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Abstract 
 

Peripheral giant cell granuloma (PGCG) is a common benign gingival lesion in the oral cavity of unknown origin, believed to be stimu-

lated by local irritation or chronic trauma. It is also known as giant cell epulis, giant cell reparative granuloma, or giant-cell hyperplasia, 

presenting as purplish-red soft tissue nodule clinically and histologically consisting of multinucleated giant cells in a background of 

mononuclear stromal cells and extravasated red blood cells. This case report describes a 40 year old male previously reported with pe-

ripheral giant cell granuloma 2 years back which on excision reoccurred after 3-4 months and persistently growing since then. The gingi-

val lesion between his maxillary central incisors was excised and the Biopsy specimen sent in 10% formalin to histopathological lab and 

was diagnosed as PGCG. There was good healing of tissue of the surgical site during the 9 months follow-up. 
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1. Introduction 

The peripheral giant cell granuloma (PGCG) is a non-neoplastic, 

usually asymptomatic and reactive hyperplastic lesion in nature 

accounting 7% of all benign tumors of the jaw (Pour Mah et al. 

2008), with slightly high predilection in females than males. The 

exuberant mass lesion is soft, sessile or pediculate, clinically simi-

lar to that of pyogenic granuloma (Ga´ndara JM et al.2002), deep 

red or purplish in color, developing on gingival mucosa or alveo-

lar ridge (Neville B.W. et al. 2004).Hence radiographic examina-

tion may or may not show significant findings. 

It is suspected to occur due to local trauma or irritation such as 

tooth extraction, inadequate dental restorations, ill-fitting dentures, 

food impaction, plaque and calculus (Aslan M et al. 2006, Etoz 

OA et al. 2010).Although it has also been reported to be associat-

ed with dental implants, little information in the literature is avail-

able regarding the prevalence of this reactive lesion. It may devel-

op due to mechanical or biological irritation, inappropriate implant 

placement or poor oral hygiene maintained post operatively (D. G. 

Olmedo et al. 2010).Another concept is that the giant cells present 

in the lesion may be derived from deciduous teeth hence they may 

be found in young patients with deciduous teeth or patients with 

retained deciduous teeth (Pogrel AM. et al. 2012) 

Usually these lesions tend to increase in size, varying from 0.5 to 

2 cm in diameter but can be greater. PGCG is locally destructive 

and occasionally shows an aggressive biologic behavior and recur-

rence is approximately 10% (Motamedi, M.H.K et al. 2007) In 

some patients PGCG may cause resorption of the alveolar ridge as 

cupping resorption or superficial crestal bone destruction. Diagno-

sis can be done with histopathological examination of the excised 

specimen. Treatment is done by complete excision of the lesion 

with normal tissue involvement and debridement of underlying 

soft tissue or bone, to prevent the rare chance of recurrence. 

2. Case report 

A 40 year old male patient came to dental department with a com-

plain of red, painless swelling in his upper anterior region between 

the central incisors(Fig.1).The swelling had been gradually in-

creasing in size for the past 2 months causing his central incisors 

to be mobile and deviate from each other. Past history revealed 

occurrence of a lesion 2 years back and excision biopsy was done 

in a tertiary care hospital, which was diagnosed as PGCG and 

recurred after 3-4 months of the initial treatment. The medical 

history of the patient was not significant and the patient was 

healthy. 

On examination a large, soft, non-mobile lesion was seen present 

between the maxillary central incisors. The central incisors were 

discolored due to necrosis of pulp and were also asymptomatic on 

percussion and vitality test. After clinical examination and radio-

graphic evaluation, surgical excision of the lesion along with ex-

traction of the maxillary central incisors was planned under local 

anesthesia. The patient was thoroughly explained the procedure 

and consent taken. 

Before procedure patient was made to rinse with 0.2% Chlorhexi-

dine Gluconate mouthwash ( Enziclor mouthwash).The surgical 

site was infiltrated with Lignocaine(elite pharma) 2% solution of 

1:100000 epinephrine labially and palatally.Markings of the in-

cison line were made with indelible pencil including 1mm of nor-

mal tissue.Complete anesthesia of the lesion site and maxillary 

central incisors was obtained.The coronal gingival margin around 

the maxillary central incisors was detached using periosteal eleva-

tor and the mobile teeth were gently extracted using presidental 

standard upper anterior forcep(triangles) .A smooth continous 

elliptical incision with no.15 blade was made at the marked line 

around the lesion and the lesion excised(Fig.2).Adequate con-

tinous irrigation was maintained during the procedure.Curretage 
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with spoon excavator (triangles) of the granulation tissue and un-

