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Introduction
Pyogenic granuloma (PG), also known as 
granuloma pyogenicum, is a common tumor 
like growth of oral cavity or skin that is 
considered to be nonneoplastic in nature. 
The term PG or granuloma pyogenicum was 
introduced by Hartzell in 1904. In the oral 
cavity, PGs show a striking predilection for 
the gingiva, with interdental papillae being 
the most common site in 70% of the cases.[1]

There are two kinds of PG, namely, 
lobular capillary hemangioma (LCH) and 
non‑LCH.[2] They are more common in the 
maxillary anterior area than any other area 
in the mouth.[3] Poor oral hygiene, dental 
plaque and calculus, dental appliances, 
or overhanging restorations may be 
the precipitating factors in many cases. 
Extragingivally, it can be seen in areas 
of frequent trauma such as the lower lip, 
tongue, and palate.[4] Surgical excision is 
the treatment of choice for PG.[5]

Case Report
A  4‑year‑old female patient came with 
a complaint of growth in the lower back 
tooth region of lower jaw for 1 week. 
Parents of the patient noticed the growth 
a week back which was smaller in size 
initially which increased suddenly to the 
present size. Growth was not associated 
with pain or any other symptoms initially 
but later developed discomfort while eating 
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Abstract
Angiomatous granuloma also called as pyogenic granuloma (PG) is a benign soft‑tissue tumor of the 
skin and mucous membrane arising in response to various stimuli such as local irritation, traumatic 
injury, or hormonal factors. PGs show a striking predilection for the gingiva. Extragingivally, it can 
be seen in areas of frequent trauma. It predominantly occurs in the second decade of life and is 
more common in females than males due to vascular effects of female hormones; here, we present a 
unique case in a 4‑year‑old female patient with a gingival growth mimicking a verrucous hyperplasia 
which is very rare in that age.
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associated with mild pain. The patient was 
given anti‑inflammatory medication for the 
relief of pain and swelling for about 3 days, 
but there was no reduction in size of the 
growth. Medical and family histories were 
noncontributory. On extraoral examination, 
fullness is seen on the left lower third 
of face. A solitary left submandibular 
lymph node enlargement is felt, which is 
freely movable and tender. Intraorally, an 
exophytic growth was seen arising from 
gingiva in relation to 73, 74, and 75 tooth 
region [Figure 1] measured approximately 
around size 2 cm × 3 cm, slight pale in 
color with pinpoint erythematous areas. 
This appeared to be covered by keratotic 
surface and seemed to have papillary 
projections. On palpation, the lesion 
was pedunculated fibrous inconsistency, 
nontender, and slight bleeding on 
provocation, and diascopy test was negative. 
Considering the patient’s history and clinical 
examination, a provisional differential 
diagnosis was arrived which is as follows 
PG, verrucous hyperplasia, hemangioma, 
peripheral giant‑cell granuloma, peripheral 
ossifying fibroma, fibroma, and peripheral 
odontogenic fibroma. The following sets 
of radiographs were advised to rule out 
any bony involvement. Intraoral periapical 
radiograph (IOPA) and occlusal radiographs 
showed soft‑tissue shadow with respect 
to 73, 74, and 75 [Figures 2 and 3]. Later, 
complete blood picture was done which 
did not show any variations from the 
normal limits. The lesion was subjected for 
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excisional biopsy under local anesthesia [Figures 4 and 5] and 
subjected to histopathological examination which revealed 
to be angiomatous granuloma [Figures 6 and 7]. The patient 
was followed up for 1 year after surgery and there was no 
evidence of recurrence.

Discussion
Hullihen's description in 1844 was most likely the first 
PG reported in English literature, but the term “pyogenic 
granuloma” or “granuloma pyogenicum” was introduced 
by Hartzell in 1904.[6] The incidence of PG is 19.76%–25% 
of all reactive lesions.[7] Although it has been reported in 
all age groups, higher frequency of PG is observed in the 
second decade of life, especially among women, probably 
because of the vascular effects of female hormones.[8] In the 
pediatric age group, this tumor occurs most frequently in 
early childhood. The present case was in a 4‑year‑old female 
patient in early childhood, where at this age group, PG is 
very rare and makes the report unique. PG of the gingiva 
develops in up to 5% of pregnancies. Clinically, PGs usually 
present as painless, soft in consistency, pedunculated or 
sessile, smooth, or lobulated surface red‑to‑purple masses. 

LCH most commonly appears as sessile lesion whereas 
non‑LCH PG appears as pedunculated lesions. The lesion 
commonly ulcerates and bleeds profusely. It varies in size 
from a few millimeters to several centimeters and rarely 
exceeds 2.5 cm. The consistency of the lesion gets firmer 
both with aging of the lesion and removal of its etiological 
factors. Surgical excision is the treatment of choice for 
PG. Although these are reactive hyperplasias, they have 
a relatively high recurrence rate of 16% after simple 
excision, whereas recurrences after surgery of extragingival 
PGs are, however, uncommon. Elimination of the causative 
agent is required. Radiographic findings are absent in PG. 
However, Angelopoulos AP in his review observed that 
localized alveolar bone resorption in rare instances of large 
and long‑standing gingival tumors can be seen,[9] but in 
our reported case, mild interdental vertical bone loss was 
observed and associated with a soft‑tissue shadows of the 
gingival overgrowth on IOPA and occlusal radiographs on 
the affected side.

Vilmann et al. observed that gingival cases show a much 
higher recurrence rate than lesions from other oral mucosal 
sites.[10] Sapp et al. stated that oral PGs have a relatively 
high rate of recurrence after simple excision. If the patient is 
pregnant, recurrence is common. Recurrence after surgery in 
extragingival sites is uncommon.[11] The present reported case 
was followed up for 1 year with no incidence of recurrence.

Figure 3: Occlusal radiograph showing soft-tissue shadow in relation to 
73, 74, and 75

Figure 2: Intraoral periapical radiograph showing soft-tissue shadow in 
relation to 74 and 75

Figure 4: Postoperative surgical excision site

Figure 1: Exophytic growth was seen arising from gingiva in relation to 
73, 74, and 75 tooth region
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Differential diagnosis of PG includes peripheral giant‑cell 
granuloma, peripheral ossifying fibroma, fibroma, 
peripheral odontogenic fibroma, hemangioma, conventional 
granulation tissue, hyperplastic gingival inflammation, 
Kaposi’s sarcoma, bacillary angiomatosis, angiosarcoma, 
and non‑Hodgkin’s lymphoma.[12]

Conclusion
Peripheral gingival growth on the gingival areas presents a 
diagnostic challenge to the oral physician due to the diverse 
group of pathologies. Gingival growths may represent a 
variation of normal anatomic structures, inflammation, 
cysts, developmental anomalies, and neoplasm. Within 
these lesions angiomatous granulomas, a histopathological 
variant of PG should always be kept in mind as a 
differential for reddish lesions affecting oral cavity.
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Figure 5: Excised surgical specimen

Figure	7:	High‑power	(×40)	histopathological	section	showing	hemorrhagic	
areas in the connective tissue

Figure	6:	Low‑power	(×10)	histopathological	section	showing	numerous	
hemorrhagic areas and blood vessels in the connective tissue


