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A B S T R A C T 

Pyogenic granuloma of the oral cavity is a relatively common entity. The most frequent location 

encountered for oral cavity is the gingiva; Tongue is a rare location for its occurrence. A pyogenic 

granuloma will present as a soft, fleshy, easily bleeding red mass and may be ulcerated with a 

fibrinopurulent covering. They may occur at any age and are often stimulated by a foreign object such as 

the sharp margin of a restoration, calculus, or a foreign body within the gingival crevice.  Pyogenic 

granuloma was first described by Poncet and Dor in 1897 as ‘human botryomycosis’. 

HISTOLOGICALLY: The lesion consists of loose granulation tissue with a proliferation of capillary 

vessels and endothelial cells arranged in lobules. Inflammatory infiltrate and fibrous tissue are also 

present. 

TREATMENT: A pyogenic granuloma should be excised with 2‐mm margins at its clinical periphery and 

to a depth to the periosteum or to the causative agent. Any foreign body, calculus, or defective restoration 

should be removed as part of the excision & recurrence is rare. 

.    

 

Introduction 
 
Pyogenic granuloma is a hyperplastic, non-neoplastic, 

and inflammatory condition that occurs as a result of 

trauma, chronic local irritation, bone marrow transplant, 

hormonal changes, and reactions to grafts
1, 2

.
 
    It is also 

seen in women who are on oral contraceptives and 

during pregnancy
3
.Pyogenic granuloma (PG) was first 

described by Poncet and Dor in 1897 as ‘human 

botryomycosis’
4
.Then the term ‘Pyogenic granuloma’ 

introduced by Hartzell 
5
 and the term ‘lobular capillary 

hemangioma’  referred by some authors 
6.
 Clinically they 

usually present as exophytic, friable, red to yellow 

nodule, or ulcerate red, soft and single nodules that may 

grow, bleed and may be seen in any size from a few 

millimeters to several centimetres
.7-9

. Gingiva is the most 

common intra oral site in about 75% cases, but lips, 

mucosa and tongue are also affected
1
.The lesion is 

histologically similar to the granulation tissue except that 

it is well localized and prolific. It consists of loose 

granulation tissue with a proliferation of capillary vessels 

and endothelial cells arranged in lobules. Inflammatory 

infiltrate and fibrous tissue are also present.
10-12

 

 

Case report: 

 A 12 year old female child reported to private dental 

clinic with a chief complaint of growth at front side of 

tongue. She gave history of that growth since last 4-5 

years with no complain of pain. Initially the swelling was 
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small; she visited to many clinics for the same problem 

and took primary medication for the same; But the 

swelling did not subside and was slowly enlarging 

without any pain. Patient also felt discomfort while 

mastication.  

On inspection, there was a well defined, solitary 

pedunculated swelling present on the middle 1/3 of the 

dorsal surface of the tongue was at the midline, 

measuring approx 15 mm x 10 mm in size and was oval 

in shape. The swelling appeared lobular, with overlying 

mucosa, was yellow in colour intermixed with areas of 

redness. On palpation, all the inspectory findings were 

confirmed and the swelling was non tender and fixed. 

No relevant history of any systemic disease was found. 

Routine blood investigations was within normal range. 

After complete evaluation a provisional diagnosis of 

pyogenic granuloma was made and was planned for 

excision biopsy with complete removal of lesion under 

local anaesthesia. 

 After securing local anesthesia, growth was gently lifted 

to make the peduncle visible from both side. A sharp 

elliptical incision was made around the peduncle to 

excise the lesion. Hemostasis was achieved and single 

layer closure was performed with the help of 3–0 silk 

suture. Excised specimen was preserved and sent for 

histopathological examination which confirmed the 

diagnosis Pyogenic granuloma. The patient was recalled 

after 7 days for suture removal. The patient is currently 

under follow up without any signs of the recurrence of 

the lesion. The time of the total follow up till date is 1 

year. 

