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Introduction: Angiofibromas are benign fibrovascular neoplasms that rarely involve the oral cavity.
Case presentation: A 36-year-old female presented with a painless swelling on the buccal gingiva adjacent to the right 
maxillary second molar. Examination revealed a solitary, sessile, oval mass measuring 1.5 cm × 1.2 cm × 1.0 cm. The lesion was 
excised under local anesthesia. Histopathology confirmed an angiofibroma, showing non-keratinized hyperplastic epithelium 
overlying a fibrous stroma containing numerous newly formed capillaries. Healing was uneventful, with no recurrence at 1 year.
Clinical discussion: Oral angiofibromas mimic common lesions such as fibromas, necessitating histopathological confirmation. 
Differential diagnoses include solitary fibrous tumors and spindle cell lipomas. Complete local excision is curative.
Conclusion: This rare case of maxillary gingival angiofibroma underscores the importance of histopathological evaluation for 
definitive diagnosis. Complete excision yields excellent outcomes.
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Introduction

Angiofibromas are benign mesenchymal tumors with fibrovascular 
proliferation, sharing vascular and fibroblastic features yet exhibit
ing distinct clinical and histopathological traits[1,2]. Juvenile naso
pharyngeal angiofibroma mainly affects adolescent males and is 
locally aggressive[3]. Two other entities – giant cell angiofibroma 
(GCA) and cellular angiofibroma (CAF) – have been reported in 
the oral cavity[4,5]. GCA, first described in the orbit[6], displays 
features intermediate between solitary fibrous tumor and giant 
cell fibroblastoma, with CD34-positive multinucleated giant 
cells[7], and only two cases involving the oral buccal mucosa 
have reported[8–10]. CAF, initially identified in the vulvovaginal 
region[11,12], usually arises in genital areas but can occur 
elsewhere[13,14]; oral cases have not been documented. Accurate 
diagnosis relies on histopathological and immunohistochemical 
analysis, with CD34 being a key marker[15–17]. This article reviews 
the clinicopathological features of oral angiofibromas and updates 
their immunohistochemical profile and differential diagnosis.

To substantiate the novelty of this case, a structured literature 
search was conducted across the PubMed, Scopus, and Google 
Scholar databases through January 2026. The search terms 
included “oral angiofibroma,” “gingival angiofibroma,” “buccal 
gingiva tumor,” and “extranasopharyngeal angiofibroma.” Only 
English-language articles and case reports involving the oral cav
ity were included. Reference lists of relevant articles were also 
screened manually. To the best of our knowledge, no previously 
published cases describing an angiofibroma arising in the buccal 
gingiva adjacent to the maxillary second molar were identified.

This case report has been reported in line with the SCARE 
checklist[18].

Case presentation

A 36-year-old female presented with a painless, gradually enlar
ging swelling on the right upper gum of 2 months' duration, 
causing discomfort while chewing over the last month. There 
was no pain, bleeding, or ulceration, and no relevant medical 
history was noted.

Extraorally, there was no facial asymmetry or lymphadeno
pathy, and the skin appeared normal. Intraorally, a well-defined, 

HIGHLIGHTS 

● This is the first reported case of angiofibroma arising on 
the buccal gingiva adjacent to the maxillary second molar, 
an exceptionally rare anatomic subsite for this benign 
neoplasm.

● Histopathological confirmation was essential for diagno
sis as the clinical presentation mimicked more common 
lesions such as fibromas and lipomas.

● Complete surgical excision resulted in excellent post
operative healing with no recurrence at the 6-month 
follow-up, supporting the favorable prognosis of oral 
angiofibromas when adequately excised.
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solitary, sessile, oval growth (approximately 1.5 × 1.2 × 1.0 cm) 
was found on the buccal gingiva near tooth #17, matching the 
mucosal color with a faint reddish hue, with a smooth, non- 
ulcerated surface, and no pulsations. The lesion was soft to firm, 
non-tender, and doughy, with minimal bleeding on probing. 
Adjacent teeth were vital and stable, with healthy periodontal 
tissues. A provisional diagnosis of fibroma was made, and the 
differential diagnosis included lipoma, angiofibroma, heman
gioma, and peripheral giant cell granuloma.

Radiographic examination, including a periapical radiograph 
and an orthopantomogram, revealed no evidence of bony invol
vement, erosion, or root resorption, confirming the soft-tissue 
nature of the lesion (Fig. 1).

Routine hematological investigations were within normal 
limits, with a bleeding time of 2 minutes 30 seconds and a clot
ting time of 4 minutes 15 seconds.

The lesion was excised under local anesthesia with a No. 15 
blade, using an elliptical incision with a narrow margin down 
to the periosteum, ensuring complete removal. It was well- 
circumscribed, with no bony involvement or infiltration. 
Hemostasis was achieved with minimal blood loss. The site 
healed by secondary intention and was covered with 
Oralpaste™.

