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Learning outcomes

• Recognize the four reactive fibrous proliferative lesions

• Relate characteristic clinical appearance to the tissue response

• Differentiate overlapping gingival masses by source-described pathology

• Apply lesion-specific management and differential-diagnostic cautions



The four lesions in this section

• Irritation fibroma: Focal fibrous overgrowth associated 
with repeated trauma

• Pyogenic granuloma: Highly vascular reactive granulation 
tissue

• Peripheral ossifying fibroma: Gingival nodule with a 
notable recurrence risk

• Peripheral giant cell granuloma: Giant-cell-rich reactive 
gingival lesion

Irritation
Fibroma

Pyogenic
Granuloma

Ossifying
Fibroma

Giant cell
Granuloma



Shared clinical frame: Oral reactive growths

• Each entity produces a localized oral soft-tissue 
mass or nodular growth

• Reactive inflammatory or traumatic processes are 
emphasized

• Similar locations and surface appearances require 
attention to distinguishing features

Local clinical setting

Reactive tissue response

Observed oral lesion

Schematic reasoning map



Reactive does not mean clinically identical

• Irritation fibroma is dominated by fibrous connective 
tissue

• Pyogenic granuloma is characterized by vascular 
organizing granulation tissue

• Peripheral giant cell granuloma is distinguished by 
multinucleated giant cells

• Peripheral ossifying fibroma has a distinct tendency to 
recur

Fibrous
Tissue

Vascular
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Description
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Anatomic clues focus the first examination

• Buccal mucosa along the bite line strongly fits irritation 
fibroma

• Gingiva is also a documented site for irritation fibroma

• Pyogenic granuloma and peripheral ossifying fibroma 
favor gingiva

• Peripheral giant cell granuloma involves gingival mucosa

GINGIVAL SOFT TISSUE

Intact mucosa or ulceration

Simplified schematic — not a clinical specimen



Surface color and ulceration refine recognition

• Smooth pink nodule: Characteristic illustration of 
irritation fibroma

• Red-to-purple, frequently ulcerated: Pyogenic granuloma

• Red, ulcerated gingival nodule: Peripheral ossifying 
fibroma

• Peripheral giant cell granuloma: Intact covering or 
ulceration

Smooth pink

Red–purple

Red ulcerated

Intact / ulcerated



Tissue composition explains diagnostic categories

• Fibrous connective tissue is central to irritation fibroma

• Vascular granulation tissue is the microscopic hallmark of 
pyogenic granuloma

• Giant cells within a fibroangiomatous stroma identify 
peripheral giant cell granuloma

• Robbins provides clinical—not detailed microscopic—
description of peripheral ossifying fibroma
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Read a reactive nodule systematically

• Locate the lesion: Bite line, gingiva, or central jaw

• Characterize the surface: Smooth, pink, red-purple, or 
ulcerated

• Identify the predominant tissue reaction on histology 
where described

• Match management to the named lesion and its 
recurrence behavior

Local clinical setting

Reactive tissue response

Observed oral lesion

Schematic reasoning map



Three equivalent names, one entity

• Irritation fibroma

• Traumatic fibroma

• Focal fibrous hyperplasia

• All three labels refer to the same nodular reactive lesion 
in this section

ALTERNATIVE LABELS

Irritation fibroma

Traumatic fibroma

Focal fibrous hyperplasia



A localized fibrous connective-tissue mass

• Defined as a submucosal nodular mass

• Composed of fibrous connective tissue

• The mass is focal rather than a diffuse oral mucosal 
process

FIBROUS TISSUE

Fibrous connective tissue

Simplified schematic — not a clinical specimen



Repetitive trauma is the proposed trigger

• A reactive process induced by repetitive trauma

• The bite-line distribution supports the clinical 
trauma association

• The etiologic statement is qualified: It is thought to 
be reactive

Local clinical setting

Reactive tissue response

Observed oral lesion

Schematic reasoning map



Buccal mucosa: A characteristic location

• Commonly occurs on buccal mucosa along the bite 
line

• Anatomic location links repetitive contact with a 
local reactive response

• A focused intraoral examination should document 
position relative to the bite line

BUCCAL BITE LINE

Smooth pink nodule

Simplified schematic — not a clinical specimen



Gingiva is another typical site

• Irritation fibroma also occurs on gingiva

• A gingival nodule is therefore not automatically a 
pyogenic granuloma or POF

• Anatomic site must be integrated with surface and 
tissue features

CLINICAL LOGIC

Interpret site, gross 
appearance, histology, and 

management together.



