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TEPIAHWH: To ooteomoloUpevo fvwpa amotelel pia
Bpadéwg eEehioodpevn kahoriBn veomhacia, mou avr-
KEl OTO QAoPd TWV IVO-00TIKOV PAABWV Twv yWdbwv.
lotohoyikd, diakpivetal og a) veavikd dokidwdeg kar )
veaviké® PapPwPatndeg, To omoio agopd Kupiwg Toug
napappivioug kOAmoug Taldinv kar eprBwv amd 5 éwg
15 etv.

[Napoucoidletal pia omdvia mepfmwon veavikou Yay-
HOHATWOOUG OOTEOTIOIOUHEVOU IVOPATOG Ot dvdpd
aoBevry 30 etwyv, pe evtdmon otov KAAdo NG Kdtw
yvdbou apiotepd.

H avuipetwmon mepAdpBave pIgikr) XEIPOUPYIKY EKTO-
R Kal armokatdotaon tou eMEIUIATOS Pe OOTEOXOV-
Spivo autdhoyo pdoxeupa amd v 6n oUoToIXn TTAEU-
pda.

AEZEIY KAEIAIA: octeomoloUpevo vwpa veavikou
Yappwpatodoug tumou, afovikh Topoypaia KwVIKAG
béopng, ooteoxOvOpivo  autdhoyo TAEUPIKO  pO-
oxeupa, omvBnpoypdenua ootwy pe “Tc

SUMMARY: Ossifying fibroma (OS) represents a slow-
growing, benign neoplasm that belongs to the greater
group of fibro-osseous lesions. Based on its histological
features, ossifying fibroma is divided into: a) juvenile tra-
becular OS and b) juvenile psammomatoid OS which
affects mainly the paranasal sinuses of children and
teenagers aging from 5 to |5 years.

A rare case of juvenile psammomatoid ossifying fibro-
ma in a 30 vear old male patient located in the left
mandibular ramus is presented.

Treatment plan included radical surgical excision of the
lesion and restoration with autologous osteochondral
graft from the 6th rib of the ipsilateral side.

KEY WORDS: juvenile psammomatoid ossifying fibro-
ma, cone-beam computed tomography, costochondral
autologous graft, bone scintigraphy with *Tc
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EIZAITQrH

To ooteomoloUpevo vwpa avikel oTo eupUTEPO OUVO-
Ao TV IVO-00TIKWY SUCTIAdOIOV Kal TIEPIypd@peTal ou-
vABw¢ wq pia kuotikr eEepyaoia oapws mepIyeypap-
HEVN, aoupTwpatiky Kal Bpadéwg efehioodpevn
(Chang kai ouv. 2008). MNpooPdMer ouvBwg yuvaikeg
(avahoyia yuvaikaviavdpwy 2:1) otn Sedtepn pe tétap-
™ Oekaetia NG Cwrg Toug (Sarwar kar ouv. 2008).
Avdhoya [e Ta eMKpAToUvVta IoToAOYIKd XapakInpeIot-
K4 to ooteomoloUpevo fvwpa diakpivetal og veavikd
Sokidndeg kal og veavikd Pappwpatwdeg (Bames kai
ouv. 2005). To deltepo apopd kupiwg TMaidid kar eqr-
Poug amd 5 €wg 15 etwdv pe ouxvdtepn evtdmon ta
OOTEIVA TOIXWUATA TwV Tidpdppiviny koAmwy (Danie-
lides kar ouv. 2003, Hasselblatt kar ouv. 2005).
Mapouoidetal pia omdvia TePITWon OOTEOTTOIOUE-
VOU IVOHATOG VeavikoU Pappwpatwdous Timou, ot
avdpa nhikiag 30 etwv, pe evtdmon otov KAASo NG
Kdtw yvabou apiotepd.

MEPIFTPA®H MEPINTQXHZ

Avdpag 30 etwv mpoor\Oe ota E§wtepikd latpeia tou
TpAuatog amwpevog avwduvn, eupeyedn, otadiakd
au€avopevn Sidykwon TG dpioteprg Tapeids oto
Uog tou kKAGdou G kdtw yvdbou (Eik. I). H didykw-
on, otV apeixeipn Ynidenon, frav okAneng ovota-
ong, e oagn opia kar diaotdoeig Sx5x6 cm Tepimou.
O otopatkdg PAevvoydvog rtav aképaiog Xwpig
egpavry alMoiwon 1 oupiyyio. O acBevrc avépepe
epywon €aywyr] Tou owEEOVIOTPA TG Kdtw yvdbou
olotoixa, Tpo 8etiag. H e€aywyry tou dovtiou eixe
nipaypatornoinfel petd and Sidvoign Kar TTapoxETEUON
anmootuatog.