 Discussion: 

Pyogenic granuloma (PG) is a hyperplastic, non-

neoplastic, and inflammatory condition that occurs as a 

result of trauma,  chronic local irritation,  bone marrow 

 

Figure 1: Intra oral photograph showing PG  on dorsum of 

tongue 

 

 

 

Figure 2: Excised Specimen   

transplant, hormonal changes, and reactions to grafts
1,2

.
 

The rate of occurrence of PG in comparison to other 

reactive lesion is between 26.8% and 32%
10, 13

. It is seen 

in all age groups mainly in between 11 and 40 years 

predominantly at 30 years of age
14

. Females are more 

affected than male in the ratio of 3:2
15

. 

Clinically PG appears as a small, purplish red to deep red 

lesion which is sessile or pedunculated. The surface 

appears as a smooth, lobulated or sometimes warty, 
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Figure 3:  Post operative photograph 

 

Figure 4: Histopathological features showing 

proliferation of capillaries with the squamous epithelium 

and infiltration by inflammatory cells 

  

generally ulcerated having a tendency to bleed on 

impulsive or minor trauma. Consistency of the lesion is 

soft and remains painless but in the chronic lesion 

collagenization occurs resulting in firm consistency. The 

lesion size usually occurs between 0.5 cm to 2.5 cm and 

its growth occurs at a very fast rate within weeks or 

months. 
16

 

The pathogenesis of pyogenc granuloma is that might be 

occurred as a result of disrupt balance between 

angiogenesis enhancers and inhibitors
1
. There is increase 

in the level of basic fibroblast growth factor (bFGF) and 

Vascular endothelial growth factor (VFGF) and decrease 

in the level of thrombospondin-1, angiostatin, and 

estrogen receptors causing formation of pyogenic 

granuloma.  

The lesion is histologically similar to the granulation 

tissue due to high vascular proliferation except that it is 

well localized and prolific. It consists of loose 

granulation tissue with a proliferation of capillary vessels 

known as non- lobular capillary hemangioma (non- 

LCH) and endothelial cells arranged in lobules, this type 

is known as capillary lobular hemangioma (CLH)
17

. 

Inflammatory cell infiltrate like neutrophils, plasma 

cells, lymphocytes and fibrous tissue are also present
10-12

. 

PG consist of parakeratotic and non keratinized stratified 

squamous epithelium.
3
 

Immunohistochemically PG consist of angiopoietin-1, 

angiopoietin-2, Tie2, ephrin B2 and Eph B4 
18

. Others 

are like anti CD34 and anti alpha SMA antibodies are 

also seen.
19

 

PG histologically and clinically resembles many lesions 

hence knowing differential diagnosis of PG is also very 

important. Differental diagnosis include post extraction 

granuloma, pregnancy tumor, metastatic tumor, kaposi’s 

sarcoma, bacillary angiomatosis, hemangiopericytoma, 

hemangioendothelioma, leiomyoma, peripheral fibroma, 

hemangioma, peripheral ossifying fibroma, parulis, 

peripheral giant cell granuloma, angiosarcoma, Non – 

hodgkins lymphoma.
20,21

 

A pyogenic granuloma should be excised with 2‐mm 

margins at its clinical periphery and to a depth to the 

periosteum or to the causative agent. Any foreign body, 

calculus, or defective restoration should be removed as 
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part of the excision. Other treatments are also available 

like cryosurgery with liquid nitrogen spray or cryoprobe, 

laser surgery with Nd:YAG, CO2 and flash lamp pulsed 

lasers cause less haemorrhage as compared to surgical 

procedures, ethanol or corticosteroids injections and 

sodium tetradecyl sulphate sclerotherapy are also 

effective
1,22

. 

Recurrence is rare and is almost always related either to 

a failure to remove the stimulating factor or to the 

so‐called pregnancy tumor, which may continue or recur 

because of ongoing hormonal stimulation. 
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