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ABSTRACT Pyogenic granuloma is a common, usually solitary, benign sessile or pedunculated vascular proliferation of the 
skin and mucous membranes, presenting as hemorrhagic growth. It usually arises in response to various stimuli such 

as low-grade local irritation, traumatic injury, hormonal factors, or certain kinds of drugs hyperplasia of connective tissue in response to local 
irritants. Gingiva is the most common site affected followed by buccal mucosa, tongue and lips. This case report describes a case of pyogenic 
granuloma present since 3 months in a 15-year-old female patient where the lesion was managed by surgical intervention.

INTRODUCTION
Pyogenic Granuloma(PG) is the second most common lesion 
found in the oral cavity. It is a lesion frequently arising on the 
gingival tissue. Pyogenic granuloma also known as a “Granulo-
ma gravidarum,” and “Pregnancy tumor” represents an exuber-
ant connective tissue proliferation to a known stimulus or injury. 
[1] It is a benign hyper reactive inflammatory lesion that shows 
a fast growing focal reactive growth of fibrovascular or granula-
tion tissue with extensive endothelial proliferation. [2] Clinically 
it appears as a tumor like growth, but it is considered as a non 
- neoplastic growth. [3,4] 

PG was first reported in the English literature by Hullihen in 
1844 [4] and was introduced by Hartzell in 1904. [5] The term PG is 
a misnomer since the condition is not associated with pus and 
does not represent a granuloma histologically. [6] Oral pyogenic 
granulomas show a predilection for the gingiva, accounting for 
75% of the cases. [7] Local irritants such as calculus, foreign ma-
terial in the gingiva [1] and poor oral hygiene [8] are the precipi-
tating factors. Pyogenic granuloma may occur in all age groups, 
though it is predominantly seen in young females in the second 
decade of life because of the hormonal changes in this period. 
[9] Clinically these lesions usually present as a localized elevated 
lump with a sessile or pedunculated appearance. The surface 
may be smooth or lobulated, and when exposed to traumatic ir-
ritation it becomes ulcerated. The color may range from pink to 
red or purple. [10] Diagnosis of the lesion is mainly by histopatho-
logical examination and treatment of Pyogenic granuloma con-
sists of surgical excision along with elimination of irritating local 
factors where the recurrence rates may vary from 0% to 16%. [11]

CASE REPORT
A 15 year old female patient reported to the Department of 
Periodontology with a chief complaint of swelling in gums in 
relation to upper right front teeth palatal region since 3 months 
which bleeds frequently and interfered while eating. She found 
it aesthetically unacceptable. The lesion was of negligible size 
when the patient first noticed it 3 months ago but had gradually 
increased in size followed by tooth movement, and the condition 
caused her discomfort while eating.

The patient had no relevant dental and medical history. Ex-
traoral examination did not reveal any facial asymmetry. In-
traoral examination revealed a roughly oval exophytic sessile le-
sion present in the interdental area between 11 & 12 on palatal 
surface, measuring about 1x0.5cms. The lesion was bluish red in 
colour, soft and edematous in consistency [Figure 1,2]. Sponta-
neous bleeding was present. The lesion involved the interdental 

papilla and attached gingiva. Maxillary central incisors showed 
grade I mobility. The oral hygiene status was fair. Blood investi-
gations showed normal levels and radiographic examination re-
vealed no bone loss in the lesion area [Figure 3]. Differential di-
agnosis of pyogenic granuloma, peripheral giant cell granuloma 
and peripheral ossifying fibroma was made. The irritational fac-
tors (Plaque and Calculus) were eliminated by scaling and root 
planning. Patient was educated about the oral hygiene, treat-
ment plan was explained to the patient and informed consent 
was obtained. Surgical excision of the lesion up to and including 
the mucoperiosteum was carried out under local anesthesia us-
ing a scalpel and blade [Figure 4]. Profused bleeding was experi-
enced during excision because of excessive proliferation of cap-
illaries. It was controlled by pressure pack. Periodontal dressing 
was placed and the patient was recalled after 1 week for removal 
of the pack and checkup [Figure 5]. The excised tissue was sent 
to the Department of Oral Pathology for histological examina-
tion [Figure 6]. The case was followed for 6 months and no signs 
of recurrences or any discomfort was seen [Figure 7].