O aoBevrig uroPABnKe og MAYPN aTeIKOVIOTIKO EAey-
xo. H mavopapikr aktivoypagpia avédei€e pia exteta-
pévn ooteoAutiki BAGPRN, pe uoahidndn ameikdvion,
otov KAddo TG kdtw yvdBou apiotepd. H agovikn
Topoypagia oTAaxVIKoU KPaviou He AETTEG aGoVIKEG
Kal oPeNaleg topég amokdAupe pia Aertopepéotepn
elkdva NG 0oTeOAUTIKAG BAGPNG, n omoia mpokaAovoe
Aérrtuvon tou @AoloU Kar kataotpoer] tou ootou (Eik.
2). Opoiwg, n payvnukr topoypagia avédeie pia
eUpPEYEDN, TOAUXwpN, Kate€oxrv Kuotikr e&epyaaia
Slaotdoewv 54x4,8x6,7 cm, n ormola mepifdAovtav
and ootk KAYa Kal €pepe diappaypdua evidg autig.
Metd n xoprjynon mapapayvnukrig ouoiag mapatner-
Bnke Amog mepipepikdg epmoutiopds (Eik. 3).
AxoholBnoe Pioyia g PAGBNG umd tomikr avaiobnoia
kal evOOOTONATIKY TIPOOTTEAAT), KATd TNV OTIoIa avayvw-
piotnkav tepdxia vadoug ouvdeTikol 10ToU He SIATONES
ayyeiwv Kar velpwy, xwpi¢ embnAiakr) kdAuyn. 2toixeia
kakor|Beiag Sev Bpébnkav ald dev katéotn e@ikt N
IoToAoyIKr) TauTomoinon TG KUOTIKAG e&epyaoiag.

Bakaoidng A. kai ouv./Valasidis A. et al.

INTRODUCTION

Ossifying fibroma (OS) falls under the broader catego-
ry of fibro-osseous dysplasias and is typically described
as a well-defined, asymptomatic and slow-growing cys-
tic lesion (Chang et al. 2008). It usually affects women
(female-to-male ratio 2:1) in their second to fourth
decade of life (Sarwar et al. 2008). On the basis of its
histological features, ossifying fibroma is divided into: a)
juvenile trabecular OS and b) juvenile psammomatoid
OS (Barnes et al. 2005). The latter affects mainly the
paranasal sinuses of children and teenagers aged
between 5 and |5 years old (Danielides et al. 2003,
Hasselblatt et al. 2005).

A rare case of juvenile psammomatoid ossifying fibro-
ma in the left mandibular ramus of a 30 year-old male
patient is presented.

CASE REPORT

A 30-year-old man presented to the outpatient depart-
ment of our clinic with a painless, large and gradually
growing swelling of the left cheek, at the level of the
mandibular ramus (Fig. ). Upon bimanual palpation,
the swelling was hard and well-defined, approximately
5x5x6 cm in size. The oral mucosa was intact, with no
evidence of lesion or fistula. The patient reported a dif-
ficult extraction of the ipsilateral mandibular third
molar, 8 years earlier. The tooth had been removed
after incision and drainage of an abscess.

The patient underwent complete imaging examination.
The panoramic x-ray revealed an extensive vesicular
osteolytic lesion on the left mandibular ramus. Thin-
section axial and coronal visceral skull CT revealed a
more detailed picture of the osteolytic lesion, which
had led to cortical thinning and bone destruction (Fig.
2). Similarly, MRI indicated a large multi-loculated and
mostly cystic lesion, 5.4x4.8x6.7 cm in size, which was

\ S St [
Eik. I: Khivikrj eikdva tou aoBevolc katd tnv mpooéheuor] Tou ota
E€wtepikd latpeia tou Tprpatog.
Fig. I: The patient's clinical image upon first examination.