The patient received analgesics, multivitamins, and chlorhex
idine mouth rinse twice daily for 1 week. Histopathological 
examination of the excised right buccal mucosal mass 
(15 × 11.83 × 5 mm; firm, without nodules) revealed hyperplas
tic, nonkeratinized epithelium over fibrous tissue containing 
numerous capillaries, consistent with angiofibroma, with no 
evidence of malignancy.

Although the histopathological features were consistent 
with angiofibroma (Fig. 2), immunohistochemical (IHC) ana
lysis was not performed due to resource limitations. Ideally, 
IHC markers such as CD34, vimentin, desmin, S-100, and 
STAT6 would aid in confirming the diagnosis and excluding 
histological mimics such as solitary fibrous tumor, spindle cell 
lipoma, and angiomyofibroblastoma. CD34 positivity is typi
cally observed in angiofibroma, while negative staining for 
desmin and S-100 helps exclude myogenic and neural lesions. 
The postoperative period was uneventful, with minimal edema 
and no pain. At 1 week, healing was progressing with healthy 
granulation tissue. By 6 weeks, complete mucosal healing with 
normal contour and color was observed. At 6 months, there 
was no recurrence, and the patient was satisfied with the 
functional and esthetic results.

The patient was followed for 1 year; at the 1-year follow-up 
visit, clinical examination revealed complete healing with nor
mal gingival contour, color matching the adjacent mucosa, and 
no recurrence (Fig. 3).

An annual follow-up was recommended to monitor for poten
tial recurrence.

A detailed timeline of the disease course is shown in Table 1.

Figure 1. (A) Clinical photograph showing a well-defined, solitary, sessile, oval 
growth on the buccal gingiva adjacent to the right maxillary second molar 
(tooth #17). (B) Panoramic X-ray showing no bony involvement of the lesion.

Figure 2. (A) Photomicrograph showing histopathological features of the lesion (hematoxylin and eosin stain, original magnification 40×). Non-keratinized 
hyperplastic oral mucosal epithelium of several layers in thickness lines a non-inflamed, thick, fibrous connective tissue stroma. (B) Higher-magnification 
photomicrograph (hematoxylin and eosin stain, original magnification 100×) demonstrating numerous newly formed capillaries embedded within the fibrous 
connective tissue stroma. No malignancy or atypical cellular features are observed.
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Discussion

Angiofibromas are rare benign vascular tumors with proliferating 
blood vessels in a fibrous stroma. They are typically found in the 
nasopharynx of adolescent males as juvenile nasopharyngeal angio
fibromas; extra-nasopharyngeal cases are extremely rare, especially 
in the oral cavity[11,19]. This case involves an angiofibroma on the 
buccal gingiva near the right maxillary second molar in a 36-year- 
old female, an unusual location and demographic.

Oral angiofibromas present with nonspecific clinical features 
that mimic common reactive and neoplastic lesions. In this case, 
the lesion appeared as a painless, slow-growing, sessile mass 
with a color similar to that of the adjacent mucosa and 
a doughy consistency, initially suggesting a fibroma, with differ
ential diagnoses including lipoma, hemangioma, and peripheral 
giant cell granuloma. This clinical ambiguity underscores the 
essential role of histopathological examination in establishing 
a definitive diagnosis[20].

The differential diagnosis of a gingival mass in the posterior 
maxilla is broad and includes both reactive and neoplastic lesions. 
Common entities specific to this location include fibroma, periph
eral ossifying fibroma, peripheral giant cell granuloma, and pyo
genic granuloma. Fibromas typically present as firm, pale lesions 
with dense collagenous stroma and minimal vascularity[21].

Peripheral ossifying fibroma often demonstrates calcifications or 
ossifications histologically, which were absent in the present 
case[22].

Peripheral giant cell granuloma is characterized by multinu
cleated giant cells and hemorrhagic stroma, features not 
observed here[23].

Pyogenic granuloma exhibits a lobular capillary proliferation 
with prominent inflammation, contrasting with the non- 
inflamed fibrous stroma seen in angiofibroma[24].

Additionally, a hemangioma may be considered clinically; 
however, its prominent vascular spaces and endothelial prolif
eration differ histologically from the capillary-rich fibrous archi
tecture of an angiofibroma[25].

Therefore, accurate diagnosis in this anatomical region relies 
heavily on histopathological evaluation, ideally supplemented 
by immunohistochemistry.

Histopathological findings were characteristic of angiofibroma, 
aligning with previously described cases[26,27]. However, routine 
histopathology alone cannot definitively exclude histologic mimics 
such as solitary fibrous tumor, spindle cell lipoma, and angiomyo
fibroblastoma, which share overlapping morphological features. 
Immunohistochemical (IHC) confirmation – particularly CD34, 
STAT6, desmin, and S-100 – is the gold standard for definitive 
diagnosis[15–17]. In the present case, the diagnosis relied solely on 
morphology due to resource limitations, and the absence of IHC 
significantly limited diagnostic certainty. Future reports should 
ideally incorporate a panel of these markers to strengthen diagnos
tic accuracy. From a site-specific perspective, lesions arising on the 
gingiva require careful differentiation due to the high prevalence of 
reactive lesions in this region.

