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Clinicians are often faced with diagnosing routine oral and
maxillofacial pathology. Experience and training make such tasks
relatively easy. Establishing differential diagnoses, and ruling out
the most unlikely, usually will lead to an appropriate treatment
plan. Occasionally, a pathologic presentation may significantly differ
from the expected [1], and stump even an experienced clinician. It
is imperative, when encountering an unknown or unusual lesion, to
return to basics and approach the entity with the same systematic
work-up approach we were trained to perform since entering
residency training programs [2].

Case Report

A sixty year old Caucasian woman, wife of a retired United States
Navy Master Chief, originally presented to the Ear, Nose and Throat
clinic at Groton Naval Station for evaluation of what appeared to be a
“huge lesion of my tongue.” The patient reported the lesion had been

slowly growing for the past year; however, “fear of cancer” overrode
her normal inclination to present for treatment.

She denied recent weight loss or constitutional symptoms, such
as fevers, chills or night sweats. Past medical history was significant
for hypertension, which was well controlled with beta blockers.
She denied tobacco and alcohol use. Chest x-ray was normal, and
peripheral blood laboratory values were all within normal limits. She
had no previous surgeries except dental extractions.

Clinical Presentation

On physical exam the patient appeared as a heavy set woman

Figure 1: Clinical appearance of lesion, frontal view.

of stated age. Head and neck exam revealed a large purplish lesion
of approximately 5 cm. in diameter attached to the anterior portion
of the mandibular alveolus, which protruded dramatically from
the oral cavity upon forward motion of the tongue. (Figure 1 and
Figure 2) The lesion was firm, fibrous, non-tender and non-ulcerated,
positioned adjacent to remaining grossly carious and periodontally
involved mandibular teeth. It was soon apparent that the tongue was
freely mobile and not at all involved. Airway was patent; neck was
supple with no palpable lymphadenopathy.
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Figure 2: Clinical appearance of lesion, lateral view.

Figure 3: Panoramic x-ray showing poor periodontal condition of teeth, and
anterior spacing.

Figure 4: Axial CT image of the jaws.

Panoramic x-ray revealed marked alveolar resorption associated
with the overlying mass (Figure 3). CT scan further confirmed
intimate relationship of the lesion to the mandibular alveolus. The
mandible, however, appeared grossly intact without intrabony masses
or lesions (Figure 4 and Figure 5).

Differential Diagnoses

Benign-appearing exophytic masses on the gingiva include

Figure 5: Coronal CT image of the jaws.

pyogenic granuloma, peripheral odontogenic fibroma, peripheral
ossifying fibroma, peripheral giant cell granuloma [3], peripheral
ameloblastoma and of course primary vs. secondary malignancy.

With no history of previous malignancy, a metastatic lesion could
be most likely ruled out, while a primary malignancy of the gingiva in
the midline is very unusual.

The peripheral ameloblastoma is rare and usually presents as a
sessile red mass in the posterior mandibular alveolar mucosa with
little or no bony erosion [4,5].

Distinguishing the other four entities -- pyogenic granuloma,
peripheral odontogenic fibroma, peripheral ossifying fibroma and
peripheral giant cell granuloma -- from each other clinically is
problematical (Table 1).

Color varies from pale to red [6] for each - in various stages of
development [7]. The earlier the life of the lesion, the redder the
apparent color will be. Pain [5] may not be a presenting factor, unless
ulceration secondary to local or occlusal trauma occurs - and then
pain may be present in any or all.

The ages of appearance of each of the lesions overlap considerably:
“child bearing age,” “age of pregnancies,” “adolescence”,”mean age of
occurrence 30,” “50% of cases between ages 5 - 25,” [4,5,8,9] making
it difficult to rule in or rule out a diagnosis based on age - especially
if, as in our case, the lesion is of long standing (and may have been

present even longer than the patient described.)