Apxeia EMnvikig 2topatikrig & M'vaBompoowrikig Xeipoupyikic/
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Akoloubnoe véa Piogia und yevik avaiobnoia kai
EUPUTEPN £VOOOTONATIKY TIPOOTTEAAON, KATd tnv oroia
eNjpOnoav moMarAd 1ototepdxia and  diapopetikd
onueia g PAABNG. MpayuatomoiBnke MwPATIoPOS
NG KOIANSTNTAG pe 1wdopoppioUxo yala kai emouAwon
Tou TPauuatog katd B okomd. H  peteyxeipnukn
mopeia tou acBevoug rftav opahy. To mépiopa g
Seltepnc 1otoraboloyikig e&gtaong €Beoe ) didyvw-
O TOU OOTEOTTOIOUHEVOU IVWIPATOG Kal akoAoUbwg, o
aoBevrig MPOYPAPHaTIoTNKe yIa pia PIGIKY XEIPOUPYIKY
QVTIPETQTTION.

Mpoeyxeipnuikd, {ntribnke ayyeloypagia ng apiote-
PG Kapwtidag yia va eheyxBel n ayyeiwon tng ooteo-
ATIKAG PAABNG kal n mBavdtnta egBohiopol tou Tpo-
@opdpou ayyeiou (Eik. 4). Katd tov ayyeioypagikd
Eheyxo Kal Tov UTEPEKAeKTIKO  KaBetnpiaoud tng
oUoToIXNG YAWOOIKAG Kal TIPOOWTTIKAG aptneiag diar-
otOnke 6T n PAAPN Sev mapouoiale onuaveikr ayyel-
oPpiBeia kar éu o TPoPoPdPog KAASOS TG rTtav n
mpoowriky aptneia. O oxediaopdg TG XEIPOUPYIKAG
emépBaong mepleAduPBave v eKTopr Tou OYKoU e
nuiyvaBektour) apiotepd Kar Amokatdotacn Tou
eMEIUPATOG Pe 0OTEOXOVOPIVO autopdoxeupa and
v 6n mMeupd, ouotoixa.

2TOV TIPWTO XEIPOUPYIKO XPOVO TIAPAOKEUOTNKE TO
oWpa kal o kKAadog e kdtw yvdbou apiotepd pe eEw-
otopatkry mpooméhaon (Eik. 5). Akohoubnoe extour
TOU TIPOTIAPAOKEUAOBEVTOG THAHAtog NG yvdbou pe
diatrjpnon tou olotoixou kovouhou Kkar Siapopewdn-
ke TTAdka ooteooUvBeong 2,7 mm, Bdoel tng omoiag Oa
arnokabioTavto N avatopikr OUVEXEIQ TOU EMEINPATOG.
Algyxeipnuikd, 1o agaipebév ootikd Tapaokelaopa

surrounded by a septa-containing bone capsule. After
paramagnetic agents were administered, a mild periph-
eral enhancement was observed (Fig. 3).

Under local anesthesia and via an intraoral approach a
biopsy was taken. The histopathological examination
revealed segments of fibrous connective tissue with
intersecting vessels and nerves and no epithelial lining.
No elements of malignancy were identified; however
histological identification of the cystic lesion was not
possible.

A new biopsy was then performed under general anes-
thesia and via a wider intraoral approach, whereby mul-
tiple bone segments were obtained from different parts
of the lesion.

The cavity was packed with an iodoform impregnated
gauze dressing and the wound was left to heal by sec-
ondary intention. The patient’s postoperative course
was uneventful. The findings of the second histopatho-
logical examination established the diagnosis of an ossi-
fying fibroma and, subsequently, the patient was sched-
uled for radical surgical treatment.

Preoperatively, an angiography of the left carotid artery
was ordered to evaluate the vascularisation of the oste-
olytic lesion, as well as the possibility of embolism to
the feeding vessel (Fig. 4). Upon the angiophraphic
examination and superselective catheterisation of the
ipsilateral lingual and facial artery, it was found that the
lesion was not significantly vascularised having as feed-
ing vessel the facial artery. The treatment plan included
surgical excision of the lesion by hemimandibulectomy
on the left side and restoration with autologous osteo-
chondral graft from the 6th ipsilateral rib.

I.K.A. THESSA
MAGNETON W
H-5P-CR

Eik. 2: H extetapévn ooteolutikr BAAPN o otepaviaia
Siatopry (Aovikr) Topoypaepia).

Fig. 2: The extensive osteolytic lesion in the coronal plane
(Cn).

CONTRAST MFDTIM
Eik. 3: H idia e€epyaoia oe afovik) Siatopn
(Mayvnukr] Topoypagia).
Fig. 3: The same lesion in the axial plane (MRI).

