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Clinical Case Report

Rapidly growing peripheral giant cell granuloma:

A case report
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Peripheral giant cell granuloma is a benign reactive gingival lesion associated with chron-
icirritation. It typically presents as a reddish-violet mass that tends to bleed or ulcerate
and may be associated with underlying bone resorption. A 62-year-old woman presented
with a three-month history of a painful, bleeding, pedunculated lesion extending from
the right mandibular canine to the second premolar. Radiographic findings suggestive of
superficial cortical alteration were observed. The lesion was treated by complete surgical
excision using an elliptical incision, including removal of the pedicle and curettage of the
underlying periosteum and superficial bone. Histopathological evaluation confirmed the
diagnosis of peripheral giant cell granuloma. Local irritative factors were eliminated to
reduce the risk of recurrence. At the one-month follow-up, healing was satisfactory. Due
to the short follow-up period, recurrence cannot be assessed. This case highlights the
importance of early recognition and complete surgical management to prevent bone in-
volvement and guide appropriate treatment. (Rev Port Estomatol Med Dent Cir Maxilofac.
2026;67(1):34-39)
© 2026 Sociedade Portuguesa de Estomatologia e Medicina Dentaria.
Published by SPEMD. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

gingival lesions, it accounts for only a small proportion of all
oral lesions.>* PGCG occurs more often in adult females be-

Peripheral giant cell granuloma (PGCG) is a benign reactive le- tween the third and sixth decades of life and affects the man-

sion that arises from the periosteum or periodontal ligament
and develops on the gingiva or alveolar mucosa. Clinically, it
appears as an exophytic nodule with a sessile or pedunculated
base, usually reddish or purplish in color and with a tendency
to bleed.’ Although it is among the most common reactive

* Corresponding author.

dible, especially the anterior region.’? Its occurrence in elderly
patients is less common and may pose a diagnostic challenge
because of its resemblance to other lesions.>*

PGCG usually presents as a slow-growing lesion confined
to the gingival soft tissues. However, variations in clinical be-
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havior may occur, and some cases may mimic more aggressive
conditions. In particular, rapid enlargement and radiographic
signs suggestive of cortical involvement are uncommon fea-
tures that may complicate the diagnostic approach.

Histopathologically, PGCG is characterized by an unen-
capsulated proliferation of spindle-shaped and polygonal
mesenchymal cells, with multinucleated osteoclast-like gi-
ant cells embedded in a vascular stroma containing hemo-
siderin deposits and extravasated red blood cells.»*°> The
differential diagnosis includes pyogenic granuloma, periph-
eral ossifying fibroma, peripheral odontogenic fibroma, cen-
tral giant cell granuloma, vascular lesions such as heman-
gioma, and giant cell lesions associated with systemic
conditions, particularly hyperparathyroidism (brown tu-
mor). These entities may share similar clinical features but
differ in histology and biological behavior.*> Histopatholog-
ic examination is essential for diagnosis, while radiograph-
ic assessment helps rule out bone involvement.?* Treatment
consists of surgical excision with curettage of the underly-
ing periosteum or bone and elimination of local irritants to
reduce recurrence, which ranges from 2% to 9% depending
on the completeness of curettage and control of etiological
factors.1.34

The aim of this report is to describe the clinical course,
diagnosis, treatment, and early postoperative follow-up of a
patient with PGCG presenting with atypical features. This re-
port was prepared in accordance with the CARE guidelines®
and the corresponding checklist was used during manuscript
preparation (Appendix 1). The present case is noteworthy be-
cause of the combination of accelerated growth, bleeding
tendency, and superficial cortical erosion in an older patient,
which raised suspicion for more aggressive or intraosseous
lesions. Reporting such presentations helps refine the clinical
spectrum of PGCG and highlights the importance of careful
clinicoradiographic and histopathological correlation. There-
fore, this case is relevant to clinical practice and warrants
publication.

