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Abstract Peripheral ossifying fibroma (POF) is most often
a self-limiting, sessile or pedunculated, gingival nodule that is
believed to be a reactive rather than neoplastic pathologic
process. The lesion is typically <2cm, however it has been
recognized that some examples may grow quite large and may
displace teeth. The mass-like clinical presentation and radio-
graphic appearance of soft tissue calcification may lead to
misclassification; however the histologic appearance is diag-
nostic. Giant POFs (GPOF) have been referred to in the lit-
erature by several other names (large, atypical, huge,
gigantiform). The distinguishing characteristics of GPOFs
and the factors that contribute to their growth have primarily
been explored through case reports. We present a new case of
POF that was giant and review 10 previously reported giant
lesions, with focus on the clinical presentation, radiographic
features, and outcome to explore the possibility that this rep-
resents a distinct clinical subset of lesion, with a unique set of
features that warrant recognition for accurate diagnosis.

Keywords Giant - Differential diagnosis - Gingival
neoplasms - Gingival growths - Ossifying fibroma

Introduction
Peripheral ossifying fibroma (POF) is most often a gingival

nodule that is believed to be a reactive rather than neo-
plastic pathologic process [1]. It is a pedunculated or
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sessile nodule that occurs exclusively on the gingiva and is
therefore believed to arise from the periodontal ligament.
The lesion is typically self-limiting and <2 cm, however it
has been recognized that some examples may grow quite
large and may displace teeth [2]. The mass-like clinical
presentation and radiographic appearance of soft tissue
densities may lead to misinterpretation of lesions larger
than 2 cm, however the histologic appearance is diagnos-
tic. Giant POFs (GPOF) have been referred to in the lit-
erature by several other names (large, atypical, huge,
gigantiform) [3—12]. The distinguishing characteristics of
GPOFs and the factors that contribute to their growth have
primarily been explored through case reports. Although
large case series on hyperplastic fibrous lesions of the
gingiva may have included examples that were larger than
2 cm, critical information about the clinical, radiographic
and histologic correlations were not available and therefore
were excluded from this review [13—15]. We present a new
case of POF that was giant and review previously reported
giant lesions, with focus on the clinical presentation,
radiographic features, and outcome to explore the possi-
bility that this represents a distinct clinical subset of lesion,
with a unique set of features that warrant recognition for
accurate diagnosis.

Report of Case

A 54 year old African American male reported to the
emergency dental clinic with a chief complaint “my gums
are really, really bad; protruding and pushing my teeth out
of the way.” The patient denied any pain in the area. The
patient reported that he “noticed a small lesion on his
gums” about 6 years ago, which continued to grow. The
patient also reported that the lesion caused some
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discomfort for about the first 3 years. The lesion was ex-
pansile and displaced the adjacent teeth. The patient had
not seen a dentist in over 7 years.

The patient’s medical history revealed that he was not
currently under the care of a physician, had no known
medical problems and was not currently taking any medi-
cations. He reported that he smoked marijuana occasionally
and drank beer socially. He indicated that he had lost
30+ pounds in the past 2 years, following the loss of his
job. About 2 weeks prior, the patient visited a primary care
physician out of concern for his weight loss, but reported no
significant findings. The BP was recorded as 114/75 mmHg
and the pulse rate was 97 bpm.

Extra-oral examination was unremarkable.

Intraoral examination revealed an asymptomatic,
pedunculated, mass measuring 4.5 x 3 x 3 cm in size,
covered by normal mucosa, non ulcerated, with focal areas
of acute inflammation where associated teeth exhibited
periodontal disease. The mass was mobile, firm to palpa-
tion and extended from the alveolar mucosa, spanning teeth
#22 through 27 (Fig. 1). The mass was pedunculated. The
patient had generalized advanced periodontitis, multiple
caries and poor oral hygiene also noted.

Occlusal radiograph (Fig. 2) revealed a poorly defined,
facially expansile lesion with the appearance of soft tissue
opacification in the anterior right mandible and displacement
of the mandibular incisor teeth. There was no root resorption.