Pathogenesis of each seem to be intertwined; the pyogenic
granuloma with a histologic appearance of heavily vascularized
fibrous connective tissue seems to be an early stage of each of the
other entities, and cross over in descriptive terminology between the
four is almost interchangeable exept for differences in inclusion into
the fibrous stroma of odontogenic epithelium, multinucleated giant
cells, osteoid, or calcification [10].

Clinical Course
With no clear-cut diagnosis, incisional biopsy was carried out.

Incisional biopsy was performed in the mid portion of the lesion.
Results were inconclusive. The staftf general pathologist could only
identify connective tissue pattern without being able to identify the
histologic diagnosis of such lesion. A second opinion was sought. The
lesion was re-biopsied under conscious sedation and 5mm diameter
cores were obtained from thelesion in the area adjacent to the alveolus.
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Table 1: Comparison of clinical and microscopic findings of the four entities most likely to be listed in the differential diagnosis of the lesion.

NAME CLASSIFICATION SHAPE COLOR AGE MICROSCOPIC USUAL
(F>M) APPEARANCE LOCATION
PERIPHERAL Subtype of P; S Pink Mean Strands of Mandible>Maxilla
ODONTOGENIC Peripheral Fibroma 29 Odontogenic Anterior Gingiva
FIBROMA (Akin to POF) Epithelium F>M
(P OdF) (Possibly
Calcifications)
PERIPHERAL Giant Cell Epulis P;S Dark Red 48% = Giant Cells Mandible > Maxilla
GIANT CELL ( = ‘Periph.Giant Cell to Child Capillary Gingiva, anterior to
GRANULOMA Reparative Gran’ Purplish Bearing Hemosiderin Molar Teeth.
(PGCQG) — Jaffe) Age F=M
[Resembles Pyog.Gran.. or..
Periph Odont Fibroma (!)]
PYOGENIC May be Early Stages of P;S Red Pregnant  Fibrous Conn Maxilla > Mandible
GRANULOMA POdF,POssF,PGCG (usually or Tissue Heavily Gingiva; Lips;
(P G) Ulcerated) Adoles Vascularized Tongue; (Mucous
cent Many Capillaries Menbranes)
Occ: Skin
F>M
PERIPHERAL Subtype of P;S Pink 5-25 Fibroblasts c. Body of Mandible, but, usually:
OSSIFYING Peripheral Fibroma Mean Ossifying Maxilla>Mandible
FIBROMA (Akin to P Od F) 30 (and possibly Odontogenic) F=M
(POF) Rests

i
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Figure 6: Photomicrograph - Incisional biopsy: dense chronic inflammation (H

Figure 8: Photomicrograph -

Incisional biopsy: Fibrous tissue, spindle cells,

inflammation & myxoid degeneration.

(H & E Stain; high power)

Stain; medium power).

Figure 9: Clinical view prior to excision showing attachment of the lesion to
the alveolar gingival.
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Figure 12: Clinical appearance one year post-operatively.

The specimen was submitted to Department of Oral Pathology,
National Naval Medical Center (NNMC), Bethesda. Once again the
diagnosis was not clearly established due to significant inflammatory
infiltrate and non-specific fibrous tissue. (Figure 6 and Figure 7)
The Oral Pathologist did note, however, spindle cell proliferation —
altered by myxoid degeneration and chronic inflammation (Figure 8)
- which could be consistent with extra abdominal desmoid tumor or
fibromatosis Any growing mass will have a ring of fibrosis that looks
like scar tissue and has features of a desmoid. Thus it is sometimes
unclear whether a mass biopsied was inadequately biopsied (i.e., the
fibrous ring surrounding the mass, not the mass itself, was taken) or

Figure 13: Photomicrograph — Excised specimen: Ulcerated and inflamed
mass composed primarily of fibrous connective tissue. (H & E Stain; medium
power).