Smooth pink exophytic nodule

• Robbins Fig. 16.2 describes a smooth pink exophytic 
nodule

• The referenced figure is located on buccal mucosa

• Exophytic means projecting outward from the 
mucosal surface

BUCCAL BITE LINE

Smooth pink nodule

Simplified schematic — not a clinical specimen



A submucosal location is diagnostically useful

• The fibrous mass develops beneath the surface 
mucosa

• The defining substance is fibrous connective tissue, 
not exuberant granulation tissue

• This pattern contrasts with the highly vascular 
composition of pyogenic granuloma

FIBROUS TISSUE

Fibrous connective tissue

Simplified schematic — not a clinical specimen



Fibrous vs vascular reactive growth

• Irritation fibroma: Submucosal fibrous nodule and 
smooth pink appearance

• Pyogenic granuloma: Red-purple, frequently 
ulcerated, highly vascular tissue

• These are comparative tendencies; Appearance 
alone is not a microscopic diagnosis

TWO PATTERNS OVERLAP

Red / 
ulcerated

Clinical 
appearance

Tissue type

Depth / 
recurrence



Complete surgical excision is the treatment

• Robbins specifies complete surgical excision

• The listed therapy targets the localized nodule

• The source does not provide a numerical recurrence 
rate for irritation fibroma

TREATMENT FOCUS

Localized lesion

Simplified schematic — not a clinical specimen



Clinical application: A bite-line nodule

• A patient has a smooth pink submucosal nodule 
along the cheek bite line

• Repetitive trauma and location favor irritation 
fibroma

• The source-supported definitive treatment is 
complete excision

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Recognition checklist: Irritation fibroma

• Site: Buccal bite line or gingiva

• Morphology: Smooth pink focal nodule

• Tissue: Submucosal fibrous connective tissue

• Mechanism and treatment: Repetitive trauma; Complete 
surgical excision

RECOGNITION ANCHORS

Location

Surface

Tissue pattern

Clinical implication



Pyogenic granuloma is a vascular reactive lesion

• It is an exophytic inflammatory lesion

• Microscopically, it comprises highly vascularized 
organizing granulation tissue

• The lesion name should not replace its actual tissue 
description

VASCULAR GRANULATION

Many vascular profiles (schematic)

Simplified schematic — not a clinical specimen



Age groups with typical gingival lesions

• Children are a typical affected group

• Young adults are also commonly affected

• Pregnant females are a specifically highlighted 
group

SOURCE-DESCRIBED SETTING

Children

Young adults

Pregnant females



Pregnancy tumor is a clinical synonym

• A pyogenic granuloma occurring in pregnancy may 
be called a pregnancy tumor

• The designation concerns its clinical setting in 
pregnant females

• It remains with’ category of inflammatory/reactive 
oral lesions

ALTERNATIVE LABELS

Pyogenic granuloma

Pregnancy tumor



Gingiva is the characteristic site

• The gingiva as the typical location

• This site overlaps with irritation fibroma and 
peripheral ossifying fibroma

• Site guides the differential but does not uniquely 
determine the lesion

GINGIVAL SOFT TISSUE

Red-purple; Often ulcerated

Simplified schematic — not a clinical specimen



Red-to-purple is a characteristic color

• Clinical lesions are red to purple

• This matches their strongly vascularized tissue 
composition

• Color is one clinical clue among several—not a 
standalone confirmation

GINGIVAL SOFT TISSUE

Red-purple; Often ulcerated

Simplified schematic — not a clinical specimen



Ulceration is frequent

• The overlying surface is frequently ulcerated

• A red or purple ulcerated gingival mass should raise 
pyogenic granuloma

• Peripheral ossifying fibroma can be similarly red and 
ulcerated

GINGIVAL SOFT TISSUE

Red-purple; Often ulcerated

Simplified schematic — not a clinical specimen



Rapid growth can raise concern for malignancy

• Some pyogenic granulomas grow very rapidly

• This tempo can elicit clinical concern for malignancy

• Rapid growth therefore does not by itself establish 
a malignant diagnosis

IMPORTANT DISTINCTION

Rapid growth

Can generate concern for 
malignancy — it does not 

establish malignancy



Histologic basis: Organizing granulation tissue

• The lesion contains proliferating vascularized 
granulation tissue

• Organizing granulation tissue is the key source-
described histology

• The histologic composition aligns with the red-
purple clinical surface

VASCULAR GRANULATION

Many vascular profiles (schematic)

