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ABSTRACT 
Peripheral giant cell granuloma is benign tumor of the jaw. The sites of occurrence of PGCG are gingival, PDL and 
periosteum of alveolar ridge. The main predisposing factor is poor oral hygiene and it has more female predilection. This 
article reports a case of PGCG of 34 years old male patient. Surgical excision was performed and the lesion was subject 
to histo-pathological examination. Follow up was done after 15 days and one month, no recurrence was seen. 
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INTRODUCTION 

In the Oral Cavity, Peripheral Giant Cell Granuloma 
(PGCG) Is Considered as A Common Tumor-Like Growth 
Accounting 7% of All Benign Tumors of The Jaw1,2. These 
Jaw Lesions Are Poles Apart from The Giant Cell 
Granuloma Occurring at Other Body Areas; As Evidenced 
Through Extensive Research. Hence, These Lesions Were 
Defined as Giant Cell Reparative Granuloma by Jaffe Et 
Al3. These Lesions Were Further Rephrased as Peripheral 
Giant Cell Reparative Granuloma by Bernier Cahn in 
19544. The Central Giant Cell Granuloma Occurs Most 
Prevalently Within the Bone Whereas, Peripheral Giant 
Cell Granuloma Involves Majorly the Edentulous 
Processes of Gingiva5,6. Peripheral Giant Cell Granuloma 
Is Considered One Of The Most Commonly Occurring 
Giant Cell Lesions Of The Jaw And Local Irritation 
Remains The Primary Etiologic Factor For Such 
Occurrence. The Commonest Sites Involving the Gingiva, 
Periodontal Membrane And/or the Periosteum of The 
Alveolar Ridge7. 

This Kind of Lesions Have More Female Predilection 
Over Male with The Ratio Of 2:1 Occurring Mostly In 4th-
6th Decade of Life8. Poor Oral Hygiene Is Considered One 
of The Main Predisposing Factors and People Most 
Commonly Affected Are with Lower Socioeconomic 
Strata9. 

Case Presentation 
A 34 Years Male Patient Reported to The Department of 
Periodontology and Oral Implantology With A Complaint 
of Swelling in The Gums in Lower Front Teeth Region For 
1 Month. A Solitary, Diffused, Pedunculated Enlargement 
Was Observed in Relation To 31,41,42 And 43 Region 
Which Was Slightly Reddish in Color. It Was Having A 
Soft Consistency with Everted Margin; Measuring 2mm In 
Length And 1mm In Width. Based on Appearance the 
Case Was Provisionally Diagnosed as Pyogenic 
Granuloma (Figure 1,2) 
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A Differential Diagnosis of Peripheral Ossifying Fibroma, 
Giant Cell Granuloma, Were Also Assumed. Radiographs 
Were Taken to Evaluate Any Hard Tissue Involvement. 
Scaling and Root Planing Along with Re-Evaluation After 
7 Days Followed by Total Excision Under Total Aseptic 
Condition Was Planned. On the Day 

of Surgery Clinical Photographs Along with Patient’s 
Consent Form Were Recorded. Betadine® (5 % Povidone 

Iodine) Painting Was Done. Local Anesthesia (Lignox® 
2% Adrenaline With 1:80,000 Concentration) Using Bi-
Lateral Inferior Alveolar Nerve Block Technique Was 
Administered. The Extent of Lesion Was Demarcated with 
A University of North Carolena Probe No-15. Bard Parker 
Blade No-15 Was Used for Wide Excision. External Bevel 
Incision Was Placed Along with Wide Margins To Include 
The Entire Lesion Along With Surrounding Tissues 
(Figure 3). 

 

The Small Tissue Tags Were Removed with The Help of 
Castroviejo Scissor and Tissue Nipper. The Area Was 
Copiously Irrigated with Betadine® (5 % Povidone Iodine) 
And Normal Saline. Proper Hemostasis Was Achieved. 
Periodontal Dressing (Coe-Pack®) Was Applied. The 
Patient Was Recalled After 14 Days for Re-Evaluation. 
The Excised Tissue Was Transferred into A Transparent 
Container with Formaldehyde Solution. The Tissue 

Sample Was Sent for Histopathological Examination 
Under Direct Microscope With H/E Staining. 