The histopathologic examination revealed parakeratinized 
stratified squamous epithelium with underlying connective tis-
sue stroma. Epithelium is hyperplastic and showed broad rete 
ridges. Connective tissue showed fibrocellular myxoid stroma 
with numerous endothelial cells proliferation. Few areas showed 
dilated blood vessels with extravassated RBC’s. Also sparse infil-
trate of inflammatory cell predominantly lymphocytes are seen 
[Figure 8].These findings were suggestive of pyogenic granuloma.

DISCUSSION
Oral pyogenic granuloma (synonyms—eruptive haemangioma, 
granulation tissue-type haemangioma, granuloma gravidarum, 
lobular capillary haemangioma and pregnancy tumour) is a non-
neoplastic inflammatory hyperplasia originally thought to be 
caused by pyogenic organisms, but it is now believed to be un-
related to infection.  Now it is theorized that pyogenic granulo-
ma possibly originates as a response of tissues to minor trauma 
and/or chronic irritation, hormonal factors or even due to cer-
tain kinds of drugs. [9] Occurrence of pyogenic granuloma in man 
was first described in 1897 by Poncet and Dor. [12] At that time, 
it was called botryomycosis hominis. There are two types of pyo-
genic granuloma: lobular capillary haemangioma (LCH) (66%)—
sessile form and  non-LCH (77%)—pedunculated form. The most 
common intraoral site is the interdental gingiva (75%) of max-
illary anterior region, but it also affects the lips, mucosa and 
tongue. [13] According to Vilmann et al., [3] majority of the PGs are 
found on the marginal gingival, with only 15% of the tumors on 
the alveolar part. Lesions are slightly more common on the max-
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illary than the mandibular region, anterior areas are more fre-
quently affected than posterior areas. Individuals with poor oral 
hygiene and chronic oral irritants (e.g., overhanging restorations, 
calculus) are most frequently affected.

Clinically, Pyogenic Granuloma is a smooth or lobulated exo-
phytic lesion manifesting as small, red erythmatous papules on 
a pedunculated or sometimes sessile base, which is usually hem-
orrhagic and Compressible. The size varies in diameter from few 
millimeters to several centimeters, rarely exceeding 2.5 cm. [14] 

Colour of the lesion changes from pink to red and from red to 
purple depending on the age of the lesion. Young PG’s are highly 
vascular in appearance because of increased number of capil-
laries. [8] Radiographic findings are usually absent. However, An-
gelopoulos concluded that in some cases long standing gingival 
pyogenic granulomas caused localized alveolar bone resorption. 
[2] Histopathologically pyogenic granuloma is partly or com-
pletely covered by parakeratotic or non-keratinized stratified 
squamous epithelium. Major bulk of the lesion is formed by a 
lobulated or a non lobulated mass of angiomatous tissue. Usual-
ly, lobulated lesions are composed of solid endothelial prolifera-
tion or proliferation of capillary sized blood vessels. The amount 
of collagen in the connective tissue of pyogenic granuloma is 
usually sparse. Surface can be ulcerated and in such ulcerated 
lesions, edema was a prominent feature and the lesion is infil-
trated by plasma cells, lymphocytes and neutrophils. [14] Biopsy 
findings have an important role and are definitive in establishing 
the diagnosis. [1] Differential diagnosis included peripheral giant 
cell granuloma, peripheral ossifying fibroma, metastatic cancer, 
[1] hemangioma, [15] pregnancy tumor, [16] conventional granula-
tion tissue hyperplasia, Kaposi’s sarcoma, bacillary angiomatosis  
[17] and non-Hodgkins lymphoma. [18]

Management of pyogenic granuloma depends on the severity of 
symptoms. If the lesion is small, painless and free of bleeding, 
clinical observation and follow up are advised. Before treating 
any case, the etiology must be clearly identified and eradicated. 
Various treatment protocols have also been suggested such as: 
surgical excision using gingivectomy or flapsurgery procedures, 
Nd: YAG and CO2 Laser can also be used for surgical excision 
with minimal bleeding, [19] cryosurgery, [20] sodium tetradecyl sul-
fate sclerotherapy, [21] intralesional corticosteroid injections. [22]

After excision, recurrence occurs in up to 16% of the lesions. 
Recurrence is believed to result from incomplete excision, fail-
ure to remove etiologic factors or re-injury of the area. Lesions 
involving the gingiva shows much high recurrence rate than le-
sions from other oral mucosal sites. [23]

CONCLUSION
A pyogenic granuloma is an exuberant growth of granulation tis-
sue secondary to irritation. Eventhough pyogenic granuloma is a 
non- neoplastic growth in the oral cavity, proper diagnosis, pre-
vention and treatment of the lesion are very important to avoid 
recurrence.
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