Simplified schematic — not a clinical specimen



Vascularity and clinical appearance: Correlation

• Histologic observation: Highly vascularized tissue

• Clinical observation: Red-to-purple, frequently 
ulcerated mass

• The alignment is a clinicopathologic interpretation, 
not a numerical vascularity measure

Local clinical setting

Reactive tissue response

Observed oral lesion

Schematic reasoning map



One potential course is regression

• Pyogenic granulomas can regress

• Regression is a possible outcome, not stated to 
occur in every patient

• The source does not quantify the likelihood of 
regression

Pyogenic
Granuloma

May regress

May become 
fibrous

May develop into 
POF

Schematic reasoning map



A second course is fibrous maturation

• Some lesions mature into dense fibrous masses

• This links vascular organizing granulation tissue to a 
more fibrous endpoint

• Do not assume that every dense fibrous gingival 
lesion arose this way

Pyogenic
Granuloma

May regress

May become 
fibrous

May develop into 
POF

Schematic reasoning map



A third course links to peripheral ossifying fibroma

• Some pyogenic granulomas may develop into 
peripheral ossifying fibroma

• This is one source-described pathway, not the only 
origin of POF

• Peripheral ossifying fibroma may also arise de novo 
from periodontal ligament cells

Pyogenic
Granuloma

May regress

May become 
fibrous

May develop into 
POF

Schematic reasoning map



Three outcomes are possibilities, not frequencies

• Potential regression

• Potential maturation into a dense fibrous mass

• Potential development into peripheral ossifying fibroma

• Robbins provides no probability for these alternative 
paths

Pyogenic
Granuloma

May regress

May become 
fibrous

May develop into 
POF

Schematic reasoning map



Complete excision is the definitive treatment

• Robbins explicitly identifies complete surgical 
excision as definitive

• The approach differs from simply observing the 
vascular lesion

• The source does not provide recurrence statistics 
for pyogenic granuloma

TREATMENT FOCUS

Localized lesion

Simplified schematic — not a clinical specimen



Clinical application: Fast-growing red gingival mass

• A young adult develops a red-purple exophytic 
gingival lesion

• Ulceration and rapid growth are consistent with 
pyogenic granuloma

• Concern about malignancy is compatible with its 
documented rapid growth, not proof of cancer

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Peripheral ossifying fibroma: A gingival growth

• Robbins calls it a common gingival growth

• The lesion is considered likely reactive rather than 
neoplastic

• Its location and clinical surface overlap other 
reactive gingival masses

GINGIVAL SOFT TISSUE

Red ulcerated gingival nodule

Simplified schematic — not a clinical specimen



Reactive classification remains qualified

• The source says 'likely reactive' rather than 
established neoplastic growth

• Some examples appear to develop from a previous 
pyogenic granuloma

• Others may develop de novo from periodontal 
ligament cells

Long-standing pyogenic granuloma

Periodontal ligament cells

Peripheral ossifying fibroma

Schematic reasoning map



Young females have the highest incidence

• The highest incidence is reported in young females

• This is an epidemiologic tendency rather than a 
diagnostic criterion

• Clinical recognition must also consider site and 
morphology

SOURCE-DESCRIBED SETTING

Young females

Highest incidence 
reported



A red, ulcerated, nodular gingival lesion

• The characteristic clinical presentation is a red 
gingival nodule

• Ulceration is included in the Robbins description

• A similar appearance can occur in pyogenic 
granuloma

GINGIVAL SOFT TISSUE

Red ulcerated gingival nodule

Simplified schematic — not a clinical specimen



Two proposed developmental pathways

• Pathway A: Evolution of a long-standing pyogenic 
granuloma

• Pathway B: De novo origin from periodontal 
ligament cells

• These are alternatives, not necessarily sequential 
stages in all lesions

Long-standing pyogenic granuloma

Periodontal ligament cells

Peripheral ossifying fibroma

Schematic reasoning map



Periodontal ligament is a proposed tissue of origin

• Cells of the periodontal ligament are implicated in 
de novo lesions

• The periodontal ligament is part of tooth-
supporting structures

• This origin fits the characteristic gingival setting

GINGIVAL SOFT TISSUE

Red ulcerated gingival nodule

Simplified schematic — not a clinical specimen



A pre-existing pyogenic granuloma may evolve

• Some peripheral ossifying fibromas arise from long-
standing pyogenic granulomas

