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Treatment of Ossifying Fibroma

Chung Soo Han, M.D., Yong Girl Lee, M.D., Eun Hwan Bae, M.D.,
Sung Soo Kim, M.D., Sung Tae Kim, M.D.

Department of Orthopaedic Surgery, School of Medicine Kyung Hee University,
Seoul, Korea

Ossifying fibroma is one of a group of fibro-osseous lesions which arises typically within the jaw
bones and only rarely affects the long bones. Ossifying fibroma of the long bones almost involve
exclusively the tibia but may also involve the fibula.

Ossifying fibroma of the long bones is distinct from fibrous dysplasia, adamantinoma and nonossi-
fying fibroma with regard to age of the patient, site, radiographic appearance, histological features,
and clinical course. We are reporting the cases of seven patients with a tumor-like lesion that named
osteofibrous dysplasia. It is most commonly found in the tibia and fibula of a child ten years of age or
younger. Of the seven cases reported in this study, only one patient was younger than ten years

In all cases, the lesions were usually located in the tibial diaphysis.

The average duration of clinical manifestation was 5.2 years. The clinical symptoms were anterior
bowing of the tibia in 2 cases, buldging of the tibia in 2 cases, and mass overlying the tibia in 3 cases.

On the roentgenography, it shows multiple radiolucent lesion with intervening sclerotic rim of the
tibial diaphysis.

In seven patients, 6 cases were confirmed with biopsy.

We had done curettage and bone graft in three cases, VFG was done in one case. The other three
cases underwent conservative management.
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Fig. 1. radiolucent mass with sclerotic rim is seen of
the Rt tibia. the large mass of Rt tibia has muld
ple ridge. --- Radiographs after wide excision
and vascularized fibular graft
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Fig. 2. Photomicrograph of histologic section of cases
shows the woven bone and fibrous tissue prolif-
eration. C or Y shaped bone fragment is sur-
rounded by prominent osteoblast

1 year 7 months after operation, radiographs
show the complete union of the grafted bone-
and hypertrophy of the grafted fibular. There
was no evidence of recurrence.
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Aa ggler FAde Ay dde] seAT
glomA #vde] okt 98 27¢ BelFa 3l

Aot 2 URdE 2x2me] 899 7Ares)
AEd WAt g E&Asta gle ‘11 ok
Zutol] o) FEEHoA T 3 FHHE B = UM
d{Fig. 4. FAE s HAS
FHAER] F7] HEAY 298 V3 KR
A4H e e e E B 5 Ytk 2
Hioe Aate] oz ¥z 29 & 4 A
(Fig 5). 4l Fo HAbe 25 Aol
=& A AL Ao eeia
9]‘1?0 BEHo] Ja Has gdEd F2 7

Ab

3L
o =
3L
=



Fig. 4. Radiolucent mass with sclerotic rim is seen Lt
proximal tibia, and 2cm sized radiolucent mass
is also seen diaphysis of the left tibia The soap
bubble appeareance of Lt proximal tibia which
was containg incomplete Fx line.

Fig. 5. CT shows round lobulated eccentrically located
expansile osteolytic lesion within anterolateral
cortex of the left tibia and bulging of ant cortex.
the mass has mutiple septations and heteroge-
nous density contaning calcification.
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Fig. 6. After one year follow up, the multiplé osteolyt-
ic lesion was decreased, and there was com-
plete healing of Fx
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Initial radiograph shows the mutiple osteolytic
lesion and irregular septated sclerotic rim on
the Rt proximal tibia

Fig. 7.

Fig. 8. CT shows mutiple osteolytic septated lesions
with the sclerotic rim. and thining of the cor-
tex, there was no demonstrated cortical dest-
raction on the proximal tibia

Fig. 9. after 4 year 4 months follow up, radiograph
shows more enlarged and sclerotic changed on
the posterior margin of lesion, also shows more
decreased and well demarcated osteolytic
lesion of proximal tibia
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