduce the low risk of recurrence, the use of
liquid nitrogen (NL) has been described for treatment of some
bone tumors. The NL causes the formation of intracellular ice
crystals, resulting in a membrane disruption and consequently
induce cell necrosis. It has been proven effective as an adjuvant
action in curettage for a variety of benign and malignant bone
tumors of low grade, which is why we decided to use it in this
procedure [30].
The effect caused by the tumor enucleation and curettage, entails
a normal course of bone regeneration, there is no experience
reported on the use of lyophilized bone in these type of tumors;
however, there is a report by Bahadir et al, in which mentions its
use to rebuild the cavity caused by the complete enucleation of
odontogenic giant cystic lesions in 17 patients. Bone regeneration
with lyophilized bone showed strong acumulative effect with a
faster bone healing process [31]. This effect was shown in the
orthopantomography control three months after surgery, in
which an accelerated bone healing process was demonstrated.
Platelet rich plasma is a concentration of platelets in blood
plasma, its active form contains derived growth factor containing
platelets (PDGF), Factor-β (TGF-β) Vascular Endothelial
Growth factor (VEGF), the growth factor epidermal (EGF),
fibroblast growth factor (FGF), and a number of macrophages
and monocytes mediators of a variety of cytokines capable of
mediating inflammation. The use of this therapy has regenerative
advantages in bone healing accelerating the process [32], for this
reason we decided the application of platelet rich plasma in the
cavity secondary to complete enucleation of the lesion, together
with with lyophilized bone.
All these adjuvant treatments theoretically promotes a lower risk
of recurrence and faster bone healing.
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Conclusion
The Central Odontogenic Fibroma is an extremely rare tumor;
only 121 cases are reported worldwide in the English literature.
Surgical treatment of first instance should be conservative with
complete enucleation and curettage of the surgical bed. The
use of liquid nitrogen can be an effective adyuvant to prevent
recurrence of the lesion. In our experience lyophilized bone in
conjunction with platelet-rich plasma is feasible to accelerate the
process of bone healing.
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