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Abstract
 Pyogenic granuloma (PG) also known as “Lobular capillary hemangioma,” appears as an overgrowth of 
tissue due to irritation, physical trauma, or hormonal changes in the oral cavity. this present study is on a 
series of cases comprising of 49 cases of pyogenic granuloma is the first of its kind reported from Eastern 
India. Even though patients usually do not report the hospital for pyogenic granuloma unless the lesion 
is large and incapacitating, such number in four years is not very less. Therefore it may be deduced that 
pyogenic granuloma is not rare in this part of India.
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Introduction

Pyogenic granuloma (PG) also known as “Lobular 
capillary hemangioma,” [1] appears as an overgrowth 
of tissue due to irritation, physical trauma, or hormonal 
changes in the oral cavity.[2]It was first reported in 
the English literature by Hullihen in 1844.[3]The term 
Pyogenic granuloma was termed by Hartzell in 1904.
[4] The name is ambiguous because it is neither a 
granuloma nor its origin is infectious, it is a capillary 
hemangioma of the lobular subtype, are often prone to 
bleeding. It is not truly “pyogenic”. Frequently seen in 
young females usually in the second decade of life, due 
to various to hormonal changes. Clinically appears to 
be reddish pink to purple depending on the vascularity, 
with smooth or lobulated surface, pedunculated or 
sessile mass with a broad base. Painful when associated 
with continuous physical trauma. These lesions often 

bleed profusely with little trauma. The most common 
site is the gingiva (approximately 75%) followed by lips, 
tongue, buccal mucosa, palate, and floor of the mouth.
[5] Histopathologically, PG is classified into lobular 
capillary hemangioma (LCH) &and non-lobular capillary 
hemangioma (non-LCH) [6]. Confirmatory diagnosis is 
done only after the study of histopathological sections.

Methodology 

Patient records of Department of Oral Pathology 
and Microbiology, Institute of Dental Sciences, Siksha 
‘O’ Anusandhan Deemed to be University were 
retrospectively reviewed from December 2015 to 
December 2019 for identification of patients diagnosed 
with Pyogenic granuloma. Clinical and histopathological 
features of those cases were identified and tabulated. 
The frequency of each feature was observed. Clinical 
features like age, gender, site, and clinical size were 
recorded. Histological types of pyogenic granuloma 
were categorized as lobular and non-lobular capillary 
hemangioma. 

Result

Upon reviewing the patient record, 49 cases were 
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identified. The mean age of the study population was 
found to be 34 with male to female ratio as 11:38. 
Gingiva was found to be the predominant location 
(n=39/49) followed by buccal mucosa (n=4/49), 
tongue(n=3/49) and palate(n=3/49). The median size 
of the lesion was found to be 1.5cm with a minimum 
of 0.5cm to a maximum of 8cm. histological two types 
were identified, lobular (n=4) and non-lobular (45) 
capillary hemangioma. Results have been tabulated in 
table number 1. 

Table 1. 

Characteristics Number of cases (%)

MEAN AGE 34

GENDER 

Male 11

Female 38

SITE (n=851)

Gingiva 39

Buccal mucosa 4

Tongue 3

palate 3

TUMOUR SIZE (in cm)

Median 1.5

Range 0.5-8

HISTOPATHOLOGY 

    Lobular 4

    Non-lobular 45

Figure 1. Pyogenic granuloma in buccal mucosa

Figure 2. Pyogenic granuloma in gingival

Figure 3. Pyogenic Granuloma in the palate

Discussion

The present series comprising of 49 cases of 
pyogenic granuloma is the first of its kind reported from 
Eastern India. Even though patients usually do not report 
the hospital for pyogenic granuloma unless the lesion is 
large and incapacitating, such number in four years is 
not very less. Therefore it may be deduced that pyogenic 
granuloma is not rare in this part of India.

Pyogenic granuloma has been considered as a 
reactive lesion arising as a response to various stimuli 
such as chronic low-grade irritation [7,8], trauma [7,8], 
hormones [9], and few drugs[10]. Although the lesion 
does not manifest pus formation and does not suffice 
granuloma definition

[7,8] still the misnomer terminology ‘Pyogenic 
granuloma’ is prevailing. Trauma plays a role, especially 
in extra gingival PG. poor oral hygiene is also reported 
to be an etiologic agent. [7,8]

Mean as well as the median age of the study 
population was found to be 34 years with a female 
predominance. Female prevalence has also been 
observed by [11-13]. Unusually high female prevalence in 
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this study may be due to the age of presentation of PG 
during puberty or pregnancy. The principal oral site to 
be affected was found to be gingiva. This is invariably 
reported by every author. [11, 12, 14-17]. Mandibular gingiva 
was found to be a more frequent location compared to 
maxillary gingiva {21/37}. This finding is contradicted 
by with few authors. [11-12 ]Uncommon locations are 
palate, lip, tongue, and buccal mucosa.[7,8,18]Cases in our 
study cohort also demonstrated an unusual location like 
buccal mucosa (n=4), tongue (n=4) and palate (n=4). 
Clinically it is manifested as a lobulated exophytic 
erythematous lesion. It may be pedunculated or sessile. 
Size usually does not exceed 2.5 cm [8] whereas the 
maximum size in our study cohort was 8cm. eight cases 
were above 3 cm. The larger size may be attributed to 
late presentation. The development is usually slow and 
painless. The surface of the lesion is characteristically 
ulcerated and friable covered by a fibrinous membrane. 

Microscopically PGs can demonstrate two types 
of arrangement, lobular and non-lobular capillary 
hemangioma. 45 out of 49 in this case series were 
non-lobular capillary hemangioma. Numerous small 
and large blood vessels are seen in lobular or diffuse 
arrangements in lobular and non- lobular capillary 
hemangioma respectively. Those blood vessels are lined 
by mitotically active plump endothelial cells or flat 
endothelial cells. [19] Attributed to a few structural and 
immunohistochemically differences Toida et.al [13] have 
suggested different pathogenic factors for lobular and 
non-lobular capillary hemangioma.

Differential diagnosis of PG includes benign lesions 
like peripheral ossifying fibroma, peripheral giant cell 
granuloma. [8]Malignant neoplasm like a metastatic 
tumour, Non-Hodgkin’s lymphoma, angiosarcoma and 
Kaposi’s sarcoma [11, 20] also needs to be differentially 
diagnosed. 

Adequate follow-up data is not available in this study 
population. Adequate excision is the usual treatment of 
choice. Recurrent lesions may be the result of inadequate 
excision or employing non-surgical techniques for 
treating PG. a further well-planned retrospective study 
on immunohistochemical features of this lesion would 
throw light upon many unanswered questions regarding 
Etiopathogenesis and nature of vascular proliferations. 
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