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INTRODUCTION

Pyogenic granuloma (PG) is benign, nonneoplastic, 
and the most commonly found lesion in the oral 
cavity.[1] PGs can be found in all age groups; however, 
females are 2 times more frequently affected than 
males.[2] Traumatic injuries, local irritations, hormonal 
factors, certain kinds of drugs, and even some vascular 
morphogenesis factors have been associated with 
PG.[3]

An excisional biopsy should be performed with a 
safe distance of 1 mm apart from the borders of 
the lesion, due to the possibility of recurrence[4] 

and possible irritants and local factors must be 
removed.[2] However, total removal of a lesion with 
healthy adjacent tissue by an excisional biopsy can lead 
to mucogingival problems[5] such as gingival recession 
and disharmonic gingival margins. However, it may 
result in hypersensitivity and esthetical problems.

In this case report, the treatment of a gingival 
recession defect resulting from an excisional biopsy 
by a free gingival grafting procedure performed in 
the same appointment and its 12‑year follow‑up were 
presented.
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ABSTRACT

The total removal of a lesion via excisional biopsy causes gingival recession, resulting in dentin hypersensitivity and 
esthetical problems. In this case report, a gingival recession defect resulting from an excisional biopsy was treated with 
a free gingival grafting procedure performed during the same appointment, and its 12-year follow-up was presented. A 
44‑year‑old female patient was presented to our clinic with a firm, pedunculated, red gingival enlargement located on the 
labial surface of lower incisors. The exposed root surface, after the excisional biopsy, was covered with a free gingival 
graft. The lesion was pathologically diagnosed as pyogenic granuloma, and in the early postoperative phase, no recurrence 
was observed, but partial root coverage was determined. At 6-month follow-up, root coverage resulting from “creeping 
attachment” was observed, and this situation was maintained throughout the 12-year follow-up period. Repetitious 
postoperative discomfort and emotional stress for the patient may be avoided with a timesaving single appointment 
performing excisional biopsy and free gingival graft. Free gingival grafting procedure was used for this purpose not only to 
cover exposed root surfaces but also to eliminate dentin hypersensitivity and make oral hygiene procedures more effective.
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CASE REPORT

A 44‑year‑old female patient applied to the 
Periodontology Clinic at Ondokuz Mayıs University 
with a complaint of a gingival enlargement on the 
labial surface of lower incisors [Figure 1a]. The patient 
had noticed the enlargement for nearly 4 months 
previous to the appointment and was concerned 
about its gradually increasing size. The clinical 
examination revealed a firm, pedunculated, red 
gingival enlargement located on the vestibular surfaces 
of tooth #41 and #42. The lesion’s diameter was 
approximately 1 cm, and bleeding was easily caused 
by the mechanical stimulus. She was nonsmoker 
who had a good general and dental health but with 
poor plaque control. There were no evident signs of 
pathology as evaluated by a periapical radiograph 
and orthopantomography. Treatment options were 
explained to the patient, and an excisional biopsy and 
free gingival graft surgery were scheduled. Before 
surgery, the patient signed the informed consent.

Following local anesthesia, the lesion was removed 
with a safe distance of approximately 1 mm apart from 
the healthy tissue to reduce the recurrence. Following 
surgical excision, a mucogingival defect with exposed 
root surfaces was occurred [Figure 1b]. Root planing 
was performed, and a free gingival graft obtained 
from the palatal premolar region was stabilized with 
4/0 silk sutures [Figure 1c]. No periodontal dressing 
was used. The patient was prescribed analgesics 
and a mouthrinse. The tissue specimen was fixed in 
formalin and sent for pathological investigation and 
it diagnosed as PG.

The healing was uneventful, and the sutures were 
removed at 10 days. In the early postoperative phase, 

no recurrence was observed, but partial root coverage 
was achieved. At the 6‑month follow‑up, root coverage 
resulting from “creeping attachment” was observed, 
and this situation was maintained throughout the 
12‑year follow‑up period [Figure 2a‑d]. The pocket 
depths measured as 1–2 mm from the mid‑labial 
surfaces of teeth #41 and #42 at 1‑month were 
maintained until the 12‑year follow‑up control.

DISCUSSION

A recurrence rate of between 16% and 21% has 
been reported for PGs with conventional excision 
techniques.[6] One of the most important predisposing 
factors for recurrence is an inadequate excision. In 
our case, no recurrence occurred through 12 years of 
follow‑up. In the light of the literature,[2,5] an excision 
technique in which the lesion was removed with a 
safe distance of approximately 1 mm apart from the 
healthy tissue, and the removal of the remnants at 
the base of the original lesion, might have played key 
roles in this outcome.

Surgical excision of the lesion often results in a large 
amount of bone exposure because of the difficulty 
in obtaining primary closure of the wound area, 
a situation that may subsequently lead to bone 
resorption. Postoperative soft tissue recession may 
cause exposure of the root surface with esthetic 
problems, possible root sensitivity, and caries.[5] For 
this reason, the present case required a treatment that 
included a periodontal plastic surgery procedure. 
Several different soft tissue surgical techniques may be 
suggested to treat similar lesions, including coronally 
positioned flaps and pedicle flaps with or without 
connective tissue grafts, as well as free keratinized 
tissue grafts. In the present case, especially in view 

Figure 2: Postoperative clinical views at (a) 1 month (b) 6 months, 
(c) 2 years, (d) 12 years
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Figure 1: (a) Preoperative clinical view of lesion, (b) clinical view after 
excisional biopsy (c) free gingival graft placed on biopsy site
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of the relatively narrow band of keratinized tissue 
apical to the biopsy defect, we avoided performing 
coronally positioned flap. A laterally positioned flap 
was also could not be performed due to the extension 
of the biopsy area to the gingiva of the neighboring 
teeth, and the difficulty in covering two exposed 
root surfaces; in addition, a laterally positioned flap 
could have involved the risk of gingival recession if 
the facial bone at the donor site has a fenestration or 
dehiscence. Although the free keratinized tissue graft 
has the advantage of restoring an adequate amount of 
keratinized tissue width and thickness, coupled with 
root coverage, the white color of the gingiva may be 
disadvantageous. However, appearance of 12‑year 
follow‑up was esthetically satisfactory in our case.

Goldman et al.[7] were the first to describe the term 
“creeping attachment” as the “postoperative migration 
of the gingival margin in a coronal direction over a 
previously denuded root.” Based on the research of 
Borghetti and Gardella,[8] “creeping attachment” is 
any root coverage that occurs postoperatively after 
1 month, with the mandibular anterior teeth best 
showing this condition with their narrow recessions.[9] 
The average coverage is approximately 1 mm, which 
can be detected 1–12 months after graft surgery.[10] The 
“creeping attachment” improved the results in our 
case, and the exposed root surfaces seen at 1‑month 
were covered with “creeping attachment” at 6 months, 
which was maintained after 12 years.

In this particular case, a recession defect and a shallow 
vestibule sulcus might have occurred without an 
additional mucogingival treatment. Although defects 
following excisional surgery can be treated at a later 
stage, this may result in postoperative discomfort 
and emotional stress for the patient. The two dental 

procedures performed (biopsy and free gingival graft) 
in a single appointment are timesaving both for the 
patient and the clinician.

Long‑term follow‑up is important after surgical 
excision. Our technique of eliminating the PG seemed 
to offer good esthetic results, with a stable and healthy 
gingival situation without recurrence at the 12‑year 
follow‑up.
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