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INTRODUCTION

Focal fibrous hyperplasia (FFH), also known as irritation 
or traumatic fibroma, is a reactive, inflammatory 
hyperplastic lesion of the connective tissue. It presents 
usually as a yellowish–white or mucosal colored, sessile, 
smooth‑surfaced, asymptomatic, soft nodule. The surface 
may be hyperkeratotic or ulcerated, owing to repeated 
trauma. The most common intraoral site is along the 
occlusal line of the buccal mucosa – an area subject to 
masticatory trauma – but it also affects the lower lip, tongue, 
hard palate and edentulous alveolar ridge.[1] The aim of 
this study is to describe the clinical features of 193 cases 
of FFH, diagnosed in a service of oral and maxillofacial 
surgery in Brazil.

MATERIALS AND METHODS

Study design

We retrospectively studied 193  cases of FFH from the 
medical and histological reports of patients with soft‑tissue 
reactive lesions that involved the oral cavity from the 
Department of Oral Pathology, Pernambuco University, 
Brazil, during the period between January 1992 and 
December 2009. This study was approved by the Ethics 
Committee (0075.0.107.000‑08).

Inclusion and exclusion criteria

All patients with a histopathological diagnosis of FFH were 
included. Patients with an incomplete history were excluded.

Analyzed variables

Data were collected regarding the age, gender, location, size 
of the lesion (equal to or less than 1 cm, between 1 and 2 cm 
and greater than 2  cm), pain, history of trauma, treatment, 
length of follow‑up (from diagnosis to release or last review) 
and recurrence.
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mucosa (n = 119, 61.7%). Almost two‑thirds of the cases were concentrated 
from the second to the fifth decade of life. Females were more affected 
than men and a history of trauma was related by 90.7% of the patients. 
Two recurrences were notified  (1.0%). Conclusion: Further studies are 
needed on the distribution of the lesion in different ethnic and geographical 
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Data analyses

In this retrospective cross‑sectional study, we have limited the 
analysis to the description of variables such as proportions 
and means. The interpretations are summarized in Figures 
and Tables.

RESULTS

Of the 1290 soft‑tissue reactive lesions of the oral cavity, 
193 were confirmed histologically as FFH, a prevalence 
of 15%. The most common affected sites were the buccal 
mucosa  [Figure  1], lower lip and dorsal tongue  [Table  1]. 
Almost two‑thirds of the cases were concentrated from the 
second to the fifth decade of life, with a mean of 41.4 years 
and a peak prevalence in the fifth decade  [Figure  2]. 
There were 136  female and 57  male patients, with a 
female:male ratio of 2.4:1. A  history of local trauma was 
related by 175  patients  (90.7%). Most patients reported 
no pain  (92.2%) and the lesions rarely exceeded 2  cm in 
diameter (49.2%) [Figures 3 and 4]. All cases were treated by 
surgical excision under local anesthesia. Seventeen patients 
failed to attend for follow‑up examinations. The follow‑up 
period for the remaining patients ranged from one week to 
about four years after the operation and two recurrences were 
notified (1.0%).

DISCUSSION

Although relatively common in the oral cavity,[2] we have found 
a paucity of studies on FFH in the Pubmed English language 
literature. To date, the largest case series on FFH have been 
published by Zarei et al.,[3] along with other reactive lesions of 
the oral cavity. Therefore, additional epidemiological studies 
are needed in order to more fully describe their characteristics.

The results of this study show that FFH affects people of all 
ages and both genders, but has a high frequency in female 
adults, similar to that found by Zarei et al.[3] This predilection 
for adults is probably related to the specific features in this 
range of life, which include wear dentures, lower‑lip‑biting 
habit, chronic cheek‑biting and biting objects. As observed 
in the present study, mechanical trauma is closely related to 
the development of the FFH, contrary to the idea that this 
lesion is a true neoplasm. In addition, it is possible that 
female hormones contribute to an increased production and 
accumulation of collagen by fibroblasts in the presence of 
a chronic injury. Interestingly, other reactive lesions also 
show a great predilection for females and are detected in the 
first five decades of life, when hormonal changes are most 
predominant.[4‑7]

Figure 1: Focal fibrous hyperplasia in the buccal mucosa

Figure 2: Distribution of 193 focal fibrous hyperplasia according to 
the age of patients

Figure 3: Distribution of 193 focal fibrous hyperplasia according to 
the diameter of lesions

Figure  4: Focal fibrous hyperplasia with a larger diameter in the 
alveolar region of the maxilla
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Our findings as regards the site confirm the previous reports[1,8] 
that found a higher prevalence of FFH in the buccal mucosa 
along the bite line, but contrasted with the study by Zarei 
et al.,[3] where it was mostly found in the gingiva [Table 2]. 
Regardless of the site, FFH characteristically exhibits a limited 

growth potential, which is a determining factor for the absence 
of superficial ulcerations due to secondary trauma. Definitive 
diagnosis is based on histological analysis to rule out the 
possibility of lesions that may have a similar appearance, 
such as, pyogenic granuloma  (PG), peripheral giant‑cell 
granuloma (PGCG) and peripheral ossifying fibroma (POF).