R ke USSRl ) RS, B PN TP
Figures 14: Photomicrographs — Excised specimen: Fibrous connective

tissue with multiple, scattered osseous Calcifications composed primarily of
woven bone. Focal lamellar bone also observed. (H & E Stain; high power).

Figures 15: Photomicrographs — Excised specimen: Fibrous connective
tissue with multiple, scattered osseous Calcifications composed primarily of
woven bone. Focal lamellar bone also observed. (H & E Stain; high power).

is in fact a desmoid. Therefore, since malignancy was not apparent,
recommendation was made to excise the lesion in entirety for
thorough microscopic examination.

The patient subsequently was taken to the operating room at
Newport Hospital where the lesion (Figure 9) was excised under
general anesthesia with a generous soft tissue margin. The tumor was

Manzon et al. J Otolaryngol Rhinol 2015, 1:1

e Page 4 of 5



found to be well adherent to crestal portion of the mandible, so 0.5
cm of the alveolar bone was excised with the soft tissue mass. 3 mm.
of residual soft tissue were also excised and sent out for verification of
free margins, the five remaining mandibular teeth were extracted and
the wound closed in layered fashion.

The lesion, measuring approximately 3x5 cm. (Figure 10 and
Figure 11), was submitted for general pathology examination at
Newport hospital and slides mailed out for second opinion to a soft
tissue pathologist expert at Emory University. Finally, after some
deliberation, diagnosis was established and confirmed by NNMC
specialists. Recovery was uneventful and the patient was discharged
home on the following day. The healing process was unremarkable
and at one year follow up no recurrence was noted. (Figure 12)

Microscopic examination of the excisional biopsy is presented.

The final diagnosis by the reporting pathologist was ‘Peripheral
Ossifying Fibroma.

Discussion

Peripheral ossifying fibromas aka “bump on the gum” are very
common benign tumors. They are considered to be reactive lesions
rather than neoplastic [11], arising secondarily to irritation by plaque
micro-organisms and other irritants such as calculus within the
gingival crevice [12]. The peripheral ossifying fibroma more often
than not is noted to have a mineralized component [13], which most
likely originates from the periosteum or periodontal ligament, and
may be merely a pyogenic granuloma that has undergone maturation
and calcification. These lesions are found more often in females than
in males [4]. They arise more commonly in the maxilla than - as in
this case - the mandible.

The peripheral ossifying fibroma, pedunculated or sessile, appears
exclusively on the gingiva, with peak prevalence stated in the literature
to be between 10 and 19 years of age [8]. Most of these lesions originate
and extend from the interdental papilla [14]. Most lesions are small,
usually less than 2 cm. in size, but some believe these lesions have the
potential to grow into “gigantiform” size. Routine oral examinations
allow for early detection of these lesions, hypothesized to be one of
the reasons for the usual small size of this entity. Our patient delayed
presenting for evaluation due to fear. We postulate that the larger
size of this lesions is secondary not only to the delayed presentation
but also to the edentulous aspect of the anterior mandible, where the
lesion had unopposed growth restriction.

Conclusion

We have presented a rare clinical manifestation of a somewhat
common lesion, and its diagnostic and surgical management.
The training of a surgeon is long, tedious, demanding and varied.
Included is training in surgical skills, patient management, operating
room techniques, historical perspective of the specialty; in all, a
common thread exists. The resident is taught to think; think of
what he proposes; think of differential diagnoses; think of possible
complications; think of the handling of tissues; think of the patient;
think of his colleagues and their possible contribution to the care of
his patients.

As part of this thinking process, the resident is taught to evaluate
the diagnosis and care of lesions of the head and neck. It is this aspect
ofhis/her training that will permit, in an orderly fashion, the diagnosis
and recommended treatment of usual, but more importantly, unusual
lesions which their patient may present to them [1,2]. Not always
do the clinical, radiographic and pathologic evaluations coincide.
Those guidelines taught during residency permit the practitioner to
formulate treatment plans that result in appropriate, timely care for
his patient.
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