• The transition is explicitly described in the source

• The clinical red gingival surface alone cannot 
establish the developmental history

Pyogenic
Granuloma

May regress

May become 
fibrous

May develop into 
POF

Schematic reasoning map



Recurrence is a defining management issue

• Recurrence in 15% to 20%

• This numerical range pertains to peripheral 
ossifying fibroma

• Do not generalize it to the other three lesions

SPECIFIC REPORTED RANGE

15%–20%

Peripheral ossifying fibroma 
only



Excision must extend to periosteum

• Complete surgical excision down to periosteum is 
required

• The depth recommendation is tied to the reported 
recurrence tendency

• Simple superficial removal is not the source-
recommended technique

TREATMENT FOCUS

Excision extends to 
periosteum

Periosteal plane

Simplified schematic — not a clinical specimen



Contrast with pyogenic granuloma

• Both can be red, ulcerated gingival masses

• POF has a documented 15%–20% recurrence rate

• POF excision specifically extends down to periosteum

• Pyogenic granuloma is histologically highly vascular 
granulation tissue

TWO PATTERNS OVERLAP

Red / 
ulcerated

Clinical 
appearance

Tissue type

Depth / 
recurrence



Clinical application: Recurrent gingival nodule

• A young female has a red, ulcerated gingival nodule

• Peripheral ossifying fibroma belongs in the source-
based differential

• A complete excision extending to periosteum 
addresses its recurrence risk

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Recognition checklist: Peripheral ossifying fibroma

