Reminder of important clinical lesson
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CASE REPORT

Profusely bleeding oral pyogenic granuloma

in a teenage girl

Rajeev Kumar Singh," Ambrish Kaushal,? Rakesh Kumar,' Ramesh Kumar Pandey’'

SUMMARY

Pyogenic granuloma (PG) is a kind of inflammatory
hyperplastic soft tissue lesion of the oral cavity. The
lesion, however, is not related to infection and arise as
a reactive growth in response to various stimuli. It has
a very high vascularity because of the presence of
numerous prominent capillaries. The lesion has a
bleeding tendency, even after a minor traumatic episode,
such as during mastication. Bleeding may be at times
very severe and difficult to control. We present the
case of a profusely bleeding young PG in a young
teenage child.

BACKGROUND
Pyogenic granuloma (PG) is a non-neoplastic
tumour-like growth of the oral cavity or the skin.’
It is an inflammatory hyperplastic lesion, which is
usually considered to be a reactive lesion arising
in relation to various stimuli. Initially the lesion
was called botryomycosis homoinis and thought to
be a botryomycotic infection. However, it is now
believed that it is not related to infection. The term
‘pyogenic granuloma’, which is widely used in the
literature, is a misnomer because the lesion neither
contains pus, nor it represents a granuloma histolo-
gically.? * The alternative term ‘granuloma telan-
giectacticum’ was suggested by Cawson et al,* as
the tumour contains numerous blood vessels.
Clinically, PG is a soft, smooth or lobulated exo-
phytic lesion, which manifests as a small, red eryth-
matous papule on a pedunculated or sessile base.! 2
PG has a higher incidence in women (1.5:1 ratio)
and occurs most frequently in the second and third
decades of life.” © The most common site of occur-
rence of PG is gingiva, followed by lips, tongue
and buccal mucosa. No radiographic findings are
present in PG. The final diagnosis of PG can be
established through histological examination only.”
The vascularity of PG is very high as it is com-
posed predominantly of hyperplastic granulation
tissue in which capillaries are prominent.” Owing
to its high vascularity, it may bleed spontaneously
after a small traumatic injury. We present a case
report of PG in a teenage girl, who reported to us
with gingival growth and overnight bleeding.

CASE PRESENTATION

A 14-year-old female patient reported to the
department of paediatric and preventive dentistry,
with the complaint of severe bleeding in her
mouth, since overnight, in her posterior left side of
the upper jaw. The swelling was evident for last
2 weeks and progressively increased in size. The

medical history of the patient was non-significant.
Extraoral examination of the patient revealed no
noticeable findings. Intraoral examination revealed
the presence of a large bleeding soft tissue lesion
(figure 1). On the first clinical impression, the
lesion appeared to be highly vascular. The saliva
and blood were sucked with the help of suction
evacuation. Upon careful examination of the lesion,
it was sessile and originated from the buccal and
lingual gingival tissues in relation to the permanent
left maxillary second molar.

INVESTIGATIONS

Prior to excisional biopsy, routine blood examin-
ation was advised. All the blood counts were within
normal limits except a slightly less haemoglobin
concentration (10 gm%, Wintrobe method).

DIFFERENTIAL DIAGNOSIS

Differential diagnosis of PG includes peripheral giant
cell granuloma, haemangioma, pregnancy tumour,
peripheral ossifying fibroma, conventional granula-
tion tissue, inflammatory gingival hyperplasia, meta-
static cancer, Kaposi’s sarcoma, angiosarcoma,
bacillary angiomatosis and non-Hodgkin’s lymphoma.
Since the lesion in the present case was highly vascu-
lar, as evident clinically, a provisional diagnosis of PG
and oral haemangioma was considered. Oral haem-
angiomas, however, are mostly located on the tongue,
are multilocular and bluish-red in colour.® The final
diagnosis cannot be established until the histopatho-
logical examination is performed. In the present case
as well, the final diagnosis could have been established
only after the histopathological report.

TREATMENT

Excisional biopsy of the soft tissue lesion was per-
formed under local anaesthesia and sutures were
given. The excised tissue (figure 2) was sent for
histopathological ~ examination which showed
fibrovascular connective tissue exhibiting dense
inflammatory infiltrate predominantly plasma cells,
lymphocytes, neutrophils and foam cells (figure 3).
The tissue also showed numerous small and large
blood vessels, endothelial proliferation and extrava-
sated red blood cells, with connective tissue lined by
fibrous capsule (figure 4). Thus, based on the clinical
and histopathological examinations, a definitive
diagnosis of pyogenic granuloma was established.

OUTCOME AND FOLLOW-UP

The patient was followed up till next day for any
postoperative haemorrhage. However, no bleeding
was obvious from the surgical site. The patient was
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Figure 1

Intraoral view showing bleeding soft tissue lesion.

called 1 week after the surgery for removal of sutures. The
healing was uneventful and the patient was satisfied with the
results. Thorough scaling and curettage were performed, as they
may serve as potential causative agents for recurrence. The
patient was periodically followed up for the next 1 year. During
this time, the lesion did not recur.

