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ABSTRACT

“Epulis” is an umbrella term clinicians use to describe any localized subepithelial enlargement of the gingiva or
alveolar mucosa. Under this generic definition, several types of lesions have peculiar macro- and microscopic
characteristics. Hence, traditionally, epulides are categorized into different subtypes, but currently, the literature has
identified three primary forms: granulomatous, fibrous, and giant-cell epulis. The purpose of this article is to present two
cases of epulides: the first one is fibromatous (or fibrous) epulis, and the second one is giant cell epulis, also known as
Peripheral Giant Cell Granuloma (PGCG). The treatment choice for these neoformations was surgical excision, performed
in the Clinic of Odontostomatology of San Sebastiano Hospital, Frascati (Rome). The first lesion was removed in one
appointment; the second one was removed in two surgical sessions due to its dimensions.

KEYWORDS: gingiva, epilus, hypertrophy, mass
INTRODUCTION

According to Slootweg’s “Dental and Oral Pathology,” an epulis is a collective term for oral mucosa lesions
having an intimate relation with the periodontal membrane or the periosteum of the jaw. In practice, it is used for localized
swellings of the gingiva (1).

The word “epulis,” from the Greek &moviAig “over the gingiva,” indicates any localized, slow-growing, and
asymptomatic gingival mass (2).

Three primary categories of epulides have been identified, differentiated based on their tissue origin:
granulomatous epulis (also known as epulis haemangiomatosa), fibrous (or fibroid) epulis, and giant cell (or myeloid)
epulis. However, numerous other conditions have been documented in the literature, including congenital epulis, epulis
fissuratum, pregnancy tumor (3), pyogenic granuloma, fibrous hyperplasia, peripheral fibroma with calcification, and
lympho-plasma-cellular variety (4, 5).

The aim of this report is to present two cases of epulides, specifically fibrous epulis and peripherical giant cell
granuloma, with relative surgical excisions.
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CASE DESCRIPTIONS

First case — Fibromatous epulis

A 45-year-old man with no relevant medical history presented in the Clinic of Odontostomatology of San
Sebastiano Hospital, Frascati (Rome), with a gingival swelling between the upper central incisors. The patient reported
that the lump had been present for a few months and gradually increased in size, causing difficulties and discomfort in
chewing.

The clinical examination revealed an asymptomatic gingival mass that was firm, sessile, and pink without any
signs of inflammation, erosion, or ulceration (Fig. 1).

Fig. 1. The macroscopical aspect of the lesion.

It was prevalent on the buccal surface but extended on the palatal side. The general oral hygiene condition of the
patient was not optimal. On the radiographic examination, it was possible to observe no erosion of underlying bone (Fig.
2).
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Fig. 2. Radiographically, it is possible to observe that the interdental bone pick was intact.

The therapeutic plan included a first appointment of professional oral hygiene and a second one in which the
lesion was surgically removed. The patient took 2 g of amoxicillin with clavulanic acid 1 hour before surgery.

After a local anesthesia infiltration, the complete excision of the epulis was performed using a scalpel until the
entire tissue of the epulis was separated from the surrounding healthy tissue (Fig. 3).
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Fig. 3. Surgical incision and removal of the lesion.

Therefore, the surgical wound was irrigated with saline water and sutured with 4-0 silk. The extraoral aspect of
this fibrous epulis showed a main rounded body of the lesion and a palatal peduncle (Fig. 4).

Fig. 4. Removed lesion.

Thus, the tissue was put inside 10% of formalin and sent to pathology. Post-surgical instructions were given,
such as not chewing on the surgical area and not drinking or eating anything hot for the first 24 hours. Pharmacologic
management consisted of amoxicillin with clavulanic acid at a dose of 1 mg every twelve hours for six days. The patient
was also instructed to come back a week after surgery for the removal of the suture and after two weeks for control of the

healing process (Fig. 5).

Fig. 5. The healing of the surgical site.

Second case - Peripheral Giant Cell Granuloma (PGCG)

A 58-year-old man with controlled hypertension presented in the Clinic of Odontostomatology of San Sebastiano
Hospital, Frascati (Rome), with a dark red-colored mass on the anterior region of the upper maxilla. During the last year,
the patient experienced little or no pain but felt persistent discomfort during chewing and speaking. The clinical
examination showed a dark red swelling on the edentulous space (Fig. 6).

From a frontal point of view, the lesion appeared sessile. On the distal side, however, it seemed to have a large
peduncle (Fig. 7). The radiograph examination shows focal resorption of the underlying alveolar bone (Fig. 8). The patient
took 2 g of amoxicillin with clavulanic acid 1 hour before surgery.
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Fig. 6. The macroscopical aspect of the lesion.

Fig. 7. The base of the mass was between the Fig. 8. On the radiograph, the lesion is lightly
sessile and the pedunculated. radiopaque.

Under local anesthesia, surgical excision was conducted using a No. 15 scalpel blade to completely remove the
mass, along with further curettage of the cortical bone surface. After removing the lesion, the wound was primarily closed
using a 4-0 suture with an interrupted vertical mattress suture and an interrupted single suture (Fig. 9).