Case report

A 62-year-old female homemaker attended the Dentistry Ser-
vice of the Regional Teaching Hospital of Trujillo for evalua-
tion of an oral swelling that had increased in size for three
months. She reported numbness and pain on contact in the
right mandibular region. Her medical history was unremark-
able; she denied trauma, endocrine disorders, and regular
medication use. No relevant psychosocial risk factors were
identified.

The lesion had begun approximately three months prior,
with a progressive increase in the volume of the mandibular
gingiva. Two months before the consultation, the patient began
experiencing episodes of bleeding and discomfort on contact.
One month prior, she noted accelerated growth of the lesion
accompanied by increased superficial ulceration.

On the day of clinical evaluation (day 0), extraoral exam-
ination revealed reduced vertical dimension associated with
the loss of posterior dental support. There was no facial asym-
metry, swelling, or palpable lymphadenopathy.

Intraoral examination showed an exophytic, reddish-vio-
let lesion of approximately 20 mm in diameter with a bleeding
surface, a relatively fluctuant consistency, and a pedunculat-
ed base on the vestibular gingiva extending from tooth 43 to
45 (FDI World Dental Federation notation) (Fig. 1). Although
the lesion showed superficial bleeding on manipulation, di-
ascopy (blanching test) was negative, and aspiration using a
25-gauge needle at the lesion base did not yield blood. Clinical
palpation indicated a soft tissue lesion without evidence of
intraosseous expansion. Periodontal evaluation of the in-
volved teeth (43-45) revealed no deep periodontal pockets or
clinical attachment loss suggestive of periodontal bone de-
struction. Periodontal probing around teeth 43-45 showed
probing depths within normal limits (<3 mm), without clinical
attachment loss. Oral hygiene was poor, with multiple carious
lesions. Residual roots were identified in the posterior man-
dibular region adjacent to the lesion, associated with dental
plaque accumulation and calculus deposits. No defective res-
torations or prosthetic appliances were observed. These find-
ings were considered relevant local irritative factors. The ad-
jacent teeth were preserved, with no significant mobility
(grade 0) and no signs of occlusal trauma. Thus, extraction of
adjacent teeth was not required.

Panoramic radiography revealed a localized superficial cor-
tical alteration in the region of teeth 43-45, associated with
residual roots and extensive carious lesions in both arches.
There was no evidence of a well-defined intraosseous radio-
lucency or cortical expansion (Fig. 2). Laboratory tests, includ-
ing complete blood count, coagulation profile, and fasting
glucose, were within normal limits.

A differential diagnosis was established based on the ob-
served clinical and radiographic findings: rapid growth, bleed-
ing tendency, radiographic evidence of cortical alteration, neg-
ative aspiration findings, and normal periodontal parameters.
Differential diagnoses included pyogenic granuloma, periph-
eral ossifying fibroma, peripheral odontogenic fibroma, central
giant cell granuloma, vascular lesions such as hemangioma,
and giant cell lesions associated with systemic conditions,
particularly hyperparathyroidism (brown tumor), as summa-
rized in Table 1.

Three days after the first visit, surgical excision was con-
ducted under local anesthesia with 2% lidocaine and epi-
nephrine (1:100,000), administered by infiltration using one
cartridge (1.8 mL). An elliptical incision was made extending
to the periosteum, including a margin of 2-3 mm of clinical-
ly healthy surrounding tissue, without flap elevation. The
lesion and its pedicle were removed en bloc using a #15 scal-
pel blade (Fig. 3). Subsequently, thorough curettage of the
underlying periosteum and superficial cortical bone was per-
formed using a Lucas-type surgical curette until firm, bleed-
ing bone was reached. Bone margins were then smoothed
with a sterile round bur to ensure complete removal of any
residual reactive tissue.

