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INTRODUCTION
Pyogenic granulomas (PGs) are mostly benign vascular lesions 
that can occur at cutaneous or mucosal sites; mucosal PGs pre-
dominantly occur in the oral cavity, with approximately 75% of 
cases presenting in a gingival location. The etiology of PG is 
multifactorial and includes hormonal changes, chronic irrita-
tion, drug reactions, vascular abnormalities, and angiogenic 

imbalances. PGs are reactive oral pathologies, the development 
of which involves an inflammatory response to a stimulus, 
along with vascular and tissue remodeling [1]. The female-to-
male ratio for PGs is approximately 1.5:1, with hormones such 
as progesterone and estrogen significantly influencing the de-
velopment of these lesions [2]. The vascular effects of female 
sex hormones are likely responsible for their higher prevalence 
in young women, particularly in their second decade of life. 

PGs occurring in the hard palate are rare and necessitate a 
comprehensive differential diagnosis to exclude conditions 
such as minor salivary gland tumors, peripheral ossifying fibro-
ma, peripheral giant cell granuloma, parulis, gingival squamous 
cell carcinoma, angiosarcoma, Kaposi sarcoma, and granular 
cell tumor [3,4]. The accurate diagnosis of PG relies on both 
clinical examination and imaging techniques, specifically com-
puted tomography (CT) and magnetic resonance imaging 
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(MRI). These imaging modalities play a crucial role in assessing 
the extent of the lesion and the involvement of adjacent struc-
tures [5-7]. Typically, the symptomatic presentation of PGs fa-
cilitates early intervention, thereby minimizing the risk of sig-
nificant lesion growth. However, when extensive growth does 
occur, it can lead to complications such as cleft palate or alveo-
lar cleft, which affect speech and facial aesthetics. In such cases, 
patients will require alveolar cleft repair to achieve functional 
rehabilitation and aesthetic restoration [8]. 

This case report describes the management of a large PG in 
the hard palate of a 22-year-old woman that resulted in the for-
mation of an alveolar cleft. The lesion was unusual not only in 
terms of its location, but also its size and progression. We dis-
cuss the clinical presentation, diagnosis, treatment, and histo-
pathological findings, emphasizing the critical role of surgical 
excision in minimizing the risk of recurrence. Additionally, the 
report highlights the importance of recognizing atypical pre-
sentations of PGs and the value of comprehensive evaluations 
in managing these oral pathologies.

CASE REPORT
A 22-year-old woman with a documented history of cerebral 
aneurysm and myasthenia gravis presented with a persistent, 
palpable mass in the hard palate, which she had first noticed 9 
months earlier. The initial assessment at a dental practice sug-
gested that the mass was a stress-related inflammatory lesion. 
However, the patient experienced intermittent periods of im-
provement and worsening, culminating in significant deterio-
ration 2 months before her presentation at our hospital. The 
clinical manifestations included sporadic bleeding and notable 
changes in articulation, although the mass remained non-ten-
der upon palpation.

An intraoral examination revealed a protruding, fungating, 
soft mass originating from the anterior hard palate between the 
central incisors (Fig. 1). The lesion was approximately 2× 1 cm 
in size and exhibited characteristics that raised concerns about 
potential malignancy. Consequently, further diagnostic imag-
ing was conducted. MRI identified a 1.9× 1.6× 1.0 cm tadpole-
shaped lesion with high T2 signal intensity and enhancement, 
originating from the midline of the hard palate and extending 

Fig. 1. A 22-year-old woman with a non-tender palpable mass on 
the hard palate, leading to sporadic bleeding and noticeable changes 
in articulation. A preoperative frontal view showing a protruding, 
fungating mass located in the anterior hard palate between the cen-
tral incisors.

Fig. 2. Magnetic resonance imaging reveals a 1.9×1.6×1.0 cm tad-
pole-shaped (arrows), T2-high-signal-intensity lesion in the midline 
hard palate, suggestive of a minor salivary gland tumor. (A) Axial 
view. (B) Coronal view.

Fig. 3. Intraoperative photographs: (A) palatal view and (B) after complete excision.
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into the incisor area (Fig. 2). An enhanced CT scan confirmed 
these findings. Based on both imaging modalities, the differen-
tial diagnosis included a minor salivary gland tumor. Notably, 
approximately 8 mm of bone loss was seen in the alveolar ridge 
between the incisors, suggesting an alveolar cleft caused by the 
mass.