derlying alveolar bone was done.Using a bone file (triangles) the 

alveolar bone was made smooth inculding the extracted alveolar 

sockets.Irrigation of the surgical site was done and 4-0 silk sutures 

were placed to re-aproximate the gingival tissue(Fig.3).The spec-

imen obtained was sent to histopathology lab for diagnosis 

(Fig.4).The wound was covered with Zincoxide Eugenol dressing 

(septodont) and patient recalled after 7 days for removal of sutures 

with follow-up (Fig.5).Antibiotic coverage with amoxicillin 

(cap.amoxil 500mg) TDS, metronidazole (tab.flagyl 400mg) BD 

and analgesic ibuprofen (tab.brufen 400mg) BD for 5 days was 

prescribed. 

A follow up of 9 months was done with good healing of the surgi-

cal site and with no recurrence noticed. 

 

 
Fig. 1: Pre-Operative Picture of the Lesion. 

 

 
Fig. 2: An Intraoperative Picture after Excision of Lesion and Extraction 

of Maxillary Central Incisors. 

 

 
Fig. 3: Showing 4/0 Silk Sutures Being Placed after Excision and Deb-

ridement. 

 

 
Fig. 4: Showing Biopsy Specimen Obtained. 

 

 
Fig. 5: Showing Post-Operative Healing of the Surgical Site after One 

Week. 

 

 
Fig. 6: Histopathological Image of Pgcg. 

3. Discussion 

Peripheral giant cell granulomas are benign, rare tumors originat-

ing from mucoperiosteum or gingival soft tissue of alveolar bone 

in the oral cavity (Gandara RJM et al. 2002, Etoz OA et al. 

2010).Its exact etiology is unknown but it is believed to occur due 

to local trauma and chronic irritation .It presents as 

smooth ,reddish or purple colored lesion varying from 0.5 to 1.5 

cm in size but may also be greater than 2cm.The consistency of 

the lesion can be from soft to firm which depends upon the age of 

lesion as collagen fibers increase with age making the lesion more 

firm (Muratakgül H. et al.2004).These lesions can grow rapidly in 

children reaching to significant sizes and may cause interference 

with normal teeth eruption or bone loss leading to tooth mobility 

(Kumar A et al.2014).The presenting case report also explains 

about the patient with soft and painless PGCG which recurred 

after 3-4 months of excision resulting in mobility of adjacent teeth. 

Bleeding from the lesion may occur on secondary trauma. PGCGs 

are more common in females than males in 4th to 6th decade of life 

(Grand E. et al 2008). Elevation of certain hormones such as es-

trogens, progesterone (Pen˜ arrocha-Diago.M et al. 2012), para-
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thyroid hormone (PTH) and calcium levels (Pirih, F. et al 2015) 

may play a role in the development of PGCG. It has also been 

seen in patients with hyperparathyroidism since it causes hyper-

calcemia (Fraser, W.D. 2009). 

The microscopic appearance of lesion is characterized by a non-

encapsulated, highly cellular mass with abundant multinucleated 

giant cells and neutrophils overlying a mesenchymal tissue com-

posed of plump, ovoid-shaped nuclei with abundant multinucleat-

ed giant cells and extravasated erythrocytes (Pirih, F. et al 2015). 

Osteoblasts, phagocytes, endothelial cells, and spindle cells are 

thought to be responsible for giant cell proliferation (Mannem S. 

et al 2012), hence may also cause resorption of the underlying 

bone. A similar pattern was seen in the histopathological and mi-

croscopic examination of the presenting patient. 

The differential diagnosis of peripheral giant cell granuloma in-

cludes pyogenic granuloma, fibrous epulis, peripheral ossifying 

fibroma, inflammatory fibrous hyperplasia and peripheral odonto-

genic fibroma. All of these can have identical clinical or radio-

graphic findings (Ragezi JA et al.2003).Treatment of PGCG is 

done by complete excision involving the underlying tissue, if the 

excision is superficial re-growth may occur (Shadman N et al 

2009), hence it has also been suggested to extract the teeth whose 

periosteum have been involved which may cause the lesion to 

reoccur (Chaparro-Avendano AV et al 2005).As the patient in this 

case report demonstrates whose involved teeth with PGCG were 

not extracted in his previous excisional treatment and had reoc-

curred. 

4. Conclusion 

PGCG is an often encountered in dental practice. Proper diagnosis, 

histopathological examination and treatment are essential in pre-

venting aggressive therapy, periodontal loss and recurrence of the 

lesion. By early diagnosis, thorough knowledge, radiographic 

evaluation and histopathological identification we can achieve 

reduction in recurrence and provide conservative management of 

the surrounding hard tissues to the patient. 
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