• Site: Gingiva; Especially described in young females

• Clinical surface: Red, often ulcerated nodule

• Origins: Previous pyogenic granuloma or periodontal 
ligament cells

• Management: Excision to periosteum; 15%–20% 
recurrence reported

RECOGNITION ANCHORS

Location

Surface

Tissue pattern

Clinical implication



Peripheral giant cell granuloma is uncommon

• An uncommon oral cavity lesion

• It likely represents a reactive inflammatory process

• The key distinguishing tissue feature is 
multinucleated giant cells

GIANT CELLS + STROMA

Multinucleated cells amid stroma

Simplified schematic — not a clinical specimen



The surface may be intact or ulcerated

• Gingival mucosa generally covers the lesion

• The covering may remain intact

• Some lesions are ulcerated

• Absence of ulceration therefore does not exclude this 
entity

GINGIVAL SOFT TISSUE

Intact mucosa or ulceration

Simplified schematic — not a clinical specimen



Microscopy: Multinucleated giant cells

• Aggregates of multinucleated cells are characteristic

• They are described as foreign body–like giant cells

• This is the primary cell type highlighted

GIANT CELLS + STROMA

Multinucleated cells amid stroma

Simplified schematic — not a clinical specimen



Microscopy: Fibroangiomatous stroma

• Giant-cell aggregates are separated by a 
fibroangiomatous stroma

• The term combines fibrous and vascular stromal 
components

• Both giant cells and the intervening stroma belong 
in morphologic description

GIANT CELLS + STROMA

Multinucleated cells amid stroma

Simplified schematic — not a clinical specimen



Two histologic components must be recognized

• Component 1: Multinucleated giant-cell aggregates

• Component 2: Intervening fibroangiomatous tissue

• The depiction is schematic; No source microscopy 
image is available

GIANT CELLS + STROMA

Multinucleated cells amid stroma

Simplified schematic — not a clinical specimen



Well delimited does not mean encapsulated

• The lesions are generally well delimited

• They are not encapsulated

• Clear delimitation helps explain why they are 
usually easily excised

DELIMITED ≠ ENCAPSULATED

A recognizable border does not 
imply a capsule

Simplified schematic — not a clinical specimen



Excision is usually straightforward

• Lesions are usually easily excised

• The source associates this with their well-delimited 
borders

• It does not provide an exact recurrence percentage

TREATMENT FOCUS

Localized lesion

Simplified schematic — not a clinical specimen



Distinguish peripheral from central jaw lesions

• Peripheral giant cell granuloma is a gingival soft-
tissue lesion

• Central giant cell tumors are found within the jaws

• The distinction concerns anatomic compartment, 
not only cell resemblance

SOFT TISSUE versus JAW

Gingival peripheral focus

Central focus inside jaw compartment

Simplified schematic — not a clinical specimen



Brown tumors are an important mimic

• Brown tumors can resemble peripheral giant cell 
granuloma histologically

• They occur with hyperparathyroidism

• Brown tumors are frequently multiple

SOFT TISSUE versus JAW

Gingival peripheral focus

Central focus inside jaw compartment

Simplified schematic — not a clinical specimen



Histologic resemblance requires context

• Giant-cell morphology is not uniquely identifying in 
isolation

• A central jaw lesion prompts a different category of 
lesion

• Multiplicity with hyperparathyroidism raises the 
brown-tumor differential

Local clinical setting

Reactive tissue response

Observed oral lesion

Schematic reasoning map



Site and multiplicity guide the differential

• Gingival lesion: Peripheral giant cell granuloma is a 
possibility

• Intraosseous jaw lesion: Consider a central giant cell 
lesion

• Frequently multiple lesions in hyperparathyroidism: 
Consider brown tumors

SOFT TISSUE versus JAW

Gingival peripheral focus

Central focus inside jaw compartment

Simplified schematic — not a clinical specimen



Clinical application: Giant cells in a gingival nodule

• A gingival lesion contains multinucleated giant-cell 
aggregates

• A fibroangiomatous stroma supports peripheral 
giant cell granuloma

• Anatomic location and clinical context must 
distinguish its mimics

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Recognition checklist: Peripheral giant cell granuloma

• Uncommon, likely reactive gingival lesion

• Mucosa intact or ulcerated

• Giant cells in fibroangiomatous stroma

• Well delimited but unencapsulated; Differentiate central 
jaw lesions and brown tumors

RECOGNITION ANCHORS

Location

Surface

Tissue pattern

Clinical implication



One-page clinical morphology comparison

• Irritation fibroma: Smooth pink nodule, often bite line

• Pyogenic granuloma: Red-purple, often ulcerated, may 
grow rapidly

• Peripheral ossifying fibroma: Red, ulcerated gingival 
nodule

• Peripheral giant cell granuloma: Gingival mucosa intact 
or ulcerated

Fibrous
Tissue

Vascular
Tissue

POF: Clinical
Description

Giant cells
+ stroma



Tissue description gives stronger distinction

• Irritation fibroma: Fibrous connective tissue

• Pyogenic granuloma: Highly vascular organizing 
granulation tissue

• Peripheral giant cell granuloma: Multinucleated cells in 
fibroangiomatous stroma

• POF: Specific microscopic architecture is not described in 
the supplied excerpt

Fibrous
Tissue

Vascular
Tissue

POF: Clinical
Description

Giant cells
+ stroma



Age and setting: Useful but nonexclusive

• Pyogenic granuloma: Children, young adults, and 
pregnant females

• Peripheral ossifying fibroma: Highest incidence in young 
females

• Irritation fibroma: Trauma and location emphasized; No 
age range provided

• Peripheral giant cell granuloma: No age preference 
stated in this excerpt

SOURCE-DESCRIBED SETTING

Age and setting help 
organize the differential; 
They are not diagnostic 

requirements



Management: One entity requires deeper excision

• Irritation fibroma: Complete surgical excision

• Pyogenic granuloma: Complete surgical excision

• POF: Complete excision down to periosteum

• Peripheral giant cell granuloma: Usually easily excised

TREATMENT FOCUS

Localized lesion

Simplified schematic — not a clinical specimen



Avoid transferring recurrence figures

• Only peripheral ossifying fibroma has a quantitative 
recurrence rate in this excerpt

• That rate is 15% to 20%

• The passage does not provide numerical recurrence 
estimates for the other lesions