Eik. 4: Mpoeyxertnukr ayyeioypagia g
apIoTepr|g Kapwtidag, émou gaivetal &t o
TPOPOPGPOG KAGSOG TG BAAPNG eival n
TIPOCWTTIKY aptnpia.

Fig. 4: Preoperative angiograph of the left carotid,
showing that the lesion’s feeding branch is the
facial branch.

Toépog 13, No 2,2012/Vol 13, No 2, 2012
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Bakaoidng A. kai ouv./Valasidis A. et al.

eNéyxBnke akuvoypaeikd, pe tn PoriBeia Yneiakou
paotoypdeou Kkar diamotwdnke 4T Ta TOIXWHATA TNG
BAAPNG Atav kovtd ota xeiln extopng (B 6 kai 7).
AkoAoUBnoe oUPTTANPWHATIKG 1 EKTOWT TOU KOVOUAOU
Kal Aqyin NG 6ng apliotepriG TAEUPAG via Ty armokatd-
otaon tou eMeippatog (Eik. 8). H mheupd Siapopepw-
Bnke pe ooteotopieg Pdoel g MAdkag ooteooUvBeong
(B 9). >ta onpela Twv ooteotopIwV Kal ota onyeia
EMAPrG TOU QUTOPOOXEUPATOG HE TO TIEPIPEPIKO KOAD-
Pwpa G Kdw yvdBou tomoBetOnkav pepBpdveg
TAGOPATOG EPTTAOUTIOPEVEG HE AQUENTIKOUG TTAPAYOVTEG
HE OKOTIO TNV KAAUTEPN OOTEOEVOWUATWON TOou
pooxeupartog (Eik. 10 kai |'1). H peteyxeipnukr mopeia
Tou aoBevolc dev apouoiace kapia emmAoK.

H pakpookorikd perétn tou mapaokeudopatog (Eik.
12) mepiéypape dyko diaotdoewy 9x6,5x6 cm, pe Aeu-
KOPAIN XPOId Kal OCTEIVN oUoTaon, o omoiog Bpiokd-
Tav og andotaon | cm and 1o Xelpoupyikd Xehog
EKTONAG aVTIOTOIXA TIPOG TNV TIEPIOXN TWV KATW YOR-
elwv kal eyyUtnta g PAGBNG TPOG TNV TTEPIOXT TOU
kovdUAou. Katd tig Siatopég o Oykog eppdviCe ToMa-
TAOUG KUOTIKOUG XWPOUG HE AIopPayikd TEPIEXOE-
vo, ol oroiol diaxwpiCovtav amd Tmoikilou TIdxoug

Eik. 5: Mapaokeur] tou o®patog kar tou kKAadou g KAtw

At the first surgical stage, the mandibular body and
ramus on the left were dissected via an extraoral
approach (Fig. 5). The dissected mandibular segment
was then excised, whereby the ipsilateral condyle was
maintained and a 2,/mm-long reconstruction plate was
used to maintain the anatomical continuity of the
defect. Intraoperatively, the bone specimen was exam-
ined radiographically by means of digital mammography
and it was found that the lesion’s edges were close to
the excision margins (Fig. 6 and 7). A complementary
excision of the condyle was then conducted and a graft
was obtained from the 6th left rib to restore the defect
(Fig. 8). The rib was osteotomised and shaped follow-
ing the osteosynthesis plate (Fig. 9). Membranes
embedded with plasma rich in growth factors were
placed at the osteotomy sites and contact sites
between the autologous graft and the peripheral
mandibular segment in order to improve graft osseoin-
tegration. The patient's postoperative course was
uneventful.

A macroscopic study of the specimen (Fig. |2) revealed
a Ix65x6 cm-large tumour of grayish colour and
osseous composition, located | cm away from the sur-

Eik. 7: O aktuvoypa@ikdg éAeyxog

yvdBou pe eEwotopatkr} mpootéAaon. Eik. 6: To xeipoupyikd TTapackeyaoua pe (SleyxeipnTiKd) TOU TTAPACKEUAGHATOG HE TN
Fig. 5: Dissection of the mandibular body and brach via ouvagpaipeon 0o 0dAVIwY. BonBeia pactoypdgou amokdhuye v
extraoral approach. Fig. 6: The surgical specimen, including two teeth. eyyUtnTa twy ToIXwpdtwy g BAGBNG Ye ta

XEIPOUPYIKA Xen extopig

Fig. 7: The (intraoperative) radiographic
assessment of the specimen by means of
digital mammography revealed that lesion’s
edges were close to the excision margins.

