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ABSTRACT

Background: The term florid cemento-osseous dysplasia (FCOD) is a type of fibro- osseous lesions. It refers to a
group of fibro-osseous (cemental) lesions with one quadrant or may involve multi-quadrant.This lesion is
usually asymptomatic and is incidentally detected during routine radiographic examination. The diagnosis is
made by clinical and radiographic examinations, and biopsy is not necessary. Here we discuss a case of female
having mild pain in jaw, while clinical radiographic evolution it was detected as fibro osseous dysplasia involving

multi quadrant.
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INTRODUCTION

“Benign fibro-osseous lesion” refers to a group of
non- neoplastic conditions in which normal bone is
replaced with a fibrous connective tissue matrix
containing abnormal bone or cementum.!

Cemento-osseous dysplasia is a group of disorders
known to originate from periodontal ligament
tissues. The term florid cement-osseous dysplasia
(FLCOD) was first proposed by Melrose et al in
1976 to describe a condition of exuberant multi
quadrant masses of cementum and/or bone in both
the jaws and in some cases, simple bone cavity like
lesions in affected quadrant.2 The word ‘florid *was
introduced to describe the widespread, extensive
manifestations of the disease in the jaws.3 The term
cemento-osseous dysplasia is a histopathological
term, yet the diagnosis can be made by clinical and
radiographic findings only.*

In 2005, The World Health Organization (WHO)
workshop group on head and neck tumors classified

osseous dysplasia into four subtypes based upon
the extent and radiographic appearances -

1. Periapical OD/COD: dysplastic lesions occurring
in the anterior mandible and involving only a
few adjacent teeth.

2. Focal OD/COD: similar to periapical OD/COD,
but with the limited number of lesions
occurring in a posterior jaw quadrant (rather
than in the anterior mandible).

3. Florid OD/COD and familial gigantiform
cementoma: more extensive forms, occurring
bilaterally in the mandible or in all jaw
quadrants.3

The etiology of FLCOD remains unknown. Waldron
et alhave proposed that reactive or dysplastic
changes in the periodontal ligament might cause the
disease.*

FLCOD lesions are wusually asymptomatic and
detected incidentally during routine radiographic
examination.? The diagnosis of this lesion is based
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on clinical and radiographic examination, and
biopsy is not necessary. 5

Therefore, the role of the oral and maxillo-facial
radiologist (RG) in the differential diagnosis is an
important and essential one. This article reports the
case detail of a 58-year-old woman presenting
FLCOD of the complete maxilla and mandible.
Discussion is presented with emphasis on CBCT
findings of FLCOD.

CASE REPORT- a 58 years old female patient
reported to clinic with chief complaint of sensitivity
in both upper and lower arches since a month. The
patient was responsive and well oriented as to time
and place. Her vital signs were within normal limits.
On extraoral examination, tenderness was noticed
from left ramus to right ramus of the mandible and
from right to left maxillary bone. On intraoral
examination generalised submandibular lymph
nodes were enlarged, palpable and tender
bilaterally. The labial, buccal, palatal and lingual
gingiva was firm, fibrotic, hyperplastic, non tender
and had generalized pseudo-pockets and pain on
percussion absent.

On CBCT scan- multiple hyperdense areas noted irt
periapical region of 11, 12, 13, 14, 15, 16, 17, 21, 22,
23, 24, 25, 26, 27 surrounded by a hypodense area
of wvarying width.Hyperdense areas have
hyperdensity similar to cementum with smooth
rounded borders and appears as multiple areas of
conglomerates fusing together to form one.24,25,26
region hyperdensity surrounded by hypodense
region has increased width about 3mm with buccal
cortical plate expansion and uplifting of left
maxillary sinus floor is seen with 26.Multiple
hyperdense areas noted irt periapical region of
31,32,33,34,35,36,37,41,42,43,44,45,46,47
surrounded by hypodense area of varying
width.46,47 have hyperdense region periapically irt
46,47 surrounded by hypodense area of increased
width with expansion of buccal and lingual cortical
plate. Hypodense area is noted to scallop between
the teeth. Thinning of cortical plates is noted.
Inferior displacement of mandibular canal is noted.
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Fig 1: Showing images of maxilla with hypodense
areas surrounding hyperdense areas and few cystic
lesions.