Fig. 9. The first surgical removal of PGCG.

Post-surgical instructions were given, such as not chewing on the surgical area and not drinking or eating
anything hot for the first 24 hours. Pharmacologic management consisted of amoxicillin with clavulanic acid at a dose of
1 mg every twelve hours for six days. The patient was also instructed to come back a week after surgery for the removal
of the suture.

At the 2-month follow-up, the surgical wound appeared to have healed perfectly; however, a residual lesion was
observed on the mucogingival junction (Fig. 10).
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Fig. 10. A part of the lesion residual.

Then, it was decided to perform a second surgical removal. In this second surgical access, it was
observed that the lesion, had eroded the underlying alveolar bone (Fig. 11-12).

Fig. 11. The second surgical access.

Fig. 12. The residual lesion removed.

After enucleating the lesion, curettage was performed on the underlying bone. The wound was primarily closed
using a 4-0 suture with an interrupted single suture. The exact postoperative instructions for the first surgery were given

during this appointment.
At the follow-up at 2 months, the surgical wound appeared to have healed without further residual lesions (Fig.

13).

Fig. 13. The healing of the surgical wound.
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DISCUSSION

“Epulis” is a nonspecific term used for tumors and tumorlike masses of the gingiva with mixed cell origin arising
from periodontal squamous cell residues (5). The factors that influence their formation, rate of growth, and likelihood of
recurrence remain unclear. However, various possibilities have been explored, including the type of injury or
inflammation, oral hygiene, diet, alcohol consumption, smoking, medication, hormonal balance, and immune function (5,
6).

Fibrous epulis is a benign tumor of the gingiva that most often occurs in the interdental papilla area due to local
irritation (inadequate restorative fillings, carious teeth, subgingival deposits, or the combination of them) (7). In other
words, it is essentially a reactive fibrous hyperplasia (8). In the first case presented in this paper, the possible etiology of
the lesion is unknown because there were no significant predisposing factors other than non-optimal oral hygiene. The
surface texture and presentation reflect the previous history of the lesion, e.g., hyperkeratosis or occasional ulceration (8).
This lesion represents the archetype and most common epulides with a female bias and predominantly adult distribution
(8). This lesion is frequently represented as a firm, pink, un-inflammed mass. Most often, the lesion is painless. Pain may
be associated with secondary trauma via brushing, flossing, or chewing. The swelling is sessile initially and then becomes
pedunculated (9). All these clinical features can be found in the fibromatous epulis presented in this article. There is no
erosion of underlying bone and no interdental spread unless there is a pre-existing diastema or pre-existing interdental
bone loss due to chronic periodontitis. They may slowly increase in size, and some can reach impressive proportions and
compromise the outcome of surgical removal, but this is an uncommon finding (8). The treatment of these lesions focuses
specifically on understanding the derivation from the periodontal tissues, so a superficial gingivectomy-type procedure
will frequently result in recurrence. Mucoperiosteal flaps are best raised so the lesion can be excised entirely, suprabony
connective tissue curetted, and the adjacent tooth and root surfaces debrided of plaque and calculus or plaque-retaining
factors to minimize recurrence. The cosmetic result depends on the site of the lesion, the periodontal bone support present,
and the amount of attached gingiva (8). The first case presented reached a satisfactory aesthetic result due to the bone
peak preservation and adequate availability of attached soft tissue.

Peripheral giant cell granuloma, or “giant cell epulis,” is the most common oral giant cell lesion. The peripheral
giant cell granuloma accounts for approximately 10% of epulides (10, 11). They occur over a wide age range with a lower
age peak incidence for males than females and a female predilection. These lesions can occur in any part of the gingiva
in dentate patients or on the alveolar ridge in edentulous patients, such as the second case presented. Still, most occur
anterior to the molar region and are slightly more common in the mandible (10, 12). It typically appears as a purplish-red
nodule in soft tissue comprising multinucleated giant cells within a backdrop of mononuclear stromal cells and leaked
red blood cells. This condition likely isn't an actual tumor but is more likely a reactive response, thought to be triggered
by local irritation or injury, although the exact cause remains uncertain (13). As in the second clinical case presented in
this paper, PGCGs typically appear as deep red or purple sessile growths that can grow significantly in size. They might
extend between teeth, resembling a dumbbell shape (10). Sometimes, the initial excision is not thorough, and the
pathologist preparing the report should acknowledge this. To ensure a comprehensive evaluation, it is essential to
comment on the necessity for additional investigations, such as radiological examinations (10, 14).

CONCLUSIONS

This case report presents two peculiar oral epulides with different clinical and histological characteristics. The
surgical removal was the treatment of choice of both neoformations, with various results depending on the size and
complexity of the two epulides: in the fibromatous type, only one intervention was needed to complete the resolution of
the lesion, whereas, in the giant cell type, a second surgical access was required to achieve total healing.
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