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Peripheral giant cell granuloma (PGCG) is a benign lesion regarded as  
a hyperplastic reaction to local injury or chronic trauma, developing 

only within the oral cavity. The common site for PGCG is the premolar 

gingival tissue and the crest of the edentulous alveolar ridge. 5PGCG 

presents as a firm, soft, bright pedunculated or sessile nodule with 

various sizes: that range from small papules to enlarged masses; though 

they are generally less than 20 mm in diameter and is asymptomatic. 

We describe a 41-year-old male who presented with a peripheral cell 

giant granuloma of the maxillary anterior area. 
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Introduction:- 
Peripheral giant cell granuloma (PGCG)( giant cell epulis, osteoclastoma, giant cell reparative granuloma, or giant-

cell hyperplasia) is an infrequent exophytic lesion of the oral cavity occurring on the gingiva and alveolar ridge 

usually as a result of local irritating factors such as tooth extraction, poor dental restorations, food impaction, ill 

fitting dentures,  and calculus.1 Peripheral giant cell granuloma accounts for less than 10% of all hyperplasic 

gingival lesions.2 PGCG arise interdentally or from the gingival margin, occur most frequently on the labial surface, 

and may be sessile or pedunculated.1Histopathologically PGCG has a non-encapsulated mass of tissue containing 

reticular and fibrillar connective tissue containing ovoid or fusiform shaped cells  and multi-nucleated giant cells.3 

We describe a 41-year-old male who presented with a peripheral cell giant granuloma of the maxillary anterior area. 

 

Case History:- 
A 41 years old male complainedof growth in upper front tooth regionsince one and a half years. There was no 

history of any serious or significant illness.Patient brushed his teeth once daily with tooth paste and medium bristle 

tooth brush, using horizontal strokes.There was no history of smoking or tobacco chewing.Patient was apparently 

normal one and a half years ago when he observed a growth in upper front  tooth region. The growth was sudden in 

onset and gradually increased in size to attain the present dimensions. Initially the growth was painless but since 6 

months patient reported that the growth bleeds while brushing and pain is associated during brushing only. Patient 

also feels difficulty in speech.A solitary, sessile, round-ovoid growth with normal mucosal color is present on 
anterior maxillary gingiva. The growth measured 3x3 cm approximately (Fig. 1) .On Palpation inspector findings 

were confirmed. The growth was firm in consistency, slightly rough on surface texture, non-tender on palpation and 

bleeds on provocation. Gingiva was generalized red and enlarged with generalised loss of stippling and knife edge 

margins. A provisional diagnosis of Pyogenic granuloma was done.Peripheral ossifying fibroma, Peripheral giant 

cell fibroma, Gingival hyperplasia and Peripheral giant cell granuloma were also considered in the differential 

diagnosis.Routine haematological and serological investigations were normal. Radiological examination revealed no 

evidence of bony involvement (Fig. 2). Histopathological features revealed stratified squamous epithelium overlying 
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the connective tissue stroma. The epithelium shows ulcerations in some areas. The underlying mass of fibrillar 

connective tissue stroma consists of large numbers of plump spindle shaped connective tissue cells and many 

multinucleated giant cells which contain varying number of nuclei. Some of the giant cells are found in lumina of 

blood vessels. Numerous capillaries and haemmorragic areas are seen around the periphery of the lesion. The 

findings were consistent with a diagnosis of Peripheral giant cell granuloma.Patientwas  explained about the  

condition and was reassured. The patient was placed on follow-up. 

 

Figure 1:- Intraoral swelling observed in anterior maxilla. 

 
 

Fig. 2:- Intraoral periapical radiograph showing no abnormal changes 
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Fig. 3:- Photomicrograph showing focal aggregates of multinucleated giant cells  in deeper connective with 

overlying epithelium. Inset reveals higher power of giant cells. (x40,x400; H&E) 

 
Discussion:- 
PGCGs can occur at any age, but most commonly are noted between the fourth and sixth decades and appear to be 

more common in women, with the most prevalent site being the posterior mandibular alveolar mucosa.4PGCG has 

clinical features which separates it from the fibrous and vascular gingival enlargements.5PGCG presents as a firm, 

soft, bright pedunculated or sessile nodule with various sizes: that range from small papules to enlarged masses; 

though they are generally less than 20 mm in diameter and is asymptomatic.5 The growth of PGCG  is generated by 

repeated trauma. There is a variation in color from dark red to purple or blue commonly with ulcerated surface.4, 5 