Eik. 8: To ooteoxdvdpivo pdoxeupa (6n mheupd, apiotepd). Eix. 9: Alapdpguwon tou autopooxelpatog Bdoel
Fig. 8: The osteochondral graft (6th rib, left side). G mMAdkag ooteoolvBeong 2,7 mm.
Fig. 9: Construction of the autologous graft, based
on the 2,7 mm-long osteosynthesis plate.

Apxeia ENMnvikrig Ztopatikrig & Nvabompoowikrig Xeipoupyikig/
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Eik. 10: H pepPpdvn amd mdopa Eic. I'l: ToroBétnon g pepPpdvng ota onpeia twv

EUMAOUTIONEVO HE AQUTOAOYOUG
augnuikoug TapdyovTeG.

OOTEOTOIV KAl OTA ONEIa EMAQrG TOU HOOXEUPATOG
e TV umdoimm kdtw yvado.

Fig. 10: Membrane embedded with Fig. 11: Placement of the membrane at the osteotomy
autologous plasma rich in growth sites and contact sites between the graft and the rest of
factors. the mandible.

vadn i ootéiva diappayudua (Eik. 13).

H uikpookoriky e&étaon twv topwyv avédelEe Kakon-
Bec vedmhaopa amotehoUpevo amd voPAaoTtikd oTpw-
pa, TO omolo ePPAVICE EVAMAYEG  UTTOKUTIAPIKWY
TIEPIOXWV PE TIEPIOXEG auEnpévng kuttapoPpiBeiac. Ta
veorAdopatikd kUttapa eixav Aiyo kuttapdmiaopa,
atPaKtOPoPEOUG 1 woEISEIG TTUprveG Xwpl 1diaitepn
aturia Kal TTUPNVOKIVNGCIEG. 2TIG TIEPIOXEG P au&npévn
kuttapoPpiBeia aveupebnkav dokideg ootitn 1otoy,
dpBova Bacedira ooteomoinpéva owPdta Pappw-
patwdoug tinou (Eik. 14), kaBwg kar didomapteg vnua-
toeideic evaoPeotinoelg. O Gogl xpnoipomnoinoe mpw-
TOG Tov 6p0 «Pappwpatosidr ocwpduay (‘‘psammo-
ma-like bodies”) (Gogl, 1949), o ormoiog mMpoépxetal
and v apxaia eMnvikiy Aégn «pdppogy (Malathi kai
ouv. 2011). e avtiBeon pe ug opaipoeideic evaope-
OTWOEIG €VOG TUTTIKOU OOTEOTIOIOUKEVOU IVWHUATOG, Ol
orToieg €xouv oPald Teplypappa Kar iveg koMaydvou
oe aktvwtr] didtagn, Ta ooteomnoinuéva owpdua Yay-
Hwpatndoug tinou epgaviCouv éva mmaxy kai akaddpl-
OTO KOMAYOVWOES TEPIYPAPd, EVM OUXVA aVeUpioKo-
vIal kal AMa époia owpdua evidg autwy (Bames kai
ouv. 2005). lMapatnperbnke emiong évtovn KUOTIKA
ekpUNion kai S1IdoTapteg aigoppayikeg dinbrjoeig Tou
OTEPWPATOG. Ta XelPoupyIkd Xeihn eKTOPAG ATav eAeu-
Bepa aMolwoewy, av Kai TPOG TO KEVIPIKO KOAGBwHa
eppdviCav peydhn eyyltnta. Ta avwtépw eupripata
empPePaiwoav T Sidyvwon Tou OOTEOTTOIOUPEVOU V-
patog mou eixe Tebel petd ) Sedtepn Ayn uAikou yia
Bioyia kai Mo ouykekpIpéva To Katétaéav otnv Katn-
yopia Tou YPappwPatwdouG 00TEOTIOIOUPEVOU IVWHa-
TOC veavikoU TUTiou.

>ta mAaiola NG PETEYXEIPNTIKAG TTapakoAoudnong o
aoBevric umofdMetal og taktkoug KAIVIKOUG Kal akTi-
voypa@ikoUs eéyxouc. Meteyxeipnuikd, {ntrbnke éva
opBomavtopoypdenua (Eik. 15) yia v ameikdvion tou
HOOXeUNATOG, Kal Twv UNKWV ooteoolvBeong. ‘Eva
XPOVO PETA TN XEIPOUPYIK EMEPPAcn, N aidtwon tou

Toépog 13, No 2,2012/Vol 13, No 2, 2012

rrgegrynanprrre) WM

Eix. 12, 13: To mapaokevaoua Jakpookorikd.
Fig. 12, 13: Macroscopic view of the specimen.