Local irritative factors were carefully identified and man-
aged during the same surgical session, immediately after le-
sion excision and prior to wound closure. This sequence aimed
to prevent contamination of the surgical site and to ensure
closure over a field free of chronic irritants. Factors addressed
included residual roots and local plaque accumulation in the
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Table 1. Differential diagnosis of a reddish exophytic gingival lesion

Lesion

Key clinical features

Radiographic findings

Histopathology

Differentiation from Pgcg

Pyogenic granuloma

Soft, bright red, lobulated,
often ulcerated

No bone involvement

Granulation tissue with
numerous capillaries

More vascular, lacks giant
cells

Peripheral ossifying
fibroma

Firm pink or red nodule,
interdental papilla

May show focal
calcifications

Fibrous stroma with
mineralized tissue

Firm texture, presence of
calcifications

Peripheral odontogenic
fibroma

Slow-growing, firm lesion

No bone involvement

Fibrous tissue with
odontogenic rests

No multinucleated giant
cells

Hemangioma

Bluish-red, compressible,

No bone involvement

Proliferation of vascular

Positive blanching on

channels diascopy and possible blood

aspiration

blanches on pressure

Radiolucency with cortical Giant-cell-rich stroma Originates within the bone

thinning

Central giant cell Intraosseous origin

granuloma

Giant-cell-rich lesion similar
to central giant cell
granuloma

Requires correlation with
systemic metabolic findings
(calcium, phosphate, ALP,
PTH)

Radiolucent lesion with bone
involvement

Bone lesion associated with
hyperparathyroidism; may
mimic giant cell lesions

Brown tumor
(hyperparathyroidism)

PGCG, peripheral giant cell granuloma.

affected area; the residual roots were extracted, and scaling
and root planning of adjacent teeth were performed. No de-
fective restorations or prosthetic factors were identified. Peri-
odontal evaluation revealed no significant tooth mobility or
deep periodontal pockets, and all adjacent teeth were pre-
served. This comprehensive approach aimed to eliminate po-
tential sources of chronic irritation and reduce the risk of re-

currence.
Primary closure was achieved using interrupted sutures
with non-resorbable silk (3-0). The excised specimen was fixed

Figure 1. Intraoral view showing a reddish-violet
pedunculated lesion from the permanent mandibular
right canine to the permanent mandibular right
second premolar (teeth 43-45).

Figure 2. Panoramic radiograph showing superficial
cortical alteration in the region of teeth 43-45 and the
presence of residual roots and carious lesions.

Figure 3. Gross view of the excised lesion, showing its
pedunculated appearance.
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in 10% neutral buffered formalin and submitted for histo-
pathological examination. Postoperative management includ-
ed ibuprofen 400 mg every 8 hours for 3 days and 0.12% chlor-
hexidine mouth rinse twice daily for 7 days; antibiotics were
not prescribed. The patient received instructions on oral hy-
giene and a soft diet during the initial healing period. The total
surgical time was approximately 35 minutes. Histopathologi-
cal analysis confirmed the diagnosis, and surgical margins
were reported as free of lesion.

Microscopic analysis showed a non-encapsulated prolifer-
ation of connective tissue with a reticular and fibrillar stroma
containing numerous multinucleated giant cells and fibro-
blasts. The lesion was separated from the overlying stratified
squamous epithelium by a band of connective tissue. Foci of
hemorrhage and chronic inflammatory infiltrate were present
(Fig. 4). These features were consistent with PGCG.

Postoperative recovery was uneventful. At seven days, the

surgical site showed mild erythema and appropriate wound heal-
ing. At the 10-day follow-up, the postoperative course was favor-
able, with no signs of infection. At 30 days, complete mucosal Figure 4. Histopathologic image (H&E, 10x) showing
healing was observed (Fig. 5). The patient reported prompt pain multinucleated giant cells within a fibrovascular
relief, improved oral function, and satisfaction with the outcome. stroma.
She remains under follow-up. Due to the short follow-up period,
long-term outcomes and recurrence risk cannot yet be deter-
mined. Continued monitoring has been planned according to a
structured follow-up schedule (Table 2), including evaluations
at 3, 6, and 12 months to assess for possible recurrence.

