
Self-progressing Granulomatous Growth in Pediatric Patients: Pyogenic Granuloma?

International Journal of Preventive and Clinical Dental Research, October-December 2016;3(4):299-302 299

IJPCDR

Self-progressing Granulomatous Growth in Pediatric 
Patients: Pyogenic Granuloma?
1Unnati Pitale, 2Ami Kandya, 3Manish Varma, 4Hitesh Mankad, 5Vinaya K Kulkarni, 6Rohit Pandey

IJPCDR

CASE REPORT
10.5005/jp-journals-10052-0067

1,5Professor and Head, 2-4,6Postgraduate Student
1,3,4,6Department of Periodontics, Modern Dental College and 
Research Centre, Indore, Madhya Pradesh, India
2Department of Pedodontics and Preventive Dentistry, Modern 
Dental College and Research Centre, Indore, Madhya Pradesh 
India
5Department of Pedodontics and Preventive Dentistry, SMBT 
Dental College, Sangamner, Maharashtra, India

Corresponding Author: Manish Varma, Postgraduate Student 
Department of Periodontics, Modern Dental College and Research 
Centre, Indore, Madhya Pradesh, India, e-mail: idamanish@
yahoo.co.in

ABSTRACT

Fibrous overgrowths of soft tissues in oral cavity are relatively 
common and may be quite challenging to diagnose. Pyogenic 
granuloma is one such entity which occurs commonly in 
response to chronic local irritation, e.g., calculus, fractured tooth 
or restoration, foreign materials, etc. It occurs predominantly in 
females, probably due to the action of female hormones. These 
lesions are generally asymptomatic and are reported only due 
to difficulty in mastication. Treatment includes complete excision 
of the lesion along with the removal of causative factor. This 
paper describes a case of pyogenic granuloma in a ten-and-
a-half-year-old girl, presenting with a single, irregular, reddish 
maxillary gingival swelling in relation to mobile 63.
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INTRODUCTION

Diagnosis of any exophytic growth in oral cavity is one 
of the challenges in dentistry, because a diverse group of 
pathologies can produce such lesions. It may be due to 
many causes, such as any developmental anomaly, inflam-
mation, cysts, hyperplasia, neoplasm,1 due to reaction to 
some drugs, like retinoic acid, oral contraceptives, indina-
vir, etc.2,3 Hyperplasia may also be caused in response to 
any chronic, recurring tissue injury or any local irritation, 
insect bite or imbalance in hormonal levels.1

Pyogenic granuloma is one of the most common 
exophytic growths in the oral cavity.4 However, the term 
“pyogenic granuloma” is a misnomer.5 Based on the 
histological considerations, it is a lobular capillary hem-
angioma6 or focal fibrous hyperplasia.7 It is a painless, 
hyperplastic mass of soft tissue which may be peduncu-
lated or sessile, red or purple in color.7 It may be painful 
sometimes, in case the growth is constantly exposed to 
mastication. In around one-third of the cases, lesions are 
caused by any kind of trauma, and poor oral hygiene may 
be one of the precipitating factor.8

In oral cavity, pyogenic granuloma most commonly 
occurs on gingiva (on maxillary buccal surface). This 
disorder can be seen at any age but young adults are 
more commonly affected, females being more prone 
than males.9 The treatment can be done conservatively 
by excision of lesion and maintenance of oral hygiene.

CASE REPORT

A ten-and-a-half-year-old female patient reported with 
a complaint of pain and swelling on upper front tooth 
region since one-and-a-half month. The growth initially 
was rice sized, which progressed slowly and attained the 
present size, gradually causing difficulty in mastication. 
This was her first dental visit. Medical and family histo-
ries were noncontributory; however, she had a history of 
facial burn in childhood.

Extraorally, strictures could be seen on lower half of 
her face due to burn injury, which led to restricted mouth 
opening. No facial asymmetry was found. Submandibu-
lar or sublingual lymph nodes were nontender. Intraoral 
examination disclosed a bluish red pedunculated growth 
on buccal maxillary gingiva, which was approximately 2.5 ×  
1.5 cm in size. The growth extended from mesial surface of 
63 to the middle surface of 65 anteroposteriorly (Fig. 1A)  
and buccopalatally extending from occlusal surface 
of 63, covering its crown up to palatal aspect (Fig. 1B).  
The indentations of mandibular teeth could be seen on 
occlusal surface of the growth. On palpation, the gingival 
growth was soft in consistency, nontender, and was bleed-
ing on probing. Grade III mobility was seen with respect 
to 63. Patient had poor oral hygiene with large amount of 
calculus and deposits (which may be due to inability to 
open the mouth properly). Orthopantomogram examina-
tion revealed ectopically erupting 24 beneath the growth.
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Differential diagnoses of pyogenic granuloma, trau-
matic fibroma, and peripheral giant cell granuloma were 
made. Treatment planned was extraction of 63, followed 
by surgical excision of the gingival overgrowth. The hemo-
gram of the patient was found to be within the normal 
limits, so, full mouth scaling was performed, which 
was followed by atraumatic extraction of 63 (Fig. 2A).  
The patient was advised to maintain proper oral hygiene 
and was recalled after 2 days. On recall, uneventful 
healing of the extraction socket was seen, and it was 
further decided to surgically excise the lesion (Fig. 2B). 

