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Introduction 
Oral giant cell fibroma (GCF), a benign  

fibrous tumor, is an asymptomatic, sessile or 

pedunculated exophytic lesion smaller than 1 

cm with a smooth or papillary surface and the 

same color as the oral mucosa [1].Weathers 

and Callihan [2] were the first to identify GCF 

in 1974 as an unprecedented fibrous  

hyperplastic soft tissue lesion, characterized by 

large, stellate, and mononucleated or  

multinucleated giant cells. Out of over 2,000 

fibrous hyperplasia specimens, 108 cases met 

the criteria for a new lesion, which they termed 

GCF. GCF is more common in the second and 

third decades of life and has a slightly higher 

incidence in women, according to studies [1, 2].  

Apparently, GCF is not associated with 

chronic irritation [3, 4]. However, one study 

suggested trauma or chronic irritation as the 

causative factor [5]. In 2016, de Oliviera et al. 

[4] showed that metalloproteinase-1 is  

involved in the pathogenesis of GCF. The most 

common site of involvement is the mandibular 

gingiva, followed by the maxillary gingiva, 

tongue and palate [6]. Conservative surgical 

excision is the treatment of choice for GCF,  

REVIEW ARTICLE 

 

 

 
Journal of Research in Dental and Maxillofacial Sciences 

 

 

Giant Cell Fibroma of the Oral Cavity: Case Series 

and Literature Review 
 

Pegah Mosannen Mozafari 1, Nooshin Mohtasham 2, Mahdi Saeidi 1  , Farzaneh 

Khosravi 3, Fatane Farjami 4 

 1 Oral & Maxillofacial Diseases  

Research Center, Mashhad University 

of Medical Sciences, Mashhad, Iran 
2 Department of Oral and Maxillofacial 

Pathology, Mashhad University of  

Medical Sciences, Mashhad, Iran 
3 Department of Cosmetic Medicine 

and Restorative Dentistry, Mashhad 

University of Medical Sciences,  

Mashhad, Iran 
4 Department of Orofacial medicine, 

Borås Hospital, Sweden 

 

 

 Abstract  

Background and Aim: Oral giant cell fibroma (GCF) is a benign  

fibrous tumor that is histologically characterized by large, stellate, 
and mono- or multinucleated giant cells. GCF is an asymptomatic, 

sessile, or pedunculated exophytic lesion, usually smaller than 1 cm, 
with a smooth or papillary surface and the same color as the oral 
mucosa. The role of trauma in development of GCF has been  
contradictory. Knowledge about the characteristics of this lesion can 
help in diagnosis, treatment and follow-up of patients.   
Case Presentation: This article describes five cases of GCF in  
Iranian patients, two of which were found in an uncommon location 

(buccal mucosa). Two were larger than usual (> 1 cm) and one had 
clinical manifestations resembling pyogenic granuloma. Patients 
were selected from two oral medicine centers. 
Conclusion: To distinguish GCF from other types of irritation  
fibroma, size, location, and presence or absence of stimulating  
factors should not preclude diagnosis. The diagnosis is confirmed by 
detection of giant cells in histological examination.  
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and recurrence is not common [1]; however, 

some studies have favored laser excision in 

children [7, 8]. 

To the best of the authors’ knowledge, there 

has been only one case report of GCF in Iran 

[7]. The present study reports GCF lesions in 

the buccal mucosa of Iranian patients, which is 

not common in the literature.  

 

Case Presentation  
In this case series, records of five patients 

with GCF were extracted from the archives of 

the Department of Oral Medicine at the Faculty 

of Dentistry of Mashhad University of Medical 

Sciences, Iran and Shahab Dental Clinic in 

Mashhad city, Iran from December 2018 to  

December 2021. Demographic information of 

patients, clinical features, and histopathological 

characteristics of the lesions were extracted. 

Table 1 shows the clinical characteristics of 

patients. All patients signed informed consent 

forms.  

Case 1: A 30-year-old male was referred to 

the Department of Oral Medicine with a  

slow-growing, painless growth on the palatal 

aspect of the maxillary central incisor region. 

According to the patient, there was a similar 

lesion in this area 10 years earlier, which was 

removed. However, the result of the biopsy was 

unknown to us. Examination revealed an  

approximately 15×10×5 mm, coral pinkish, 

smooth, and dome-shaped lesion with a firm 

consistency. The patient reported no pain  

during the examination. The clinical diagnosis 

of fibroma was made. 

Although GCF lesions are usually smaller 

than 1 cm, this lesion was larger than average. 