Eix. 14: H mapouoia twv Bacedpirwy ooteomoinpévwy owpatiov
Yappwpatwdoug tinou (aigatouiivn-nwaivn X200).
Fig. 14: The presence of basophilic ossified psammoma-like bodies.

gical excision margins, corresponding to the region of
the mandibular molars, as well as proximity of the
lesion to the condylar region. Upon incising, the tumour
displayed multiple cystic cavities with hemorrhagic con-
tent, separated by fibrous or osseous septa of various
widths (Fig. 13).

A microscopic study of these incisions revealed a
benign neoplasm consisting of fibroblastic stroma, with
alternations between subcellular locations and sites of
high cellular density. The neoplastic cells had a scanty
cytoplasm, spindle-shaped or oval nuclei, without signif-
icant atypia and mitoses. Bone tissue rods (trabeculae),
plenty of basophilic ossified psammoma-like bodies (Fig.
[4) and scattered nematoid calcifications were identi-
fied at the sites of high cellular density (Fig. 14). Gogl
was the first to use the term “psammoma-like bodies”
(Gogl, 1949), originating from the ancient Greek word
“psammos’’ (sand, Malathi et al. 201 ). In contrast to
the orbicular calcifications of a typical ossifying fibroma,
which have a smooth outline and contain collagen
fibres arranged in radial patterns, psammoma-like ossi-
fied bodies display a thick and poorly-defined collage-
nous outline, while other similar bodies can often be
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Eix. 15: OpBomavtopoypdenua v 3n peteyxeipntik nuépa.
Fig. 15: Orthopantomograph on the 3rd postoperative day.

Bakaoidng A. kai ouv./Valasidis A. et al.

Eik. 16:
>mvBnpoypdenua
ooty pe °Te. H
pdoANYN Tou
padioicotdriou amd to
00TIKO POOXEUNa
UTToSNAGVE! TV Kahr
aigdtwory Tou.

Fig. 16: Bone
scintigraph with %°Tc.
The radioisotope
uptake of the bone
graft indicates is its
good vascularisation.

Eix. 17: H kwvikig déopng Aoviki Topoypagia avadeikvier Tnv tpiodidotatn kar Aerropepn areikévion g
armoKatdotaong.
Fig. 17: The cone beam CT (CBCT) provides a detailed 3D image of the restored area.

TIACUPIKOU HOOXEUPATOG eAéyxOnke pe omvBnpoypd-
onpa ootwv pe Texvito 99 (*Tc) (Piggot kar Logan,
1983), dmou diamotwbnke n IkavoroInTiky mPOcAnwN
Tou padioicotdmou amd 1o ootikd pdoxeupa (Eik. 16).
H xprjon afovikig Topoypariag Kwvoeidolg dEoung
(Ariu kai ouv. 2009) avédei€e pe peyallitepn Aettopé-
peia, (tpiodidotatn ameikévion), to Pabud evowpdrw-
ONG TOU HOOXEUPATOC HE TO TTEPIPEPIKO KOAOPWHA TNG
kdtw yvéBou (Eik. 17). KAivikd, o aoBeviiq eivar ehelBe-
pOC VOOOU Kal XWPIG AEITOUpYIKESG diatapaxeg amd To
kpotapoyvabiké olotnua (ikavorointiky d1dvoién
otépartog, anouacia diatapaxwv olykieiong) 2 xpdvia
HETd TN yvabekTopn.

2YZHTHZH - XYMINEPAXMATA

270 @dopa Twv IVo-ooTKWV BAafuv Twv yvdbwy, to
oateomoloUpevo fvwpa amotelel pia kahorOn veormAa-
ofa (Kepapidag, 2001, Ross kar Fielding, 2007, Malathi
kar ouv. 201 1). H BAGPn mpoépxetal and tov mepiodo-
vtiké alvdeopo (Bamnes kar ouv. 2005, Sarwar kar ouv.
2008), o omoiog mepiéxel mohudUvapa KUttapa IKavd
va Tmapdyouv ooteivn, oatitn 10td Kal vadn 10td
(Bertrand kai ouv. 1993, Mintz kar Velez, 2007).

