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Abstract
Peripheral giant cell granuloma (PGCG) or the so-called giant cell epulis is the most common oral 
giant cell lesion. It normally appears as a soft tissue purple-red nodule. This lesion is certainly not a 
true neoplasm, but in nature, it may be reactive, thought to be stimulated by local irritation or trauma. 
Nonetheless, the exact cause is definitely not understood well. In appearance, lesions vary from smooth, 
uniformly outlined masses to irregularly developed, multilobed surface indentation protuberances. 
Margin ulcerations are occasionally observed as well. The lesions are painless, differ in size, and can 
cover many teeth. It may be a lesion on the gingiva or alveolar crest that is sessile or pedunculated, 
common with respect to the molars and incisors and occurs in reaction to the local response.
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Background 
Gingival overgrowth seems to be the most common 
clinical finding, and reactive hyperplasia also represents 
its link to dental plaque as a consequence of inflammatory 
gingival disease.

Irritation fibroma (IF), pyogenic granuloma (PG), 
peripheral ossifying fibroma (POF), and peripheral giant 
cell granuloma (PGCG) are non-neoplastic.

Gingival enlargements are known as hyperplastic 
reactive lesions, most of which are of similar clinical 
appearance.

The PGCG is the most frequently observed giant cell 
lesion appearing as an extra-osseous purple red soft 
tissue nodule consisting of multinucleated giant cells in 
a mononuclear stromal cell background and extravasates 
red blood cells. This lesion is possibly not present as a 
true neoplasm but may be reactive in nature (1).

Although it has been assumed that the initiating 
stimulus was due to local irritation or trauma, the cause 
is not recognized definitely well. A peripheral giant 
cell “reparative” granuloma has been labeled, but it has 
not been proven whether it is truly reparative, and the 
existence of its osteoclastic activity remains doubtful (2).

PGCG is the widespread overgrowth of gingiva with 
uncertain pathogenicity. Similar to POF, the occurrence 
of this lesion is likely to be responsible for local irritants. 
Histologically, this lesion consists of “edematous, 
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mitotically active, the proliferation of loose connective 
tissues, and numerous multinuclear giant osteoclast-
like cells” (3). There may be additional deposition 
of hemosiderin with bleeding areas, multiple dilated 
vessels, chronic inflammatory cell infiltration, and bone 
formation (3). Oral mucosal overgrowths, particularly 
PGCG and POF, share histological features with varying 
amounts of giant cells and focal osteogenesis, including 
abnormal connective tissue proliferation (4). However, 
PGCG is composed of relatively more immature and 
loose components compared to POF.

Case Presentation
An 8-year-old boy complained of a gingival mass in the 
posterior maxilla. After examination, a steadily expanding 
gingival mass with a pink surface was observed in the 
region of unerupted tooth #15. The lesion was first noted 
a month ago. However, it has recently shown a rise in 
size, and the parents have not been informed about this 
problem due to the child’s fear. The parents of the child 
were highly worried and assumed that the lesion could be 
a malignant tumor.

The patient had no history of cardiovascular disease, 
allergies, systemic disorders, surgery, hospitalization, 
or substance use. The lesion had a fibrous quality, was 
solid to the touch, and was about 13 mm at its greatest 
diameter. The lesion was found on the attached gingiva. 
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The patient had relatively poor oral hygiene in the 
mixed dentition stage (Figure 1). The lymph nodes 
were fine under palpation. With no clicking sounds, the 
temporomandibular joint and the mouth opening range 
were fine. There was no indication of intrabony pathology 
associated with the soft tissue lesion in the panoramic and 
periapical radiographs of the patient (Figure 2).

Differential diagnoses included PGCG, PG, IF, eruption 
cyst, and POF following a full review. The patient was 
subjected to an excisional biopsy, and a #15 blade and a 
surgical spoon-shaped curette were used to cut the lesion 
down to the periosteum (Figure 3 anf Figure 4). Then, the 
specimen was sent to the pathologist. The microscopic 
sections showed the squamous epithelium of the oral 
mucosa. Multinucleated giant cells were detected in the 
background of spindle-shaped mesenchymal cells, reactive 
bone formation focal points, and mild to moderate chronic 
inflammatory cell infiltration. Hemosiderin pigmentation 
and red blood cell extravasation have also been observed 
in certain regions. However, no evidence of malignancy 
was found in this specimen. PGCG was confirmed by 
the pathological characteristics of the lesion as the final 
diagnosis for histopathological analysis. Due to poor 
oral hygiene, the patient underwent regular follow-up 
although he refused to undergo elective treatment but due 
to dental phobia (Figures 5 and Figure 6).

Discussion
The etiology and composition of giant cell epulis (PGCG) 
appear to be unclear. Several theories have been previously 
suggested to clarify the existence of multinucleated giant 
cells, including the hypothesis that they were osteoclasts 
left from the physiological resorption of teeth or a reaction 

to periosteum injury. There is good evidence that these 
cells are osteoclasts because they have been shown to have 
calcitonin receptors and have been able to excavate bones 
in vitro (2).

The PGCG occurs during life, with peaks of incidences 
during the mixed years of dentition (4) and in the age 
range of 30-40 years old. In addition, it is more common 
among women (60%). The mandible is significantly more 
frequently affected compared to the maxilla (6, 7). Lesions 
may become huge and some may reach the size of 2 cm. 
The clinical appearance is similar to that of the more 
prevalent PG. However, the PGCG is often more bluish-
purple compared to the bright red of a standard PG. The 
PGCG associated with dental implants has recently been 
reported as well (8).

PGCG tends to have a rapid growth rate in children 
compared to other reactive oral lesions, to be more 
aggressive with interproximal crest region penetration 
and bone resorption, to interfere with adjacent teeth 
eruption, to produce mild to moderate tooth movement, 
and to have several recurrences (9).

It is clinically distinguished from the fibrous and 
vascular epulis by PGCG characteristics. It is presented 
as a firm, smooth, bright pedunculated, or sessile nodule 
with different sizes varying from small papules to Figure 1. Clinical Appearance of the Lesion.

Figure 2. Periapical (A) and Panoramic (B) Radiographs.
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expanded masses although they are typically less than 20 
mm in diameter with a color ranging from dark red to 
purple or blue, usually with an ulcerated surface (9).

Conclusions
For its management, an accurate diagnosis of gingival 
overgrowth through clinical, radiographic, and 
histopathological examinations is critical. Care is required 
because of the rapid growth pattern and the propensity 
for resorbing the bone with the subsequent movement 
of the tooth in addition to removing etiological causes, 
surgical excision of the growth, including its foundation. 
Finally, a normal post-surgical follow-up is important for 
preventing growth recurrences.
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Figure 3. Excision of Mass.

Figure 4. Immediate Postoperative View.

Figure 5. One Month Follow-up.

Figure 6. One Year Follow-up: Intraoral View (A) and Periapical 
Radiograph Showing Root Formation (B).
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