Discussion and conclusions

PGCG is considered a benign reactive lesion triggered by
chronic irritation or local trauma rather than a true neo-
plasm.?’ Its etiopathogenesis has been associated with bac-
terial plaque, calculus, defective restorations, tooth extrac-
tions, poorly adapted prostheses, mechanical irritation, and,
in some cases, hormonal or metabolic alterations such as
hyperparathyroidism.® These factors are consistent with the
clinical context of the present patient, who exhibited poor
oral hygiene, residual roots, and multiple local irritants—con-
ditions that likely contributed to lesion development and
accelerated growth. PGCG has also been reported in associa-
tion with dental implants, where chronic irritation, plaque

Figure 5. Postoperative intraoral view at 1-month
follow-up showing complete mucosal healing in the
region of teeth 43-45, with no clinical signs of early
accumulation, or biomechanical factors may contribute to recurrence.

lesion development. Although no implants were present in

Table 2. Structured follow-up schedule and clinical objectives

Time point Clinical evaluation Purpose

7 days Assessment of surgical site healing and presence of erythema, Early postoperative evaluation and complication control
edema, or signs of infection

10 days Evaluation of postoperative course and soft tissue healing Confirmation of favorable healing and absence of infection

1 month Assessment of complete mucosal healing and early clinical Verification of short-term surgical success
signs of recurrence

6 months (planned) Clinical examination for tissue stability, gingival contour, and Medium-term monitoring for recurrence
signs of recurrence

12 months (planned)  Comprehensive clinical evaluation for long-term stability and Long-term outcome assessment
recurrence detection
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the current case, this association highlights the broad spec-
trum of local factors involved in the pathogenesis of PGCG.®

Epidemiologically, PGCG shows a higher prevalence in
women between the third and sixth decades of life and affects
the mandibular premolar region more often.?'% The present
case is consistent with this profile, although the patient’s age
(62 years) places her at the upper end of the typical range. This
finding reinforces the importance of considering PGCG in old-
er adults, especially when lesions exhibit features that may
mimic more aggressive processes.

The lesion size in this case (approximately 20 mm) falls
within the range reported in the literature, where PGCG typical-
ly measures between 0.5 and 2 cm.”»'? However, the rapid pro-
gression described by the patient is noteworthy. Although PGCG
is classically described as slow growing, persistent irritation or
repeated trauma may lead to accelerated enlargement.®’ This
clinical behavior, together with surface bleeding and a red-
dish-violet appearance, may raise suspicion for more aggressive
lesions, highlighting the diagnostic relevance of this case.

Radiographically, PGCG is usually confined to soft tissues;
however, superficial bone resorption may occur in long-stand-
ing lesions or those associated with persistent chronic irrita-
tion.>#1* In the present case, panoramic imaging demonstrat-
ed superficial cortical alteration in the region of teeth 43-45.
While this finding is consistent with existing literature, it is
uncommon and may complicate the diagnostic approach. Doc-
umenting such presentations is clinically valuable, as evidence
of bone involvement may initially raise suspicion for central
giant cell granuloma or other intraosseous pathologies. This
underscores the importance of correlating radiographic find-
ings with clinical and histopathological features to ensure
accurate diagnosis and appropriate management.

The differential diagnosis included pyogenic granuloma,
peripheral ossifying fibroma, peripheral odontogenic fibroma,
central giant cell granuloma, vascular lesions such as heman-
gioma, and brown tumor associated with hyperparathyroid-
ism.®* Pyogenic granuloma generally presents with a bright-
er, lobulated surface and greater vascularity. Peripheral
ossifying fibroma typically shows a firm consistency and may
contain calcifications or bone formation. Central giant cell
granuloma was excluded due to its characteristic radiolucent
pattern and because the present case’s findings suggested the
bone alteration represented superficial remodeling secondary
to a soft tissue lesion, rather than a primary intraosseous pro-
cess.b® Furthermore, the clinical findings supported superficial
vascularization rather than a true vascular lesion, such as
hemangioma. In this case, histopathological examination con-
firmed the diagnosis of PGCG by demonstrating multinucleat-
ed giant cells within a fibrovascular stroma, accompanied by
hemorrhage and inflammatory infiltrate, in accordance with
classical descriptions.’>'®