DISCUSSION
Oral pyogenic granuloma is a mucosal vascular hyperplasia, the
exact etiopathogenesis of which is still debatable. It is however,
usually considered as a reactive lesion, which is thought to arise
in response to various stimuli such as chronic low-grade local
irritation," traumatic injury, hormones,” drugs,'’ viral'' and bac-
terial infections.'? In approximately one-third cases, the history
of trauma is present.'®> Poor oral hygiene has also been noticed
to be associated with PGs by some authors.! * 8 The pregnancy
tumour, which occurs in up to 5% pregnancies because of hor-
monal changes, is considered a variant of PG.* The lesion,
however, does not contain pus, and seems to be unrelated to the
infection, as was thought earlier. Some drugs, for example,
cylosporin, have been suggested to have an important role in
the genesis of PG.'* In the present case, the possible aetiology
of PG was the presence of calculus, which acted as the persistent
irritant, leading to the origin of PG. An unnoticed traumatic
injury may also be the aetiological factor. Any history of drug
intake, however, was not present.

Although haemorrhage is not an uncommon finding in PG,
but in the present case the haemorrhage was very severe.

Figure 2 Excised lesion.

Reminder of important clinical lesson

Figure 3  Microphotograph showing inflammatory infiltrates
predominantly plasma cells, lymphocytes and neutrophils and foam
cells (H&E x10).

Because of the high vascularity of the lesion, even a minor
trauma can cause a considerable haemorrhage. The chances of
haemorrhage are more in young PGs because of the abundant
presence of hyperplastic granulation tissue and prominent capil-
laries. As the lesion becomes older, they tend to become more
collagenised.! The colour of the lesion changes with age, young
lesions are red to purple whereas older lesions are pink. In the
present case, the lesion was young, with a rapid growth and
appeared deep red in colour. In the present case, the lesion bled
overnight, this could have led to serious consequences. The
patient belonged to a remote place, where she visited a local
hospital in the night. She was, however, not given any treatment
and was referred to our institute for the diagnosis and manage-
ment. No previous history of spontaneous bleeding or excessive
bleeding after minor trauma could be found. However, an
unnoticed trauma during mastication could have led to the
rupture of the capillaries, leading to profuse bleeding.
Histologically, the lesion shows a highly vascular proliferation
resembling granulation tissue. The lesion often exhibited
numerous small and large blood vessels, separated by less vascu-
lar fibrotic septa. One of the consistent findings in PG is the
presence of polymorphs and chronic inflammatory cells
throughout the oedematous stroma, with microcyst formation.®

Figure 4 Microphotograph showing numerous small and large blood
vessels, endothelial proliferation and extravasated red blood cells
(H&E x10).
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The major bulk of the lesion is formed by a non-lobulated mass
of angiomatous tissue.'® The histological findings of this case
were consistent with those previously reported in the literature.

Treatment of PG depends on the size and location of the
lesion. Excisional biopsy is the treatment of choice in the major-
ity of the cases, however, other treatment alternatives can also
be considered. In cases of larger lesions, an incisional biopsy is
indicated to avoid deformity. Neodymium-doped yttrium
aluminum garnet laser has been indicated to surgically excise
the lesion owing to its superior coagulation properties and
lesser intraoperative bleeding. Other conservative treatment
alternatives include cryosurgery, electrodessication, an injection
of absolute ethanol,'® and sodium tetradecyl sulfate sclerother-
apy."” In the present case, excision was considered the treatment
of choice, as the lesion was moderate in size, accessible and it
was possible to completely excise the lesion.

After the treatment is performed, careful oral hygiene main-
tenance is mandatory to prevent recurrence. Thorough oral
prophylaxis, including removal of dental plaque and calculus
should be carried out without fail after the management of PG.
Any source of chronic irritation to soft tissues such as faulty
restorations with overhanging margins, sharp cusp tips and frac-
tured teeth with sharp margins should also be treated. The
patient should be instructed to maintain oral hygiene, to use the
soft toothbrush, and periodic oral follow-up examination. The
present case was followed up to 1 year. No recurrence of the
lesion was obvious during that period.

Oral PG, a benign slow-growing tumour-like growth in the
oral cavity, may sometimes have serious consequences because
of its structural characteristics and bleeding tendency, as was
seen in the present case.

Learning points

» Pyogenic granuloma (PG) is an inflammatory hyperplastic
soft tissue lesion of the oral cavity which arise as a reactive
growth in response to various stimulating factors.

» The lesion tends to bleed easily because of its very-high
vascularity and presence of numerous prominent capillaries.

» Treatment of PG depends on the size and location of the
lesion. After the treatment is performed, any source of
chronic infection should be removed to prevent recurrence.
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