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ABSTRACT 

Peripheral giant cell granuloma (PGCG) is a lesion which can be seen in all age 

groups and observed in the gingival and alveolar crest regions of the oral cavity. 

Although it is rare in children, it may show an aggressive character and cause 

pain, bleeding, localized swelling and displacement of teeth. The treatment and 2-

year follow-up of a 6-year-old girl with PGCG is presented in this case report. 
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INTRODUCTION 

Giant cell granulomas were first described by 

Jaffe1 in 1953, and they are generally non-

neoplastic lesions observed in the mandible and 

maxilla.2,3 These lesions are of periost, connective 

tissue or periodontal ligament origin and are 

considered as the hyperplastic, reperative 

connective tissue response of gingival tissue 

against injury and inflammation.4,5 Giant cell 

granuloma is divided into two groups as 

peripheral and central according to the 

characteristic of the tissue from which it 

originates.6  

 Although its etiology is not fully understood, 

calculus, dental plaque, food accumulation, 

periodontal pockets, periodontal surgery, 

traumatic tooth extraction, malposed teeth, 

improper prosthesis and restorations, especially 

estrogen hormone activity and 

hyperparathyroidism of sex hormones are among 

the factors that cause the formation of peripheral 

giant cell granuloma (PGCG).7-12  

 The clinical appearance of PGCG is usually a 

painless and bleeding lesion with small, limited, 

dark red colored liver-tissue like focus, located on 

the gingival and alveolar crest, which may or may 

not be pedunculated or sessile.13,14 PGCG is a soft 

tissue lesion, but it may cause resorption in the 

underlying bone tissue.15  Superficial ulcerations 

can be observed in the lesions that are open to 

traumatic forces. The intraoral image may 

resemble pyogenic granuloma.13  

 Clinical, radiographic, biochemical, 

hormonal and histopathological evaluations 

should be taken into account while making 

diagnosis.16 The definitive diagnosis is made by 

histopathological examination.17 The 

mesenchymal cells and giant cells showing 

proliferation with a significant vascular increase 

are seen in histological examination. Mineralized 

tissue formation in the form of lamellar or woven 

bone has been reported in one third of the 

lesions.13  

 The elimination of local factors that cause 

PGCG, and then the surgical removal of the lesion 

from the mouth constitute the basis of the 

treatment.18 The extraction of the teeth in the 

lesion content, the correction of root surfaces of 

teeth adjacent to lesion and the removal of dental 

plaque decrease the likelihood of recurrence of the 

lesion. Consequently, the reformation of the lesion 

can be prevented with a good periodontal 

treatment and surgical approach.8 The treatment of 

PGCG in children is performed the surgical 

removal of the lesion and follow-up of the patient 

as in other gingival reactional lesions.19 

CASE REPORT 

A 6-year-old girl was admitted to our clinic due to 

swelling in her right lower jaw molar region. In 

the medical history taken with the help of her 

family, it was learned that no systemic disorder 

was present in the child and that she had swelling 

in the relevant region for 2 months. The patient 

had no pain, infection, and lympodenopathy. It 

was learned that the patient had difficulty during 

chewing because of swelling. In the intraoral 

examination, a surface swollen lesion was 

observed in the vestibule of the milk molar region 

of the lower right jaw. It was observed that there 

was excessive crown damage and poor oral 

hygiene in teeth 84 and 85 in the relevant region. 

The lesion had a sessile, non-ulcerated and 

hyperemic appearance. (Figures 1, 2)  

 
Figure 1. Intraoral appearance 
 

 
Figure 2. Occlusal appearance 
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The resorbed roots in the region were observed in 

the radiographic examination. (Figure 3) As a 

result of clinical and radiographic evaluation, the 

lesion was pre-diagnosed as pyogenic granuloma 

and PGCG. 

 
Figure 3. OPG before operation 

Periodontal treatment and surgical approach 

As a first line treatment, the existing calculus and 

plaques in the patient were removed and the 

patient's oral hygiene habit was motivated. Then 

in the second session, it was ensured that oral 

hygiene was provided, teeth 84 and 85 were 

extracted under local anesthesia, and the lesion 

was removed with excisional incision. The region 

was primarily closed with silk suture. (Figures 4, 

5) As a result of pathological evaluation, the 

lesion was diagnosed as PGCG.  