 
The etiology of  PGCG is still not precisely defined. Gottsegen  suggested the development of PGCG often after 

periodontal surgery. Local irritating factors such as tooth extraction, poor dental restorations, food impaction, ill 

fitting dentures,  and calculus are often considered predisposing factors for PGCG. Low socioeconomic status of the 

patients and unfavorable oral hygiene also seem to be predisposing factors to peripheral giant cell granuloma. 6 Choi 

had reported the correlation of PGCG with hyperparathyroidism secondary to renal failure.7
 

 

The differential diagnosis of PGCG includes pyogenic granuloma, fibrous epulis, peripheral ossifying fibroma, 

inflammatory fibrous hyperplasia, peripheral odontogenic fibroma, and papilloma, all of which present with similar 

clinical and radiographic findings.8Radiographic examinations typically reveal  no findings, because the lesion is a 

soft tissue mass.PGCG has been found to be more common in the mandible as compared to maxilla.9The reported 

proportion is 2.4:1 and in most cases, it occurs anterior to molar region.10 
 

The treatment of PGCG comprises surgical resection with elimination of the entire base of the lesion and 

suppression of the etiologic factor. If resection is only superficial, the growth may recur. Most lesions respond 

satisfactorily to thorough surgical resection, with exposure of all the bone walls. When the periodontal membrane is 

affected, extraction of the adjacent teeth may prove necessary to insure full resection though this is initially 

contraindicated.11There are no dissimilarities between cold scalpel or carbon dioxide laser resection of PGCG. The 

advantages of laser resection are that it causes less intraoperative bleeding, sterilizes the wound, requires no suturing 

and affords improved postoperative patient comfort .12 carbon dioxide laser is of limited applicability in lesions with 

adjacent bone involvement, where careful surgical curettage is required and laser resection is not indicated in such 

cases.12Recurrence of PGCG is infrequent, ranges as little as 5–11% have been reported.5 Although incipient lesions 
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may bleed and induce minor changes in gingival contour,  gradual growth in some cases produces animportant 

tumor mass that adversely affects normal oral function. 

 

Liu et al concluded that RANKL and OPG expressed in lesions may play on important role in the formation of 

multinucleated giant cells.
13

Histopathologic characteristics of PGCG are harmonious with periodontal ligament or 

periosteumorigin.14The histopathological  findings of PGCG is characteristic chiefly due to the considerable quantity 
of multinucleated giant cells that are scattered in the connective tissue stroma.14Vascular capillaries are profusely 

available, especially in the peripheral areas, and giant cells are occasionally recognised in the internal wall of these 

vessels.12Hemorrhagic foci are also observed with the release of hemosiderin pigment and posterior invasion by 

mononuclear phagocytes and inflammatory cells. 15The fibrocellular reaction is similar to that of other reactive 

lesions such as fibrous hyperplasia and peripheral ossifying fibroma. The calcified material or newly formed bone 

may also be seen all over the cellular connective tissue, and some of the lesions may be either woven bone or 

lamellar bone produced by the mononuclear stromal cells, which might be similar to latent proliferative osteoblasts 

or osteoprogenitor cells.9The exact source or origin of the giant cellsis still uncertain.9 Many theories have been 

proposed in the English literature, as osteoblasts, phagocytes, endothelialcells, and spindle cells are thought tobe 

responsible for giant cell proliferation.9Thus, in such cases a definitive diagnosis can only be established through 

histopathological examination. 

 
PGCG is histologically identical to its centralequivalent, the central giant cell granuloma (CGCG)and the brown 

tumor of hyperparathyroidism . Radiological investigations are hence imperative for diagnosis to confirm that this 

giant cell lesion arises within the oral mucosa and does not represent a central gnathic lesion with cortical 

perforation and soft tissue invasion.In conclusion, the timely and accurate diagnosis of PGCG, centred on the 

clinical and radiographic findings and histopathological study, allows conservative therapy with a minor possibility 

of less risk for tooth and bone loss for the teeth and adjacent bone. 
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