KAvikd, To ooteomololpevo fvwpa eivar cuviBwg aou-
Pt paTikS €wg étou n Sidykwon AdPel agidroyeg dia-
OTdoeIC TIPOKAAWVTAC dOUPPETpia oto TPAOoWITO
(Chang kai ouv. 2008), énwg kai ot Ok pag mepi-

identified within them (Barnes et al. 2005). High cystic
degeneration and scattered hemorrhagic infiltrations of
the stroma were also observed. The surgical excision
margins were free of lesions; however they were very
close to the central mandibular segment. These findings
confirmed the ossifying fibroma diagnosis, which had
been established after the second biopsy had been
obtained, and helped classify it as juvenile psammoma-
toid ossifying fibroma.

For the purposes of his follow-up, the patient under-
goes frequent clinical and radiographic examinations.
Postoperatively, panoramic x-ray was also ordered (Fig.
I5) to obtain an image of the graft and osteosynthesis
materials. A year after the surgical operation the vascu-
larisation of the rib graft was assessed by means of
bone scintigraphy with “Tc (Piggot and Logan, 1983),
whereby the radioisotope uptake of the bone graft was
found to be satisfactory (Fig. 16). The use of cone
beam CT (CBCT) (Ariu et al. 2009) revealed in greater
detail (3D imaging) the degree of the graft’s integration
with the peripheral mandibular segment (Fig. 17). Two
years after the mandibulectomy, the patient is clinically
free of the disease and does not show any functional
disorders originating from the temporomandibular sys-
tem (satisfactory mouth-opening, no occlusion disor-
ders).
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mwon. Q¢ Mpwido, AMd kar pn €1d1kd olpmwa, Oew-
peftal n petakivnon twv dovtiwv mou Ppiokovial kovtd
otn BAGPN. 2t diapopikr didyvwon TepihapBdvovtal
petalu dMwv: n Ivwdng duomAacia tng omoiag ta épia
efval aoaer), To ylyavrokuttapikd Kokkiwpa, to adapa-
vivoPBAaotiké vwpa kar o dykog Pindborg. Or &uo
teheutaior odovtoyeveic dykol ouvBwg oxetiCovtal pe
eYKAEIOPO 1| kaBuaTepnpévn avatoAr| KATolou 0dGvVTOG
(Sarwar kar ouv. 2008, Sarode kar ouv. 201 1).
Aktivoypagikd, o Babudg akuvodiadyaong ry/kar ak-
vookiepdtntag g PAGPNG moikiMel (Kramer kai ouv.
1992). 2ta apxikd otddia n BAGPN epgaviCetar akuvo-
diauyrg, evw kabwg avarmiooetal Kar evaoPectiwvetal,
TiapouoiddeTal oAogva Kal Mo aktivookiepr|. Avedptn-
Ta and autd, TO OOTEOTIOIOUPEVO VWHA EPPAVICeTal wG
pia oapwg meplyeypappévn PAARN, opaipikol oxrpa-
TOG, 1 orola €xel tnv Tdon va avamyooetal otov 1510
Babud mpog dAeg TG KkateuBuvoelg (Sarwar Kkar ouv.
2008).

H &idyvwon tou ooteomololpevou Ivapatog tibetal
Bdoer tng 1otomaboloyikig eikdvag. Amapartnn mpod-
néBeon eival n Myn IkavomoInNTikrg moodtntag UAIKou
yia Bioyia, eve og mepimtwon eupeyéboug PAARNG kpi-
vetal avaykaia n Aqyn ulikoU amd moAAamAd onpeia
™G PAGPNg (Koury kar ouv. 1995). MAnpogopieg amd
NV KAWVIKY €6£Tao, TO 10TOPIKS KAl TOV ATTEIKOVIOTIKO
éheyxo Ba mpémel emiong va ouvektunBouv.