• Missing rates should be reported as not supplied, not as 
zero

SPECIFIC REPORTED RANGE

15%–20%

Peripheral ossifying fibroma 
only



Pathways and lesion relationships

• Repeated trauma is linked to irritation fibroma

• Pyogenic granuloma may regress or become more 
fibrous

• Some peripheral ossifying fibromas follow pyogenic 
granuloma

• Others develop de novo from periodontal ligament cells

Pyogenic
Granuloma

May regress

May become 
fibrous

May develop into 
POF

Schematic reasoning map



A site-first diagnostic reasoning tree

• Buccal bite-line smooth pink nodule favors irritation 
fibroma

• Red-purple ulcerated gingiva suggests pyogenic 
granuloma; POF overlaps

• Giant cells in a gingival lesion support peripheral giant 
cell granuloma

• Intraosseous jaw location changes the giant-cell 
differential

Local clinical setting

Reactive tissue response

Observed oral lesion

Schematic reasoning map



Case 1: Smooth pink cheek nodule

• Finding: Smooth pink exophytic nodule along buccal bite 
line

• Mechanistic clue: Repeated mechanical trauma

• Most characteristic source diagnosis: Irritation fibroma

• Source-listed treatment: Complete excision

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Case 2: Rapidly enlarging pregnancy-associated mass

• Finding: Ulcerated red-purple gingival mass in a pregnant 
patient

• Rapid growth can cause concern for malignancy

• The classic reactive lesion is pyogenic granuloma

• Histologic anchor: Vascularized organizing granulation 
tissue

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Case 3: Why surgical depth matters

• Finding: Red, ulcerated gingival nodule in a young female

• POF is favored among the source-described patterns

• Reported recurrence is 15%–20%

• Complete excision down to periosteum is specified

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Case 4: Multinucleated cells on histology

• Gingival mass with aggregates of foreign body–like giant 
cells

• Fibroangiomatous stroma separates the aggregates

• Peripheral giant cell granuloma is supported

• Exclude central jaw giant-cell lesions and 
hyperparathyroid brown tumors as indicated

CLINICOPATHOLOGIC REASONING

1. Recognize location

2. Describe surface

3. Identify tissue pattern

4. Apply treatment / 
differential



Case 5: Intraosseous vs peripheral

• Microscopy finds giant-cell-rich tissue

• If the mass is within the jaw, peripheral gingival location 
is absent

• A central giant cell lesion becomes an essential 
differential

• Multiplicity and hyperparathyroidism suggest brown 
tumors

SOFT TISSUE versus JAW

Gingival peripheral focus

Central focus inside jaw compartment

Simplified schematic — not a clinical specimen



Case 6: A red ulcerated gingival nodule

• Pyogenic granuloma and POF share important surface 
findings

• Pyogenic granuloma has explicitly described vascular 
granulation tissue

• POF has a source-reported recurrence risk and periosteal 
excision requirement

• Clinical pattern should not be mistaken for definitive 
tissue typing

TWO PATTERNS OVERLAP

Red / 
ulcerated

Clinical 
appearance

Tissue type

Depth / 
recurrence



Four signatures for clinical recall

• Fibroma → bite-line trauma and submucosal collagenous 
mass

• Pyogenic granuloma → red-purple vascular granulation 
tissue

• POF → red gingival nodule, periosteal excision, 
recurrence

• Peripheral giant cell granuloma → multinucleated giant 
cells and mimics

Irritation
Fibroma

Pyogenic
Granuloma

Ossifying
Fibroma

Giant cell
Granuloma



Final diagnostic safeguards

• Do not identify every gingival red mass as pyogenic 
granuloma

• Do not assume that rapidly growing means malignant

• Do not generalize POF recurrence rate to all reactive 
lesions

• Do not ignore central jaw and brown-tumor mimics of 
giant-cell lesions

RECOGNITION ANCHORS

Location

Surface

Tissue pattern

Clinical implication



Textbook reference and visual conventions

• Robbins, Cotran & Kumar: Pathologic Basis of Disease, 11th edition (2026)

• Head and neck: oral inflammatory/reactive lesions

• Original textbook clinical images were not available for authorized reuse

• All displayed diagrams in this deck are original, editable educational schematics, not 
specimen images


	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67
	Slide 68
	Slide 69
	Slide 70
	Slide 71
	Slide 72
	Slide 73
	Slide 74
	Slide 75
	Slide 76