After achieving proper anesthesia locally, the gingival 
overgrowth was excised under aseptic conditions. Exci-
sion was done with the help of a B.P blade number 15  
up to the base of the lesion (Fig. 2C). Adjacent soft 
tissue remnants were also excised for the assurance of 
complete excision of the lesion. Tooth 65 was sacrificed 
in the procedure. A periodontal dressing was done to 
prevent trauma to the surgical site and enhance healing 
process. Antibiotics and analgesics were prescribed for 
5 days. The excised soft tissue (Fig. 2D) was readily sent 
for histopathological examination.

Figs 1A and B: Preoperative pictures: (A and B) Intraoral images showing gingival overgrowth in the left maxillary  
region covering occlusal surface of 63 up to mesial surface of 65

Figs 2A to D: Operative pictures: (A) extracted tooth (63); (B) incision given at the base of the hyperplastic growth showing 
involvement of permanent tooth; (C) complete excision of the hyperplastic tissue; and (D) removed pathological mass
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Microscopic evaluation (Fig. 3A) showed parakera-
tinized stratified squamous epithelium of variable thick-
ness. Underlying connective tissue showed dense diffuse 
chronic inflammatory cell infiltration, the connective tissue 
stroma was edematous, moderately dense fibrocellular, 
and excessively vascular, which lead to confirmatory diag-
nosis of pyogenic granuloma. Postexcision period (Figs 3B 
and C) was uneventful with no evidence of recurrence.

DISCUSSION

Pyogenic granuloma of oral cavity is a commonly occur-
ring lesion which was at first described by Angelopoulos 
in 1897.10 It was then called as Botryomycosis hominis.10 
The term “pyogenic granuloma” was coined by Hartzell 
in 1904.11 However, it has also been referred to as “granu-
loma pediculatum benignum,” “benign vascular tumor,” 
“vascular epulis,” etc.10

The term pyogenic granuloma does not accurately 
expresses the histopathological picture as it is neither 
associated with pus nor is a granuloma. Based on the 
histopathological results, Cawson et al suggested an 
alternative term as “granuloma telangiectacticum” since 
there are numerous blood vessels present in it and has 
an inflammatory nature.12 Some researchers believed 
pyogenic granuloma to be infectious in nature, which 
was caused by Staphylococcus and Botryomycosis.10 It is 
now agreed that pyogenic granuloma is caused by some 
minor trauma to the tissues, which may provide a path 
for nonspecific microorganisms, and the tissue responds 
by proliferation of vascular tissue.5 According to Regezi 
et al,9 pyogenic granuloma is due to profuse proliferation 
of tissue is response to any injury caused by any stimulus, 

e.g., calculus, sharp tooth, overhanging restoration, 
foreign material, etc. Pyogenic granuloma can occur in all 
age groups, in both the sexes, but females are more prone 
for this because of the hormonal changes that women 
undergo during puberty, pregnancy, and menopause.12 In 
this case, the patient was a girl near her pubertal growth 
spurt, with a poor oral hygiene and chronic irritation in 
the gingiva due to a mobile tooth “63.” This probably 
justifies the development and enlargement of the lesion.

Clinically, pyogenic granuloma is a pink to red/
purple hyperplastic, nodular growth.4 It may occur on 
gingiva, lips, tongue, buccal mucosa, hard palate; gingiva 
being the most predominant site. They may be sessile 
or pedunculated, are soft in consistency, and generally 
painless.7 Pyogenic granuloma histologically shows 
prominent growth of capillaries in the hyperplastic tissue. 
The pathogenesis of pyogenic granuloma is associated 
with increase in some angiogenesis enhancers (vascular 
endothelial growth factor, fibroblast growth factor) and 
decrease in angiogenesis inhibitors (angiostatin, thrombo
spondin-1).13 Generally, no radiographic findings are 
seen in association with pyogenic granuloma, however, 
localized alveolar bone resorption may be seen associated 
with it, in long-standing cases.10 In the present case, there 
were no obvious radiographic findings.

Differential diagnosis of pyogenic granuloma includes 
irritation fibroma or traumatic fibroma, peripheral giant 
cell granuloma, and peripheral ossifying fibroma. 
However, final diagnosis can only be made after con-
firmation by histopathological examination of biopsied 
tissue mass. Microscopically, it is completely or partially 
covered by parakeratinized or nonkeratinized strati-
fied squamous epithelium.10 Its core has a proliferating 

Figs 3A to C: Postoperative pictures: (A) Histopathological picture of the excised tissue; (B) and  
(C) 6 months postoperative image showing normal gingiva erupting permanent teeth
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vascular connective tissue stroma with acute or chronic 
inflammatory infiltrates.4 Surface can be ulcerated or 
nonulcerated, and there is a sparse collagen found in the 
connective tissue.1 Based on the proliferation of vascular 
tissue, it has two variants known as lobular capillary 
hemangioma (LCH) and non-LCH type.4

Treatment consists of removal of irritants and surgical 
excision of the complete lesion.4 Other treatment forms 
may be excision through neodymium-doped yttrium 
aluminum garnet laser, flash lamp pulsed dye laser, or 
cryosurgery. Intralesional injections of ethanol or steroid 
and sodium tetradecyl sulfate have also been suggested. 
Low rate of recurrence is seen with pyogenic granuloma 
and in such cases, reexcision may be done.7

The present case was followed up for a period of  
1 year. The healing was uneventful and satisfactory with 
no signs of recurrence.

CONCLUSION

Pyogenic granuloma is a well-known and a commonly 
present lesion of the oral mucosa. Varied reasons are pos-
sible for its occurrence and can be presented in a wide 
variety of forms. So, it should always be kept in mind 
while diagnosing a reddish hyperplastic growth and 
adequate treatment should be done accordingly.
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