Histological examination showed the presence 

of specific giant stellate fibroblasts and  

therefore the diagnosis of GCF was made. 

Case 2: A 39-year-old female was referred to 

Shahab Dental Clinic with a pedunculated  

lesion in her right buccal mucosa from 18 

months earlier that affected her mastication 

and caused discomfort. On clinical examination, 

the lesion was nontender, polypoid, and coral 

pinkish in color. However, it had a firmer  

consistency than a classic fibroma. Excisional 

biopsy of the lesion was compatible with GCF 

despite its rarity in the buccal mucosa. 

Case 3: A 14-year-old girl was referred to 

the Department of Oral Medicine with a  

six-month history of a swelling on the palatal 

aspect of her upper central incisors. Clinical 

examination revealed an exophytic polypoid 

lesion with a firm consistency and a papillary 

surface and white-pinkish color. There was no 

specific stimulatory factor, such as calculus, in 

the area. The clinical diagnosis was pyogenic 

granuloma, although microscopic evidence 

confirmed GCF. 

Case 4: A healthy 26-year-old female was  

referred to the Department of Oral Medicine 

with an exophytic lesion on the anterior aspect 

of the palate. According to the patient, the  

lesion had developed around 4 months earlier. 

The lesion appeared in a polypoid form with an 

irregularly lobulated papillary surface and a 

white-pinkish color and was firm in  

consistency. The lesion was not fluctuating, did 

not blanch on pressure, and was not tender. 

Due to its overgrowth, deformation of the  

palatal surface of the incisors was evident in 

the labial surface of the lesion (Fig. 1). Due to 

its lobulated surface, the clinical diagnosis of 

GCF was confirmed after histopathological  

examination. 

Case 5: A 63-year-old woman was referred 

to Shahab Dental Clinic, complaining of a  

swollen lesion on her right buccal mucosa for 

about 6 months. There was a small swelling in 

the buccal area which gradually increased in 

size and on examination, the lesion had been 

traumatized by occlusion. The exophytic  

pedunculated lesion had a rubbery to firm  

consistency. The overlying mucosa was  

pinkish in color and firm in consistency.  

A hyperkeratotic surface with a white  

appearance was observed at the interference of 

the lesion and the occlusal line (Fig. 2), but the 

remaining surface was smooth. The lesion was 

not compressible. 
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Figure 1. GCF with irregular papillary surface in case number 4; 
Left: Clinical appearance of GCF. Right: Hyperkeratinized and hyperplastic epithelium with a collagenized stroma  
containing enlarged and angular fibroblasts (H and E statin; original magnification x40) 

 

 

 

 

 

 

 

 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 1: Clinical charachtristics of patients 

Case 
Age 

(years) 
Location Gender 

Clinical  
appearance 

Clinical 
diagnosis 

Size 
(mm) 

Treatment Recurrence 

1 30 
Maxillary  

gingiva 
Male 

Smooth surface, 
dome shaped, 

firm, coral  
pinkish, painless 

Fibroma 15×10×5 
Surgical 
excision 

No 

2 39 
Right buccal 

mucosa 
Female 

Smooth surface, 
pedunculated, 

firm, coral  
pinkish, painless 

Fibroma 6×6×5 
Surgical 
excision 

No 

3 14 

Palatal side 
of maxillary  

central  
incisors 

Female 
Papillary surface, 

firm, white 
pinkish, painless 

Pyogenic 
granuloma 

4×6×8 
Surgical 
excision 

No 

4 26 Hard palate Female 

Lobulated  
papillary surface, 

pedunculated, 
firm, white  

pinkish, painless 

GCF 

6×10×11 

 

Surgical 
excision 

No 

5 63 
Right buccal 

mucosa 
Female 

Smooth surface,  
sessile, rubbery 

to firm, white  
pinkish  

(keratosis in  
surface), painless 

Fibroma 

8×5×5 

 

Surgical 
excision 

No 

Figure 2. GCF in the buccal mucosa (an uncommon location) in case number 5; hyperkeratotic surface with whitish 
appearance (left) and trinuclear giant fibroblasts (right). 
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The clinical diagnosis of fibroma was made. 

Due to the unusual location of the lesion, GCF 

was not the first differential diagnosis,  

although histopathological assessment  

confirmed GCF. It measured approximately 5 

mm laterally and 8 mm in anteroposterior  

direction, and had 5 mm thickness. 

 

Discussion 
Although irritation fibroma, a reactive  

lesion, is common in adults, its histopatho-

logical variant, known as GCF, is rare [9]. 