Histologically, FFH is characterized by an unencapsulated, 
solid, nodular mass of dense and sometimes hyalinized 
fibrous connective tissue. The surface epithelium is usually 
atrophic, but may show signs of continued trauma, such as, 
excess keratin, intracellular edema of the superficial layers 
or traumatic ulceration.[9]  [Figure 5]. About 1% of the FFH 
present stellate and giant cells.[10]  [Figure 6]. Although PG, 
POF and PGCG are also strongly associated with the chronic 
local irritation and trauma, their histological aspects are 
different from the FFH, especially when the lesions have 
a short duration. PG consists of prominent vascular spaces 
lined with endothelium in a loosely arranged fibrillary matrix, 
with moderate‑to‑severe chronic inflammation,[5,11] while 
in the POF, the presence of mineralization areas – bone, 
cementum‑like material or dystrophic calcifications – with 
multinucleated giant cells near them is a common finding.[6] 
On account of their clinical and histopathological similarity, 
it is considered that at least some cases of POF may arise 
as a result of the maturation of a longstanding PG.[12] PGCG 
is a rather common lesion of the oral cavity, arising mainly 
from the connective tissue of the gingiva or the periosteum 
of the alveolar ridge due to the irritation trauma. The lesion is 
characterized by a non‑encapsulated highly cellular mass with 
abundant giants cells dispersed throughout.[7]

In addition, it is important to explain that FFH should be 
differentiated from an unusual non‑neoplastic lesion of the 
oral cavity known as giant‑cell fibroma (GCF). This lesion 
occurs most commonly on the tongue and gingiva, in the young 
patients, without sex predilection. Microscopically, CFG is 

Figure  5: Histological section showing a fibrous connective tissue 
with mild chronic inflammatory infiltrate covered by a hyperplastic 
epithelium, with hyperkeratosis and hyperchromatism of the basal/ 
parabasal layers (H and E, ×100)

Figure 6: Histological section showing the presence of some large 
stellate cells with two and three nuclei  (H  and  E, ×400 original 
magnification)

Table 1: Distribution of 193 FFHs according to the site of 
involvement
Site Number of cases Relative frequency
Buccal mucosa 119 61.7
Tongue

Dorsal surface 11 5.7
Ventral surface 1 0.5
Lateral border 5 2.6
Apex 8 4.1

Lip
Upper lip 1 0.5
Lower lip 20 10.4
Comissure 5 2.6

Hard palate 8 4.1
Alveolar ridge 9 4.7
Retromolar region 6 3.1
Total 193 100
FFHs: Focal fibrous hyperplasia

Table 2: Comparison of data from Zarei et al.[3] and 
Santos et al.
Variables Zarei et al.[3] 

(n=44) (%)
Santos et al. 
(n=193) (%)

Mean age 40.6 41.4
Sex Female (54) Female (70.5)
Site Gingiva (48.8) Buccal mucosa (61.7)
History of trauma N.A. 90.7
Pain N.A. 7.8
Diameter <1 cm (66) <1 cm (49.2)
Recurrence None 1.0
N.A: Not available
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composed of a non‑inflammated fibrous connective tissue, 
with the presence of large stellate cells, usually with one or 
two nuclei, just beneath the epithelium. Multinucleated giant 
cells are seen occasionally.[13] However, the giant cells are not 
exclusive of the CFG and can also be seen in other lesions, 
including FFH, looking to be part of the normal spectrum of 
tissue responses to injuries.[14] Immunohistochemical stains 
show that these cells are only vimentin‑positive, suggesting a 
fibroblast phenotype.[15,16]

Simple excision is the treatment of choice of FFH and 
recurrence is unlikely unless the inciting trauma continues 
or is repeated, as is observed in the present study. Of late, 
Trajtenberg and Adibi[17] have suggested that laser excision 
is an alternative for treating oral soft tissue lesions, including 
FFH, since it avoids the use of postoperative medications and 
accelerates the healing process.

In summary, except for variations in the sites of involvement, 
the features of FFH among Brazilians are similar to those 
reported by Zarei et  al.[3] in Iranians. Further studies are 
needed on the distribution of the lesions in different ethnic 
and geographical populations. The influence of sex hormones 
on the development of FFH must be clarified.
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