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Case Report 
Gingival hyperplasia being the first sign of Wegener’s 
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Abstract: Wegener’s granulomatosis (GW) is a multisystemic granulomatous vasculitis that predominantly affects 
the airways and the kidneys, but may affect any organ. Otorhinolaryngological manifestations may be gingival swell-
ing, oral ulcer or septal perforations that can cause saddle nose deformities, rhinitis, sinusitis and hearing loss. 
We report a case of WG that was first diagnosed on oral gingival mucosa. A 54-year old woman was referred to a 
specialized dentist because of consistent irritative buccal gingival hyperplasia that did not react to conservative 
and microbial treatment. The lesion was biopsied and the diagnosis was suggestive for WG. Patient was further 
referred to the Unit of Rheumatology and the diagnose of WG was confirmed and treated. This case emphasizes 
the importance to recognize the oral manifestation of WG to get proper medication as soon as possible and avoid 
serious systemic tissue damage. 
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Introduction 

Wegener’s granulomatosis (WG) is an autoim-
mune multisystem disease of unknown etiolo-
gy, characterized by necrotizing granulomatous 
vasculitis that primarily affects the upper and 
lower respiratory tract and kidneys, but can 
affect any area of the body (Hoffman 1992), 
including the oral cavity [1-3]. The GW untreat-
ed can have a fatal course [3], where kidney 
damage causes most deaths, between 9% and 
36% of cases [4]. Renal involvement is charac-
terized by focal and segmental glomeruloscle-
rosis, and determines the evolution. The diag-
nosis is made by clinical symptoms and signs, 
the presence of c-ANCA and a positive biopsy. 
The anatomic pathology is characterized by 
vasculitis, granulomatous inflammation with 
multinuclear giant cells and necrosis. The prog-
nosis has improved as a result of treatment 
with immunosuppressants associated with cor-
ticosteroids [2].

Currently, the prognosis of this disease has 
improved with early diagnosis and immunosup-

pressive treatment [5]. However, the wide spec-
trum of clinical symptoms, similar to other dis-
eases, such as mucocutaneous lesions include 
palpable purpura, necrotic ulcerations, pap-
ules, nodules, superficial erosions and petechi-
ae, blisters and erythema, presentations appro-
priate differential diagnosis make necessary, 
which is mainly hindered by the non-specific 
symptoms [6], mainly hindered by the non-spe-
cific symptoms.

For this reason, the recognition of a distinctive 
sign aid early diagnosis [1, 2]. According to the 
American College of Rheumatology for a proper 
diagnosis must meet at least two of the follow-
ing criteria: 1) ulcerative lesions in the oral 
mucosa or nasal bleeding or swelling, 2) nod-
ules, infiltrates or cavities on chest radiograph, 
3) abnormal urinary sediment and 4) granulo-
matous inflammation on biopsy [7].

Current medical evidence has reported the 
presence of an inflammatory manisfestación in 
the oral cavity, called granular hyperplastic gin-
givitis or “strawberry gingivitis” [1, 3, 7-11], rec-
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ognized as pathodiagnostic parameters or ini-
tial manifestation of a systemic granulomatous 
vasculitis [1, 3, 7, 9-12], observed in about 
5-10% of patients with WG [3, 8], recognized as 
a valuable diagnostic aid [13].

We present the case of a 54-year-old patient 
with granular hyperplastic gingivitis without 
association to drugs, which led us to suspect 
WG.

Case report

A 54-year-old female patient was referred to 
the Department of Dentistry in the Universidad 
de Antofagasta. The patient was first diagnosed 
with hyperplastic gingivitis by her family dentist 
and was treated by non-surgical periodontal 
therapy and antibiotics. The treatment had no 
beneficial effect. In the clinical examination, 

the patient reported a history of bruise on lower 
limbs, plus a clinical picture of arthritis, severe 
in hands, and undiagnosed skin disorders.

In the intraoral examination, manifestations of 
periodontal disease were observed, with lots of 
tartar, associated with alterations in gingival 
volume without the presence of petechiae on 
the buccal and lingual gingiva between teeth 
33 and 43, being clinically diagnosed as chron-
ic periodontal disease, with areas of hyperplas-
tic gingiva; the latter with strawberry-like 
appearance (Figure 1).

Radiographic examination showed severe bone 
resorption in the anterior region of the jaw, with 
teeth that had poor periodontal prognosis, so it 
was decided to make their extractions and take 
a biopsy of the buccal gingival tissue of tooth 
41.

Figure 1. The intraoral examination shows alterations in gingival volume without the presence of petechiae on the 
buccal and lingual gingiva between teeth 33 and 43, being clinically diagnosed as hyperplastic gingivitis.