Scanner & Low Power View Shows Fibrovascular Mass 
Covered by The Parakeratotic And Acanthotic Stratified 
Squamous Epithelium with Elongated Rete Ridges. There 
Is A Lympho-Plasma Cell Infiltrate in The Connective 
Tissue Papillae and Superficial Lamina Propria (Figure 4). 
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Under Higher Magnification Section Shows Sheet of 
Multinucleated Giant Cells in The Background of Plump 
Ovoid and Spindle Shaped Mononuclear Stromal Cells in 
The Deep Part of The Lamina Propria. Connective Tissue 
Stroma Reveals Chronic Inflammatory Infiltrate with 

Numerous Endothelial Lined Blood Vessel Throughout the 
Mass, Especially in The Area with Multinucleated Giant 
Cells. The Overall Feature Was Suggestive of Peripheral 
Giant Cell Granuloma Based on A Clinico-Pathological 
Correlation (Figure 5). 

 

The Patient Reported After 15 Days Followed By 1 Month 
with Satisfactory Healing and No Significant Post-

Operative Complications and No Signs of Recurrence 
(Figure 6,7). 

 
DISCUSSION 
The Origin of Peripheral Giant Cell Granuloma Occurs 
from The Periosteum or Periodontal Membrane of The 
Interdental Tissues 10,11. Present Case Report Discussed A 
Rare Case of PGCG Successfully Treated with Excision. 
The Case Was Followed For 6 Months and Revealed No 
Recurrence, Thus Highlighting the Surgical Management 
Along with Adequate Maintenance of Oral Hygiene Plays 
Pivotal Role to Treat PGCG Properly and Restricting the 
Chances of Recurrence12.Bernier And Cahn Proposed the 
Term “Peripheral Giant Cell Reparative Granuloma” For 
the Lesion13.The Latter Terminology Is Currently Not 
Being Used as The Reparative Nature of The Lesion Has 
Not Been Proved14. The Term Peripheral Giant Cell 
Granuloma Is Widely Accepted to This Date15. Most 
Common Sites of Occurrence Include Gingival or Alveolar 
Mucosa Preferably Anterior to The Molar Teeth16. There Is 
A Wide Age Range for Such Lesions, Although the Peak 
Incidence in Males Is in The Second Decade Compared 
with The Fifth Decade for Females.12 It Shows Slight 
Female Predilection (2:1), And the Mandible Is More 
Commonly Involved Than the Maxilla.13 

Clinically It Resembles Pyogenic Granuloma Except the 
Color Which Is More Bluish- Purple Than Red Color of 
Pyogenic Grnauloma.17the Clinical Presentation PGCG 

Ispainless, Soft, Nodular Mass.18secondary Trauma and 
Ulceration Can Be Seen Due to Trauma Caused by 
Occlusion.19 

The Consistency of PGCG Is Time Dependent. In Initial 
Phase It Remains Soft Later on It Becomes Hard Because 
Of The Increase in Collagen Fibers.20 The Size of The 
Lesion Varies Extensively from Small Papules to Large 
Masses Also It Grows Rapidly.21. 

Radiographic Features of PGCG Are Not So Evident, 
Sometimes Superficial Bone Resorption Can Be 
Appreciated.22the Line of Treatment of PGCG Is 
Elimination of Etiologic Factor and Excision of The 
Lesion Along with The Base. Various Methods Used for 
Excision are Conventional with Surgical Blade, 
Electrosurgery, Cryosurgery and Lasers.23 

The Rate of Recurrence Is 5-11%.24 It Is Assumed That 
Recurrence Is Related to Lack of Inclusion of The 
Periosteum or Periodontal Ligament in Excised Specimen. 
So, Elimination of Irritant Factor and Complete Excision 
of The Lesion Is Necessary to Prevent the Recurrence.25 

CONCLUSION 
PGCG, although rare but can occur in any age group. This 
case report emphasizes a rare case of PGCG mimicking 
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pyogenic granuloma with its clinical features, diagnosis 
and proper management. Diagnosis and treatment planning 
are based on clinical, radiological, and histopathological 
findings. To prevent the loss of tooth, bone and soft tissue 
early diagnosis of PGCG is important. Removal of 
etiological factors and complete surgical removal is 
required for its successful treatment. 
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