The differential diagnosis includes vascular and fibrous 
lesions: angiomyolipoma contains muscular arterioles and is 
positive for HMB-45 and Melan-A, unlike angiofibroma[28,29]. 
Angiomyofibroblastoma features hyper- and hypocellular zones 

Figure 3. (A) Postoperative clinical photograph at 6-week follow-up showing 
complete mucosal healing with normal gingival contour, color matching the 
adjacent mucosa, and no scar formation or evidence of recurrence. (B) 
Postoperative clinical photograph at 1-year follow-up showing complete heal
ing with normal gingival contour, color matching the adjacent mucosa, and no 
recurrence.

Table 1 
Detailed timeline of the disease course.

Time point Clinical event

Month – 2 Patient noticed small, painless swelling on upper right gingiva
Month – 1 Gradual enlargement; mild discomfort during mastication
Day 0 Clinical examination, periapical radiograph, OPG; provisional diagnosis 

of fibroma
Day 7 Excisional biopsy (2–3 mm margins, down to periosteum); minimal 

bleeding
Day 14 Histopathological diagnosis: angiofibroma (non-keratinized epithelium, 

fibrous stroma, numerous capillaries)
Week 1 post- 

op
Healthy granulation tissue; no pain or edema

Week 6 post- 
op

Complete mucosal healing; normal gingival contour

Month 6 post- 
op

No recurrence; patient satisfied with functional and esthetic outcomes

Month 12 
post-op

No recurrence; normal contour and color matching adjacent mucosa
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with desmin and estrogen receptor positivity, whereas angiofi
broma expresses CD34 but not desmin[12,30,31]. Juvenile naso
pharyngeal angiofibroma shows fibroplasia with sinusoidal 
vessels and androgen receptor positivity, and is locally 
aggressive[19,32,33]. Solitary fibrous tumor is CD34 and STAT6- 
positive, with NAB2–STAT6 fusion[34,35]. Spindle cell lipoma 
has bland spindle cells, collagen, adipocytes, CD34 positivity, 
and prominent vascular channels, with possible chromosomal 
13q14 rearrangements[17,36–38]. Superficial angiomyxoma has 
myxoid stroma with neutrophils, unlike the fibrous stroma of 
angiofibroma[39,40]. Pyogenic granuloma is reactive, lacks encap
sulation, and shows inflammation and granulation tissue[41,42].

The pathogenesis of angiofibroma is not fully understood, with 
proposed factors including infection, trauma, hormones, and arter
iovenous malformations[26]. Schiff suggested an origin from hor
mone-sensitive fibrovascular tissue in the periosteum[17], and recent 
evidence links it cytogenetically to spindle cell lipoma and mam
mary-type myofibroblastoma[17,38,43]. Prognosis after complete 
excision is excellent, with low recurrence rates[20,27]; no recurrences 
were noted in series reported by Iwasa and Fletcher[11] and 
Eversole[20]. Long-term follow-up is advised, especially if margins 
are compromised.

This case offers several noteworthy contributions. To our 
knowledge, this is the first reported angiofibroma arising on the 
buccal gingiva adjacent to the maxillary second molar, which is 
an unusual oral subsite. Additionally, its occurrence in a 36-year- 
old female contrasts with the classic male predominance of juve
nile nasopharyngeal angiofibroma, expanding the recognized 
clinical spectrum. Successful management with conventional exci
sional surgery provides valuable treatment information.

This report has limitations, including the absence of immuno
histochemical analyses of markers such as CD34, STAT6, desmin, 
and S-100, which could have improved diagnostic accuracy. 
Although no recurrence was observed at 6 months and 1 year, 
this period may be insufficient to assess the lesion’s behavior, 
especially given its rarity and unusual location. Long-term fol
low-up is needed to understand recurrence patterns and validate 
treatment. Additionally, because this is a single case, the findings 
are limited; further cases from multicenter studies are necessary to 
better define clinical behavior and management.

Conclusion

This rare case of maxillary gingival angiofibroma highlights the 
importance of histopathology in diagnosing oral swellings with 
nonspecific clinical features. However, the absence of immuno
histochemical confirmation – particularly CD34, STAT6, desmin, 
and S-100 – limits diagnostic certainty, given the morphological 
overlap with other fibrovascular and spindle-cell lesions. 
Complete excision yielded an excellent outcome with no recur
rence at 1-year follow-up. Future reports should incorporate IHC 
analysis to ensure diagnostic precision and better characterize this 
rare entity. Long-term follow-up is advised.
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