An incisional biopsy confirmed a diagnosis of PG. Despite the 
lesion’s benign nature, a complete excision was planned to ad-
dress both functional and aesthetic concerns and to definitively 
rule out malignancy. The surgery, performed under general an-
esthesia, revealed a 1× 0.5 cm mucosal defect without any naso-
labial fistula or bone exposure (Fig. 3). Postoperative care in-
volved packing the palatal defect with oxidized regenerated cel-
lulose, specifically SurgiGuard (Samyang Biopharmaceuticals 
Corp.). The surgical site was secured using 4/0 Vicryl Rapide su-
tures (Ethicon, Inc.). Macroscopically, the mass presented a lob-
ulated, whitish-brown appearance with focal hemorrhage on the 
surface; microscopically, it showed a compact proliferation of 
capillary-sized blood vessels, indicative of PG (Fig. 4). The pa-
tient’s recovery proceeded without complications, and she was 
subsequently scheduled for orthodontic treatment to address 
dental alignment issues caused by the PG (Fig. 5). 

DISCUSSION
This case report presents a patient with a PG in the hard palate 
that led to an alveolar cleft. The location of the lesion was rare, 
notably contrasting with the usual gingival location of mucosal 
PGs, particularly in the anterior maxilla [9]. Oral PGs account 
for approximately 3.8% to 7% of oral biopsy diagnoses and are 
often associated with mild trauma or hormonal changes, par-
ticularly during pregnancy. They usually appear as red, soft, pe-
dunculated nodules, averaging 1.3 cm in size. In this case, the 
lesion’s progression to the extent of causing an alveolar cleft 
suggests atypical and aggressive growth. The recurrence rate of 
PG is around 15%, with higher rates observed in gingival loca-
tions. However, recurrence following the surgical removal of an 
extragingival PG is rare [10]. Although PGs have occasionally 
been linked to medication use, with cyclosporine and carbam-
azepine implicated in some instances, no such association was 
found in our patient [11]. 

The diagnosis was complicated by the lesion’s unusual presen-
tation and the necessity to differentiate it from more serious 
conditions such as salivary gland tumors or malignancy [1]. An 
incisional biopsy facilitated early assessment, while MRI and 
CT scans were crucial in evaluating the lesion, revealing its size, 
characteristics, potential bone destruction, and the presence of 
foreign bodies. This comprehensive approach enabled a target-
ed surgical strategy and helped to exclude malignancy. In this 
instance, the mass was situated between the patient’s central in-
cisors and was visible from the front, displaying characteristics 
typical of PG. The lesion, approximately 2 cm in size and ad-
hering to the hard palate, was expected to result in a significant 
palatal defect upon excision. The lesion was relatively hard, 
which is consistent with the tendency for younger lesions to be 
soft but become increasingly rubbery as they mature. Addition-
ally, the development of an alveolar cleft had already presented 
functional challenges for the patient.

Surgical excision is the recommended treatment for PGs, with 
a suggested excision margin of 2 mm and a depth extending to 

Fig. 4. Pathological examinations. (A) Excised specimen. (B) Photomicrograph (hematoxylin and eosin, ×40, ×100).

Fig. 5. Postoperative photograph: 1 week after complete excision.
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the periosteum. Alternative treatment methods, including 
cryosurgery, laser-assisted removal, and sclerotherapy, have 
generally demonstrated high success rates and infrequent re-
currence [12]. In the present case, both the surgical procedure 
and the postoperative care regimen were planned and executed 
with the goal of optimizing outcomes. Oxidized regenerated 
cellulose, used to induce secondary intention healing in muco-
sal defects remaining after surgery, promotes clotting and re-
duces inflammation, making it suitable for controlling hemor-
rhage and treating small-to-moderate-sized clefts of the palate 
[13]. The success of the surgery, coupled with the absence of 
postoperative complications, demonstrates the effectiveness of 
our management strategy. Furthermore, the postsurgical imple-
mentation of corrective orthodontics will address dental mis-
alignment and thus alleviate the patient’s long-term functional 
and aesthetic concerns. Generally, an alveolar cleft requires in-
terventions such as gingivoperiosteoplasty or bone grafting 
[14]. None of these procedures were necessary for our patient, 
as there were no complications such as nasolabial fistula or 
bone exposure. However, the possibility of these interventions 
should be considered prior to surgery [8].

In conclusion, the case presented herein underscores the ne-
cessity for a comprehensive and systematic approach in treating 
PGs, especially those with atypical presentations, and empha-
sizes the importance of an accurate diagnosis. It also highlights 
the critical need for careful preoperative planning, precise and 
accurate surgical execution, and attentive postoperative care 
when managing complex oral pathologies. Therefore, our case 
report adds significant value to the existing medical literature 
on common oral lesions.
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