Fig. 1 Intraoral view revealing an exophytic mass with normal
overlying mucosa filling the right anterior mandibular vestibule

Fig. 2 Occlusal film reveals a poorly defined, facially expansile
lesion with the appearance of central radiating opaque spicules and
displacement of involved teeth

After consultation with oral surgery and oral pathology,
the patient was referred for biopsy. The excisional biopsy
was submitted for histopathologic examination (Fig. 3).
The lesion was diagnosed as POF (Fig. 4). The calcified
material was viewed under polarized light and demon-
strated an admixture of lamellar and woven bone,
approximately 60 % woven and 40 % lamellar (Fig. 5).
The patient was followed for 7 months and demonstrated
excellent healing without evidence of recurrence (Fig. 6).
He was then referred for comprehensive dental care.

Discussion

Although most reviews of POF establish the lesion
to be <2 cm in diameter, we found 10 reports of larger
lesions (Table 1). The lesions ranged in size from 2.5 to
9 cm in greatest dimension. The base of the lesion was
pedunculated in 9 cases, 1 was described as gingival, and in
1 case the base was described as “well demarcated.” Two
patients were edentulous. No cases described root resorp-
tion. Documented duration ranged from 1 month to
6 years, with 2 cases cited as unknown and 2 simply given
as long duration. Patient age ranged from 7.6 to 70 years.
The dental condition was poor in 3 cases, edentulous in 2
case, good in 1 case and not noted in 5 cases. Recurrence
was noted in 1 case at 2 months. Including our case, 6
cases were without recurrence at the time reported and the
follow up ranged from 2 to 120 months. There was no
follow up in 4 cases. Facial asymmetry was noted in 5
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Fig. 3 Involved teeth were removed along with soft tissue mass and
submitted for histologic examination and definitive diagnosis. Note
small base of lesion relative to greatest diameter

Fig. 4 An area of calcification surrounded by fibrous stroma seen
throughout the lesion, typical of peripheral ossifying fibroma. (x20
magnification)

cases and displacement of vital structures was seen on MRI
in 1 case. These clinical findings differ from conventional
POF.

Conventional POF is reported to remain <2 cm in
greatest dimension [13, 14, 16]. Although some large case
series mention cases with large size, clinicopathologic
details of the individual cases were insufficient to include
for the purpose of this study [13—15]. The lack of standard
nomenclature hampers investigation into “giant” lesions.
Without recognized terminology, controlled vocabulary
(MeSH) terms cannot assist in the search. We propose the

Fig. 6 Patient healed post-surgical excision

Fig. 5 Photomicrograph of H and E stain (a), and polarized view (b) showing the mix of woven and lamellar bone typical of the calcified

material in the lesion. (x 100 magnification)

@ Springer



359

Head and Neck Pathol (2013) 7:356-360

QSBASIP JO OUPIAR OU (JFN ‘UMOUNUN Yiu/)