Figure 2. A. Gingival tissue biopsy where decreased thickness epithelium, with loss of cell polarity and morphologi-
cal changes consistent with dysplasia was observed. Also in the connective tissue, inflammatory infiltrate with lym-
phocytes and plasma cells (autoimmune response), foci of extravasation as microhaemorrhage foci (arrows) were 
observed. B. At higher magnification some multinucleated giant cells (arrowheads) are observed. Hematoxylin-eosin 
staining.
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The biopsy was sent to the laboratory for rou-
tine histopathological study. The histological 
sections showed two different areas. An area 
showing a normal appearance consisting of 
stratified squamous epithelium without altera-
tion, which is supported by a connective tissue 
without inflammatory infiltration.

The contiguous zone of mucosal epithelium has 
decreased in thickness, with loss of cell polari-
ty and morphological changes consistent with 
dysplasia.

Corium of this area, an intense inflammatory 
infiltrate consisting of lymphocytes and plasma 
cells, indicating the presence of a reaction that 
has an immune component was observed, also 
some multinucleated giant cells were observed 
in the deeper regions of connective tissue with 
the presence of blood extravasation foci as 
microhemorrhagic foci, reaching the diagnosis 
of epithelial dysplasia with lymphoplasmacytic 
inflammation process and microhemorrhage, 
compatible with the characteristic granuloma-
tous vasculitis characteristic of GW (Figure 2). 
The patient was referred to internal medicine 
Antofagasta Regional Hospital where the diag-
nosis of GW was confirmed and immunosup-
pressive therapy was initiated.

Discussion

Various theories have been proposed regarding 
the etiology of the GW, where autoimmunity, 
hypersensitivity or infection are a precipitating 
factor for the disease [6]. The bacterial infec-
tion has been associated with the occurrence 
and onset of the disease [5]. However, the dis-
ease has a low prevalence and few cases are 
diagnosed at the right time. In Santiago de 
Chile, of 173 patients diagnosed with primary 
systemic vasculitis identified during the period 
1990-2001, 58 were for Wegener granuloma-
tosis [14].

Oral lesions may be seen in 10 to 62 percent of 
patients [7, 8] and may be the initial sign in the 
5-6 percent of patients [7]. The most character-
istic initial lesion is edematous or hyperplastic 
gingivitis with red interdental papillae covered 
with hyperplastic diffuse purple petechiae. The 
lesion usually shows an appearance of “peb-
bles” or granular and often referred to as 
“strawberry gingivitis”. Initial swelling of affect-
ed gum can be joined to produce a generalized 
pattern across the buccal and lingual gingiva, 

even extending to or beyond the mucogingival 
junction [1, 7, 9, 11, 15].

Other oral manifestations may include tooth 
mobility, poor healing after extraction, cranial 
nerve palsies and alterations of the parotid 
gland [7, 8, 12], and has reported the appear-
ance unusual oral ulcers and rapidly progres-
sive periodontitis in a pediatric patient [16]. 
Because the gingival condition, like others [17-
19], may remain localized for long periods 
before multiorgan involvement occurs, early 
diagnosis is essential to prevent serious or 
fatal consequences [3, 7, 20]. Ruokonen et al. 
[3] reported a case where the first and unique 
symptom to diagnose GW was the gingival exo-
phytic growth with strawberry type extensions 
and petechiae, similar to that reported in our 
case.

Manchanda et al. [1] also reported gingival 
hyperplasia as the main sign on the gingiva in 
patients with WG, associated with gingival 
bleeding. The gums were swollen with a red, fri-
able, and granular appearance. The gingival 
biopsy revealed a dense neutrophilic subepi-
thelial infiltration. However, differential diagno-
sis must be performed with gingival enlarge-
ment caused by medications such as phenyto-
in, cyclosporine, and some oral contraceptives 
causing altered collagen metabolism of human 
gingival fibroblasts [3].

In this sense, when the classic triad of necrotiz-
ing granulomatous lesions of the respiratory 
tract, generalized vasculitis and necrotizing glo-
merulonephritis are absent, the diagnosis of 
Wegener’s granulomatosis is difficult. It has 
been suggested that a thorough assessment 
oral mucosa and skin are valuable diagnostic 
aids in medical equipment [8]. Histopathological 
criteria for diagnosis of GW include vasculitis, 
granulomatous inflammation, multinucleated 
giant cells, and necrosis. In most cases, how-
ever, the histological findings of gingival lesions 
are less specific, but they demonstrate the 
acute or chronic inflammation, multinucleated 
giant cells and pseudoepitheliomatous hyper-
plasia. While these findings can not be consid-
ered as diagnostics, should be considered to 
support a diagnosis of presence of GW hyper-
plastic gingivitis or strawberry gingivitis [7].

The dentist may initially suspect GW from the 
clinical history and oral presentation. Clinical 
suspicion should be followed by oral biopsy [7] 
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and referral to a specialist, allowing therapeutic 
intervention at an earlier stage if the disease 
has not been diagnosed. 
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