H Beparneia ouviotatar ot pIGIKr XEIPOUPYIKK EKTOMN
(Hasselblatt kar ouv. 2005, Bames kar ouv. 2005). H
éktaon kal to péyebog g PAGPNg kabopiCouv, ot
peydho Babpo, Tov TpdTo amokatdotaong Tou eMel-
patog (ootikd chips, ootikd block, ayyeioUpevo ootikd
péoxeupa amd o Aaydvio ootolv ) v Tiepdvn),
kaBwg ermiong kar tov tino mpooméhaong mou Ba er-
AexBel (evbootopatkn 1| eEwotopatikr) katd tn didp-
KEIQ TNG XEIPOUPYIKAG EMEPBAonG. 2tn Tepimwon Tou
Tiapouaidletal, xpnolpomoInOnke TAEUPIKG POOXeEUA,
apevog yiat To éMelgpa ftav 101atepa EKTETAPEVO,
apetépou yiati Sev utmpxe 1 duvatdtnta epappoyns
ayyeloUpevou 0oTIKoU JOOXeUPatog. ATEN G Xelpoup-
YIKR) EKTOWN OXeTCeTal e UPNAd TTOOOOTd UTTOTPOTIHG,
ta oroia kupaivovtar and 30% éwg 56% (EI Mofty,
2002, Sarode kai ouv. 201 ).

H mpdyvwon tou ooteomoloUpevou Ivouatog Bewpei-
tal kahd. [Napd to yeyovdg 6t mapoucidlel Tomika emi-
Betikr) oupmepipopd, dev €xel TEpIypagel kapia mepi-
TIWON dMOPAKPUOPEVNG HETdoTaonG. YToTPor NG
BAGBNG avagépetar ot propsl va epgaviotel and 6
prveg (Leimola-Virtanen kar ouv. 2001) éwg 19 €m
(Hasselblatt kai ouv. 2005) petd ) xeipoupyikr avt-
HETWTTION. 2TV TTePITtwon Tou Tiapouaiddetal, o aobe-
vig Sev eppdvioe Kapia oupmwpatoAoyia, oute oTol-
Xel@ UMOTPOTTAG TG VOooU vyia xpovikd didotnua 2
ETWV PETEYXEIPNTIKAG TTapakoAouOnong.
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DISCUSSION — CONCLUSIONS

Under the broader category of fibro-osseous lesions of
the jaws, ossifying fibroma is a benign neoplasm (Kerami-
das, 2001, Ross and Fielding, 2007, Malathi et al. 2011).
The lesion originates from the periodontal ligament (Ba-
mes et al. 2005, Sarwar et al. 2008), which contains pluri-
potent cells able to produce cementum, osseous and fi-
brous tissue (Bertrand et al. 1993, Mintz and Velez, 2007).
Clinically, ossifying fibroma is usually asymptomatic until
the swelling becomes large enough to cause facial
asymmetry (Chang et al. 2008), as happened in the
case reported here. An early, but also non-specific
symptom is the movement of teeth located close to
the lesion. Differential diagnosis includes among others:
poorly defined fibrous dysplasia, giant cell granuloma,
ameloblastic fibroma and Pindborg tumour. The latter
two odontogenic tumours are usually associated with
the late eruption of some tooth (Sarwar et al. 2008,
Sarode et al. 201 1).

Radiographically, the lesion’s radiolucency and/or opac-
ity can vary (Kramer et al. 1992). At its early stages, the
lesion appears radiolucent; while it gradually develops
and calcifies, it becomes increasingly radiopaque.
Regardless of that, ossifying fibroma appears as a well-
defined spherical lesion, which tends to develop even-
ly in all directions (Sarwar et al. 2008). Ossifying fibro-
ma diagnosis is established on the basis of its
histopathological image. It is necessary to obtain a suf-
ficient amount of material from multiple spots of the
lesion (Koury et al. 1995). Information from the clinical
examination, patient's medical history and imaging con-
trol should also be taken into account.

The treatment plan includes radical surgical excision
(Hasselblatt et al. 2005, Barnes et al. 2005). The lesion's
extent and size determine largely the mode of defect
reconstruction (bone chips, bone block, vascularized
bone graft from the ilium or fibula), as well as the type
of approach that will be selected (intraoral or extrao-
ral) during the operation. In the case reported here, a
rib graft was used, on the one hand because the defect
was extensive, and on the other because it was not
possible to have a vascularised bone graft. Incomplete
surgical excisions have been associated with high levels
of recurrence, ranging between 30% and 56% (El
Mofty, 2002, Sarode et al. 201 1).

Ossifying fibroma has a rather good prognosis. Despite
the fact that it displays a locally aggressive behaviour
with local recurrence possibility from 6 months
(Leimola-Virtanen et al. 2001) to 19 years (Hasselblatt
kai ouv. 2005) post operatively, no cases of distant
metastasis have been reported. In the case reported in
this article, the patient has not displayed any symptoms
or evidence of disease recurrence after 2 years of post-
operative follow-up.
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