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Abstract: A Pyogenic Granuloma (PG) is a benign growth in the oral cavity that develops from gingiva. Its occurrence
during pregnancy is rare. When occurs during pregnancy it is called as granuloma gravidarum or pregnancy tumor.
Usually its course during pregnancy is harmless and shows spontaneous regression after delivery. This case reports a
vascular pregnancy tumor which had repeated episodes of hemorrhage near term. The case was managed conservatively
during pregnancy and surgical excision was performed post-partum.
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INTRODUCTION
Pyogenic granuloma (PG) is a localized
granulation tissue of the oral cavity or skin and is nonneoplastic in nature. In 1844, Hullihen described it in
English literature for the first time. The term „pyogenic
granuloma‟ or „granuloma pyogenicuma‟ was
introduced by Hartzell in 1904.The word „pyogenic‟
refers to pus[1]. It is a subtype of granuloma and
contains blood vessels not pus.
The incidence of pregnancy tumor is 1-5% of
pregnant women [1]. It appears most often during the
second or third trimester. It can show up anywhere in
the mouth, but is mostly seen near the gum line. It is
usually asymptomatic but can bleed easily. Pregnancy
tumors range in size from a few millimeters to an inch
or two. They can appear after denture injuries or due to
hormonal changes [2, 3].
CASE REPORT
27 years old pregnant woman, primigravida
with 19 weeks of pregnancy reported to antenatal clinic
on 26/02/14. Patient had off and on tooth ache and
swelling of right cheek for last one month. Patient was
referred to dental OPD for opinion. She was found to
have caried 2nd right lower molar tooth. Patient was
started on oral antibiotics (Amoxycillin) and analgesic
(Paracetamol). As she was symptomatically better,
extraction of caried tooth was advised after delivery.
Patient had regular antenatal follow up visits later.
On 26/06/14, patient reported as emergency to
dental OPD with a huge swelling occupying almost the
whole of right lower buccal sulcus with severe bleeding
from the tumor. On examination there was a fleshy
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mass of around 4x 4 cm detected arising from gums
with evidence of caried 2nd right lower molar tooth
(Figure 1). The lesion was firm, non-tender but was
bleeding on touch.
Local pressure with ice packs were attempted
to control active bleeding. Emergency excision of tumor
under local anesthesia was planned in case if bleeding
continued. The bleeding stopped completely with local
pressure and ice fomentation. Hence, the decision of
surgical excision was postponed to post delivery period
and conservative medical management was continued
with antibiotics, local pressure and ice application.
On 03/07/14, patient was admitted in early
labor. Emergency LSCS under spinal anesthesia was
performed on 04/07/14 in view of meconium stained
amniotic fluid. She delivered a healthy male child 3Kg
with 9/10 APGAR.
On, 09/07/14 (post-operative day 6) patient
was referred to dental OPD for review of lesion. She
was asked to follow up after 3 weeks for review,
watching for spontaneous regression of tumor.
After three weeks the tumor size had
marginally reduced. Although there was no active
bleeding from the tumor, the decision of local excision
was taken as the tumor interfered with mastication.
The tumor was excised under local anesthesia
along with the caried tooth on 28/07/14 (post-delivery
day 24 and sent for histopathological examination.
Histopathology report showed peripheral giant cell
granuloma (Figure 2).
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Fig-1: Pregnancy Tumour (Anterior view)

Fig-2: Histopathology: Giant cell granuloma
DISCUSSION:
The chance of development of Pyogenic
Granuloma (PG) of the gingiva in pregnancy is up to
5%, hence the terms „Pregnancy tumor‟ and
„Granuloma gravidarum‟ are sometimes used. The
hormonal imbalance with pregnancy increases the
organism's response to irritation, [4]. This is welldefined lesion which appears around the third month of
pregnancy. It slowly increases in size and, after
delivery, may or may not regress.It has a tendency to
bleed. It may interfere with mastication. Estrogen
increases vascular endothelial growth factor (VEGF)
production in macrophages [5], and in turn decreases
androgens and can cause the development of pregnancy
tumour. Absence of VEGF causes blood vessels to
regress. The amount of VEGF is seen to be high in
granulomas in pregnancy and cannot be detected after
parturition [6].
Progesterone
works
as
an
immunosuppressant in the gingival tissues of pregnant
women. It prevents rapid acute inflammatory reaction
against plaque, but it causes an increased chronic tissue
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reaction, which results in an exaggerated appearance of
inflammation [7]. Surgical excision of the pregnancy
tumor after delivery is the best treatment option [6].
Although conservative surgical excision and removal of
causative irritants are the commonly done treatments
[4]. The excision should extend down to the periosteum
and the adjacent teeth should be thoroughly scaled to
remove the source of continuing irritation [8]. The Nd:
YAG laser is used nowadays as there is lower risk of
bleeding compared to other surgical techniques [9]. The
majority of cases is symptomatic and shows bleeding
nodules (71.9%) with soft consistency (62.3%) and a
red surface (73. 2%) [10]. Simple excision can prevent
recurrence but the etiology and pathogenesis should be
known to understand its nature [11]. Recently, the flash
lamp pulsed dye laser, cryosurgery, sodium tetradecyl
sulfate sclerotherapy are being used. For recurrent
lesions, intralesional injection of absolute ethanol,
corticosteroids were successfully tried. If uncontrolled
bleeding occurs, management should be based on the
individual condition and should range from supportive
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therapy like desiccation of bleeders, local, firm
compression to blood transfusion, medication to
accelerate fetal lung maturity or even termination of
pregnancy to save the patient's life. During the excision
of a pyogenic granuloma of the gingival, care should be
taken to scale the adjacent tooth and should be free of
calculus. The calculus may act as a source for
recurrence of the lesion [12]. Thus, during pregnancy,
careful oral hygiene, removal of dental plaque and use
of soft toothbrushes are very important in order to avoid
occurrence of this tumor. Pregnancy tumors are not
dangerous. Pregnancy tumors may disappear or shrink
post delivery. Pregnancy tumors may be visible and
embarrassing to the pregnant woman. To prevent
getting a pregnancy tumor, regular dental checks in the
prenatal period, in early pregnancy for diagnosis and
assessment is a must. Routine dental care throughout
pregnancy. Presence of tartar can cause a pregnancy
tumor to grow. Brushing twice a day and flossing every
day, and use of non-alcohol gargles is recommended.
CONCLUSION
Regular dental checks in the antenatal period,
good oral hygiene can avoid this tumor. Post delivery
excision of tumor is the treatment of choice. The chance
of the tumor recurrence increases due to improper
dental hygiene, incomplete removal of tumor and
removal of tumor during pregnancy.
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