Total excision with curettage of the underlying periosteum
or bone remains the treatment of choice and is essential to
reduce recurrence, which has been reported between 2% and
9%.10:17 A large review including 2,824 cases reported an overall
recurrence rate of approximately 9.5% after treatment, rein-
forcing the importance of complete excision and elimination
of local irritative factors.'®In this case, clinical findings at one
month indicated satisfactory postoperative healing. However,

as recurrence may occur several months after treatment, this
short follow-up period does not allow assessment of long-term
stability, and continued monitoring is required. Proper man-
agement of predisposing factors is also critical, as incomplete
excision or persistent local irritation are important contribu-
tors to lesion regrowth.'318

This report has several limitations. First, the follow-up period
is limited to one month, and no additional follow-up data are
currently available. Therefore, long-term outcomes and recur-
rence risk cannot be assessed, representing an important limita-
tion. Second, no comprehensive metabolic screening was per-
formed to rule out systemic conditions associated with giant cell
lesions, such as hyperparathyroidism (brown tumor); only basic
laboratory tests were obtained. Although no clinical signs of en-
docrine disorders were present and the laboratory results were
within normal limits, the absence of additional metabolic tests
(serum calcium, phosphate, alkaline phosphatase, and parathy-
roid hormone) represents a limitation. Third, advanced imaging
studies, such as periapical radiographs or cone-beam computed
tomography, were not performed; therefore, assessment of cor-
tical bone involvement relied solely on panoramic radiography,
which has inherent limitations and may not accurately differen-
tiate between superficial cortical alteration, pressure remodeling,
or projection artifacts. Finally, as a single case report, these find-
ings cannot be generalized, although they contribute to expand-
ing the clinical spectrum of PGCG. No financial, cultural, or lan-
guage barriers were encountered during the diagnostic process.

In conclusion, this uncommon presentation of PGCG in an
older adult mimicked a more aggressive lesion, underscoring
the importance of comprehensive clinical, radiographic, and
histopathological correlation to avoid overtreatment. This case
highlights relevant diagnostic challenges and provides educa-
tional value for the management of reactive gingival lesions,
supporting its relevance in clinical practice and justifying its
publication. Complete excision with removal of local irritants
resulted in satisfactory short-term healing. However, the lim-
ited follow-up does not allow assessment of recurrence, and
long-term monitoring remains essential.
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Supplementary data associated with this article can be found, in
the online version, at https://administracao.spemd.pt/app/assets/
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Granuloma periférico de células gigantes
de crescimento rapido: Relato de caso

RESUMO

O granuloma periférico de células gigantes é uma lesdo gengival
reativa benigna associada a irritagdo crénica. Tipicamente, apre-
senta-se como uma massa vermelho-violeta com tendéncia a
sangrar ou ulcerar e pode estar associado a reabsorcdo dssea
subjacente. Uma mulher de 62 anos apresentou-se com histéria
de trés meses de uma lesdo dolorosa, sangrante e pediculada,
estendendo-se do canino inferior direito ao segundo pré-molar.
Os achados radiograficos sugeriam alteragdo cortical superficial.
A lesdo foi tratada por excisdo cirtrgica completa através de in-
cisdo eliptica, incluindo remocdo do pediculo e curetagem do
peridsteo subjacente e do osso superficial. A avalia¢do histopa-
tolégica confirmou o diagnéstico de granuloma periférico de
células gigantes. Os fatores irritantes locais foram eliminados
para reduzir o risco de recorréncia. No acompanhamento de um
més, a cicatrizacgdo era satisfatéria. Devido ao curto periodo de
acompanhamento, a recorréncia ndo pode ser avaliada. Este caso
destaca a importancia do reconhecimento precoce e da aborda-
gem cirirgica completa para prevenir o envolvimento dsseo e
orientar o tratamento adequado. (Rev Port Estomatol Med Dent
Cir Maxilofac. 2026;67(x):xxX-XXXx)
© 2026 Sociedade Portuguesa de Estomatologia e Medicina Dentaria.
Publicado por SPEMD. Este é um artigo Open Access sob uma
licenca CC BY-NC-ND
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Palavras-chave:

Relatos de Casos

Doencas da Gengiva
Granuloma de Células Gigantes
Patologia Oral
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