Fig 2: showing images of complete maxilla with
hypodense areas surrounding hyperdense areas
and few cystic lesions.

Fig: 3 showing images of mandible with hypodense
areas surrounding hyperdense areas and few cystic
lesions and expansion of mandible and thinning of
cortical plate.
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Fig: 4 a) showing images of mandible with inferior
displacement of mandibular canal with thinning
cortical plates, b) showing hypodense areas
surrounding hyperdense areas in periapical areas
and few cystic lesions and expansion of mabible and
thinning of cortical plate.

DISCUSSION

Florid cementoosseuous dysplasia is a very widely
used term in dentistry, it is challenging and
confusing to detect. It is benign pathology, affecting
one or all four quadrant of jaw. It daily affects
women of asia and african origin age group of 40-50
years. The mean age for the female patients was
44.3 + 13.4 years. nowadays it can affect people of
any age and ethnic group.

These lesions are characterized by replacement of
bone by connective tissue matrix. The matrix
displays varying degrees of mineralization in the
form of woven bone or cementum-like round
basophilic acellular structures. The affected area
undergoes changes from vascular bone into
cementum-like lesion.*The patient must manifest
the typical changes in at least two quadrants for the
diagnosis of FLCOD. A four quadrant disease may be
suggestive of a familial nature, they are more
commonly in mandible but can involve whole
arches.5 OD/COD is usually confined to the tooth-
bearing areas of the jaws or to edentulous alveolar
processes.*

FCOD may be completely asymptomatic and found
on routine radiographic examination, or may
present with dull pain, alveolar sinus tract, and
exposure of avascular bone into the oral cavity due
to secondary infection.” Traumatic episodes of this
calcified tissue cause retrograde infection and
subsequent cellulitis, sequestration or even
osteomyelitis. The hypovascular nature of the
disease increases in severity when infection of the
lesion occurs. In severe cases, mandibular nerve
paresthesia and/or jaw expansion, albeit rare, may
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be found. Rarely are these lesions expansile’ Teeth
in the involved bone are vital unless other dental
disease coincidentally affects them.! Immature
lesions are characterized by a dearth of calcified
material, whereas more mature lesions are
characterized by the development and coalescence
of dense, globular masses of calcified material.*

Radiological aspects of FLORID COD -
Location.

FOD lesions usually are bilateral and present in both
jaws. However, when they are present in only one
jaw, the mandible is the more common location. The
epicenter is apical to the teeth, within the alveolar
process and usually posterior to the cuspid. In the
mandible, lesions occur above the inferior alveolar
canal. ? they can invoke parts of maxilla or whole of
maxilla.

Periphery.

The periphery usually is well defined and has a
sclerotic border that can vary in width, very similar
to POD. The soft tissue capsule may not be apparent
in mature lesions. ?

Internal Structure.

The density of the internal structure can vary from
an radiolucent to equal mixture of radiolucent and
radiopaque regions to almost complete radiopacity.
Its mineralization increases with time and the same
lesion may appear in various stages depending
upon the degree of calcification. Immature FLCOD
usually presents densely sclerotic lobular or
irregular-shaped radiopacities with a radiolucent
halo which separates the lesion from the
surrounding bone. With maturation, FLCOD
involves multiple sites throughout the jaw.
Occasionally, a radiopaque lesion blends with the
adjacent bone.

Some prominent radiolucent regions may be
present, which usually represent the development
of a simple bone cyst. These cysts may enlarge with
time even beyond the boundary of the lesion into
the surrounding normal bone or may fill in with
abnormal dysplastic cemento-osseous tissue. The
radiopaque regions can vary from small oval and
circular regions (cotton-wool appearance) to large,
irregular, amorphous areas of calcification. These
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calcified masses are similar in appearance to those
seen in mature POD lesions and represent

amorphous bone. ?
Effects on Surrounding Structures.