GCF has some features that distinguish it 

from fibroma. It usually occurs in the  

gingiva, tongue and palate. There are only a 

limited number of reports about GCF in the 

buccal mucosa. GCF lesions are usually 

smaller than 1 cm. The role of trauma in  

development of GCF has been contradictory. 

In addition, reports of GCF formation in 

trauma-prone areas, for instance, the buccal 

mucosa, are increasing. Reports of GCF in 

Iranians are rare [7]. Although there is no 

specific preponderance with regard to  

gender of patients, there were four females 

and one male patient in the present study. 

All patients had exophytic lesions with coral 

to white pink color but in case number 5, 

there was a white area on the lesion that 

appeared to be due to chronic contact with 

the teeth. The age range of patients was 14 

to 63 years old. The smallest diameter of the 

lesions was 4 mm and the largest diameter 

was 15 mm; they were often firm in  

consistency. 

Based on the clinical appearance of the 

lesion, the differential diagnosis mainly  

includes reactive and benign neoplastic  

lesions, such as irritable fibroma, pyogenic 

granuloma, and peripheral giant cell  

granuloma [6]. However, some clinical  

criteria such as color, size, surface  

appearance, localization, base, and presence 

of stimulating factors can aid in diagnosis 

[5]. Kuo et al. [10] showed that GCF  

resembles a fibroma or papilloma and is  

difficult to diagnose at first glance. At first 

sight, a differential diagnosis of GCF was 

unexpected in our cases due to its unusual 

location. 

The histological differential diagnosis  

also includes lesions of melanocytic or 

Langerhans cell origin that, unlike GCF, stain 

positive for S-100, or lesions of endothelial 

or myofibroblastic origin that stain positive 

for alpha smooth muscle actin [9, 11]. In 

GCF, epithelial hyperplasia forms spiky rete 

ridges. Also, giant, stellate, multinucleated 

fibroblast-like cells are seen that sometimes 

show cytoplasmic positivity for smooth 

muscle actin, suggesting differentiation  

towards myofibroblasts, and keloid-like 

dense collagen. Mast cells are often present 

similar to fibrous papules of the nose [12]. 

In the present study, based on the classic 

microscopic view of giant stellate  

fibroblasts, no further investigation was 

needed, including S100 and SMA, to confirm 

GCF, and the pathologic diagnosis of all  

cases was GCF. 

The ultrastructural study of oral GCF by 

Weathers and Callihan [10] suggested that 

characteristic cells in GCF are atypical  

fibroblasts. The most characteristic feature 

was presence of a few mono-, bi- and  

multinucleated stellate giant cells in the 

subepithelial fibrous connective tissue.  

Additional histopathological features  

include the presence of squamous  

epithelium at various stages of  

keratinization (hyperparakeratotic or  

hyperorthokeratotic) [13], hyperplasia,  

immature connective tissue with large  

stellate fibroblasts, and lack of granulation 

tissue. The presence of inflammatory cells 

typical of GFC supports the idea that  

fibroblastic differentiation might be induced 

by recurrent inflammation. It could also be a 

response to low-intensity trauma after  

lesion development [14]. 

In only two of our cases (numbers 2 and 

5), with the lesion in buccal mucosa, trauma 

could be considered as the cause of lesions, 

while the remaining lesions were not  

exposed to trauma. 

Although GCF is rare, it is likely to  

 

224 



                  Mosannen Mozafari  et al.                                                                                                                               Giant Cell Fibroma 

   
57 

become more common if we consider  

retrocuspid papilla as its subtype.  

Retrocuspid papilla is a small fibrous nodule 

located on the gingiva, lingual to the  

mandibular cuspid, is usually bilateral, and 

affects children [11]. Retrocuspid papilla is 

quite common and has been reported in  

25-99% of children and young adults. Its 

prevalence in older adults decreases to  

6-19%, suggesting that the it is a normal  

anatomical variation that disappears with 

age [1]. 

In this study, we reported five cases of 

oral GCF on the maxillary gingiva, hard  

palate, and buccal mucosa in Iranian  

patients. Surgical excision was performed 

with a surgical blade and no recurrence of 

the lesions was reported in the cases in the 

present study.  

Very few studies on GCF are available in 

the Iranian population. According to this 

case report, GCF can be considered in the 

list of differential diagnosis of exophytic  

lesions even if they have an unusual size or 

location. 

 

Conclusion 
GCF should be considered in the list of  

differential diagnosis of any exophytic  

lesion resembling a fibroma with unknown 

origin of irritation even in nontraumatic  

areas. 
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