uondiosal
ON SOX ON ON ON SOX ON ON SOX SOX ON Quoq 90,
Qqisia
SOX ON SOx SOx ON SOX SOx SOX SOX SOX SOX  uomedye)
oydes3orpey
wnroyde
ON ON ON ON ON ON ON ON ON ON oN omesojuopQ
snoIqrg proxAwoIqrg snoIqrg onse[qoIqry  JNse[qoIqL] snoiqig snoIqly  Omse[qoIqlj Ie[NOsBAOIQL] PIOXAWOIqL]  Ie[N[[ad0IqL] rwIong
SOX SOX SOX SOX SOX SOX SOX SOX SOX SOX SO UONedyIssQ
2130[0ISTH
QINSSIWWOd asou Jo efe K10y1e
eiqer paoerdsip s pue a[osnw
AnowwAse PAUOISIP YIIM AnowwiAse onewosAz AnowrwAse AnowwiAse
[eroey  Anowrwkse [eroej eroeg paoerdsiq [eroeq eroeg JUQWIWO))
syuour /, syuour g syuowr (g | syuour ()g syuowr 9 syuowr ¢¢
daN sypuowt 9 AN QOURLINGY qun qun daN qun daN daN (€I jyun - dn mofjoq
xuAreyd
pue
JoLRue Joudysod Joud)sod Jou9)s0d Jousod Joudysod IoLI)UE Jou)sod Jousod
J[qrpuely  Joudisod 9[qIpueIy ATe[[IXRIN Ie[nqIpuB ATe[[IxejN JIqIpue]N  Je[nqIpueIN ATe[[IxejN JIqIpUBRIN B[[IXRIN J[qIpueIN uoneso]
QuaI3Ay
/uonIpuod
1004 snomuapy yupn 1004 yupn sno[muapyg Nupn yupn poon yun 1004 reuaq
(s189K)
143 [43 01 99 cl 99 €C Cl 9L [43 0L  93ejuoned
SIBRA 9 yun syjuowr ¢ yjuowr 9 yuowr | SIBAA G Suo yuowr ¢ yupn S1BRA G Suo uonein
uondiosar
ON VN ON Aun ON VIN ON qun ON ON ON 1009
Juawoe[dsip
SOX snomuapyg SOX qupn SOX sno[muapyg ON yupn ON SOX SOX yjooJ,
pare[nounpad paje[noOUNpdq  POJEOIRWIAD [[OAN  PAje[nounpod poje[nounped  PAl[NOUNpdd  Pole[nounpdq pale[nounpdd  pare[nounpdq [eA1Sury  poje[nounpad aseq
(wo)
uorsuawiIp
4 Sor1 9 6'S ST 8 € ge L'C 6 9 Isarealn
[eotry
JuRID uLoynuesIn Era | k| kx| a3nyH [eoldAyy a3re] o3re] juRlD) 931e] ASojouruiag,
‘® 1 lrewn ‘e 10 10u033e ueke(q
SIOP[IYD ‘Te 19 syoes pesel], pue Leypney) BUOBUOOJ WITY pUe WY [YOeqIOIY],  ‘[B 10 UOOJN pUE JOLIPUIY ‘[e0 uood  pue 1ouUpog

ewoiqy Suikyrsso [exoydrrad juerd jo sanjeay [eor3o[oisiy pue oryder3orper ‘[eomur) | dqel,

pringer

A



360

Head and Neck Pathol (2013) 7:356-360

term “giant” because it has already been used in previous
reports and because it is already a controlled vocabulary
(MeSH) term.

Radiographic imaging in 9 cases of GPOF had radi-
opaque features consistent with calcification visible, 2 cases
did not. Focal bone resorption was described in 4 cases. The
radiographic images in some cases caused consideration of
malignant neoplasms. In our case, the radiating appearance
of the opacity was reminiscent of the soft tissue ossification
sometimes seen in osteosarcoma. This finding is not typical
for POF. Further investigation of this feature might provide
a better radiographic profile of GPOF.

The histopathology in all cases of GPOF showed ossi-
fied material in a fibrous to fibromyxoid stroma. No
odontogenic epithelium was noted. These findings are
consistent with conventional POF.

Differential diagnosis of the 9 reports of GPOF showed
consideration of both benign and malignant differentials.
Our case had worrisome radiographic features with spicules
of radiating opacification into less dense areas representing
soft tissue, but the clinical presentation of a pedunculated,
mobile mass mitigated against a malignant bone lesion.
However, the size of the mass, focal bone resorption and the
displacement of teeth are features that warrant consideration
of an aggressive process. Recognition of GPOF character-
istics may be helpful in clinical differential diagnosis.

Although 1 case of GPOF recurred at 2 months, there
are too few cases to establish recurrence rate. Similarly,
while it is well accepted that POF is most likely a reactive
rather than neoplastic process, too few cases of GPOF are
known to clearly establish the pathologic process. More
studies of GPOF may clarify recurrence, pathologic pro-
cess and establish whether GPOF has sufficiently distinct
characteristics from POF.

Recognition of the features of this subset of POF may
facilitate more accurate clinical diagnosis and subsequent
treatment. We suggest adding the adjective “giant” to the
diagnosis because it is a controlled vocabulary, searchable,
MeSH term and standardized usage will facilitate future
studies. Additional reports will enable better definition of
clinical, radiographic and prognostic features. Further stud-
ies of this question will assist the clinician and the pathologist
in recognition, diagnosis and appropriate treatment.

Conclusion

1. GPOF is a rare subset of POF with distinctive clinical
and radiographic features.
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2. Diagnosis is based on the conventional clinical and
histologic features of POF in conjunction with size
over 2.5 cm.

3. Limited follow up suggests excellent prognosis when
managed by complete surgical excision.
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