Large FOD lesions can displace the inferior alveolar
nerve canal in an inferior direction. FOD also can
displace the floor of the antrum in a superior
direction and can cause enlargement of the alveolar
bone by displacement of the buccal and lingual
cortical plates. The roots of associated teeth may
have a considerable amount of hypercementosis,
which may fuse with the abnormal surrounding foci
of amorphous bone in the lesion. Extraction of these
teeth may be difficult. ?

A solitary bone cyst (traumatic bone cavity) coexists
in some FLCOD cases. A possible explanation for
this occurrence may be that the fibro- osseous
proliferation obstructs the interstitial fluid
drainage, resulting in cystic degeneration within the
FLCOD lesion. This collision phenomenon
necessitates surgical exploration and
histopathological examination to establish a definite
diagnosis. In a patient without solitary bone cyst
formation, the diagnosis of FLCOD is clinical or
radiographic. Biopsy is not necessary. A patient
must manifest the typical changes in at least two
quadrants for a clinical diagnosis of FLCOD to be
made.!

New technologies help the dentist to use the CBCT
with the appropriate field of view and spatial
resolution; therefore, the internal mineralized
structure of the pathologic lesions can be
investigated with a low radiation dose.10

In many COD cases that have been misdiagnosed
and/or mismanaged, the lesions were identified in
their early stages as a periapical rarefying osteitis
such as periapical abscess, granuloma, or cyst, and
unnecessary endodontic treatment was performed.
Therefore, vitality tests are especially important for
differential diagnosis.!

In the radiolucent-radiopaque mixed stage and the
radiopaque stage, the differential diagnosis might
sclerosing osteomyelitis,
cementoossifying fibroma, odontoma,
cementoblastoma, and osteoblastoma.®

include chronic
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By using CBCT discrimination of PCOD from these
lesions that exhibit similar internal calcification on
conventional radiography, would be more accurate.
High density mass in PCOD which is centred in low
density area is different from findings of calcifying
cystic odontogenic tumour in which calcification is
observed at or near the cyst wall.11

CT scan shows the presence of mixed-density,
expansile lesion with areas of sclerosis and ground-
glass can be seen. involve any part of the mandible
or maxilla, sometimes attenuation. The lesion
consisted of dense lobulated masses with indistinct
radiolucent borders. Systemic skeletal radiographs
indicated that the lesions were limited to jaw.12

The plain computed tomography scan of maxilla
and mandible, showed bilateral multiple
hyperdense areas in the premolar and molar
regions. Multiple lobulated calcified masses were
symmetrically distributed in the posterior segment
of maxilla and mandible.

CBCT findings are Large expansile masses with
varying degrees of radiopacity, Opaque areas
continuous with root apices, Roots may have
hypercementosis, Cemental tissue of lesion may
fuse with hypercementosis

DIFFERENTIAL DIAGNOSIS

Periapical Cemental Dysplasia (PCD)- localized form
of FCOD, PCD lesions smaller (< 1 cm) and not
expansile, Usually anterior mandible in association
with vital incisor teeth, Same demographics as
FCOD, Females > males, 4th and 5th decades, More
common in blacks and Asians others are,

Paget Disease-Systemic bone disease Affects all
bones, especially skull, Affects entire mandible or
maxilla; FCOD affects only tooth-bearing areas,
Typically described as “cotton wool” radiographic
appearance, More common in white men in 5th or
6th decade, Increased serum alkaline phosphatase.
Osteomyelitis-Inflammation of bone marrow,
Sequestra are hallmark, Cemental masses of FCOD
may resemble sequestra, Wider radiolucent border
in infected

FCOD- Patient is often symptomatic: Febrile,
lymphadenopathy, sinus tracts Fibrous,
Nonneoplastic condition of bone with formation of
dysplastic bone in fibrous connective tissue, Young
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females, Unilateral expansion,FCOD is bilateral in an
older patient

Fibrous dysplasia borders blend with surrounding
bone, and internal structure is granular and often
described radiographically as “ground glass” .13
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