 
Figure 4. Excised lesion 
 

 
Figure 5. Oral appearance immediately after surgery 

 The patient was called for control at 1 week, 

1 and 6 months after the operation. As a result of 

clinical and radiographic evaluations in the 

patient's 2-year follow-up, it was observed that the 

operation area was recovered and that permanent 

premolar teeth were erupted. (Figures 6, 7, 8, 9) 

 
Figure 6. Intraoral appearance 2 years after surgery 
 

 
Figure 7. Occlusal appearance 2 years after surgery 

 

 
Figure 8. Periapical film 2 years after surgery 
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Figure 9. OPG 2 years after surgery 

DISCUSSION 

PGCG is a lesion which can be seen in all age 

groups and observed in the gingival and alveolar 

crest regions of the oral cavity.19 The incidence of 

the disease is higher in the elderly population in 

the 4th and 6th decade. However, only 20-30% of 

cases are seen in the 1st and 2nd decades.16 In the 

literature, it has been reported that the incidence 

of the lesion is higher in women compared to 

men.18,20  Although PGCG is relatively less seen 

in the child population, it can show an aggressive 

character.19 In the presented case, the patient was 

6 years old and in the first decade.  

 In a study carried out by Altan et al.21, it was 

reported that PGCG was most common reactive 

lesion seen in the oral cavity. When the literature 

is reviewed, there are studies reporting similar 

results.14 However, in a study carried out by 

Kashyap et al.22, pyogenic granuloma was 

reported to be a more common reactive lesion. 

 When the localization of oral reactive lesions 

is examined, there are studies reporting that 

gingiva is the most commonly affected area.14 

PGCG is more common in the premolar and molar 

regions of the mandible, which is more suitable 

for food accumulation for the oral cavity.12, 23 The 

localization of the lesion in our patient is the right 

molar and premolar region. In many case reports, 

the lesion was reported to have a diameter of 0.1-3 

cm.24 However, there are also cases where the 

lesion's diameter is 5 cm.23 It was determined that 

the size of the lesion was 3 cm in our case. 

 The pain may cause localized swelling and 

displacement of the teeth although it depends on 

the localization of the lesion. Although it has a 

benign character, it may cause local destruction 

and can be seen in different forms from slow 

progression to aggressive growth.25, 26 In this case 

report, an aggressive lesion resorbing the roots of 

milk teeth can be mentioned.  

 Along with lesion, sometimes bleeding and 

discomfort can be seen, which may cause anxiety 

in the patient and psychological trauma in parents. 

In a study carried out by Pandofi et al.27, 16 cases 

with displacement of teeth and active bleeding 

during chewing were reported The physician 

should manage such a discomfort in young 

patients and prepare an appropriate management 

plan for the success of the treatment.28 Our 

patient, whose oral hygiene was corrected, was 

consulted to the oral and maxillofacial surgery 

department, and a multidisciplinary approach was 

adopted in the treatment. 

 The factors associated with the patient should 

be taken into account while planning the treatment 

of the lesions in the mouth. The success of the 

treatment is possible by gaining oral hygiene 

habits of the patient, as well as the fact that he/she 

follows maintenance appointments.29 In our case, 

the motivation of oral hygiene was fully achieved, 

and no recurrence was observed in the 2-year 

follow-up. In such cases, the incidence in the 

maintenance phase should be determined by 

taking into account the individual factors.29 

 Peripheral giant cell granulomas can be seen 

as an oral symptom of hyperparathyroidism, 

although they are rare. In a study carried out by 

Smith & Fowler30, hyperparathyroidism was 

detected in 10% of PGCG patients  In a study 

carried out by Giananti et al.31, no relationship 

was found between hyperparathyroidism and 

PGCG. No hyperparathyroidism was found in our 

case. In a study carried out with 26 cases by 

Günhan et al.8, it was reported that these lesions 

could be affected by sex hormones. 

 No malignant transformation has been 

reported in the literature. PGCG can be confused 

especially with the advanced form of pyogenic 

granuloma. Furthermore, peripheral ossifying 

fibroma and hemangioma observed in children are 

also other benign submucosal lesions that should 

be taken into account in terms of differential 

diagnosis.32 
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CONCLUSIONS 

In conclusion, gaining oral hygiene habit to 

prevent recurrence, and the follow-up of the 

patient, as well as early diagnosis and treatment, 

are important to prevent bone destruction, 

advanced mobility in teeth or tooth loss due to this 

intraoral function, and the malfunction of 

phonation which may be caused by this disease, 

which is likely to show an aggressive character. 
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Erken Yaşta Görülen Periferal Dev Hücreli 

Granüloma: 2 Yılık Vaka Takibi 

ÖZ 

Periferal dev hücreli granüloma (PDHG) her yaş 

grubunda izlenebilen ve oral kavitenin dişeti ve 

alveolar kret bölgelerinde gözlenen bir lezyondur. 

Çocuklarda nadir görülse de agresif karakter 

gösterebilir, ağrı, kanama, lokalize şişlik ve dişlerde 

yer değiştirmeye neden olabilir. Bu olgu raporunda 

PDHG’ye sahip 6 yaşındaki kız çocuğunun tedavisi ve 

2 yıllık takibi sunulmaktadır. Anahtar Kelimeler: 

Granüloma, dev hücre, cerrahi, eksizyon, çocuk. 
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