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Ab s t r Ac t
Congenital epulis (CE) is a rare congenital growth affecting the gingival mucosa of neonates. It is also known as Neumann’s tumor. It is a benign 
growth seen frequently on the maxillary alveolus than the mandibular alveolus. It has a tendency of occurrence in the female is more than the 
male with a ratio of 10:1. This case report documents the presentation and management of congenital epulis present on the anterior maxillary 
alveolus in a three days old male patient treated with modified microdissection electrocautery needle.
Keywords: Congenital epulis, Congenital granular cell, Congenital granular epulis, Modified microdissection electrocautery needle, Neumann’s 
tumor, Tumorcongenital granular epulis.
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In t r o d u c t I o n

Congenital epulis (CE) is a rare neonatal benign congenital 
growth of the newborn that is usually presented at birth as 

a mass arising from the alveolar mucosa1. It is three times more 
common in the maxillary alveolus than in mandible alveolus2. It has 
a tendency of occurrence in females than males with a ratio of 10:13. 
They are not associated with any other congenital malformations4,5. 
Multiple lesions are rare as compared to solitary lesions6. When the 
case is addressed at the time of birth, a multidisciplinary approach 
should be needed. In this paper, we present a case report of 
congenital epulis in a male infant and discuss its clinical features, 
histopathological findings, and surgical treatment.

cA s e r e p o r t
A three days old male infant was reported to the Department 
of Pedodontics and Preventive Dentistry with a chief complaint 
of difficulty in feeding and weight loss due to the mass present 
on the upper front region of the oral cavity. On intraoral clinical 
examination pink color, pedunculated, smooth surfaced, firm 
consistency mass measuring 10 × 12 × 10 mm was present on 
the anterior maxillary alveolus (Fig. 1). There was no difficulty in 
respiration and no family history of congenital abnormalities.

However, there was difficulty in feeding, and the weight gain 
was not as proper as per the age. Ultrasound was done before 
planning treatment, but there were no remarkable findings 
in the report. A provisional diagnosis of congenital epulis was 
hypothesized and surgical removal was planned under local 
anesthesia. Hematological tests were within normal limits (Hb 16.5 
gm/dL, TLC 14500/mm3, weight 3.2 kg). Urine analysis for Vanillyl 
Mandelic Acid (VMA) was done and found to be negative hence 
melanotic neuroectodermal tumor of infancy (MNET) was ruled out. 

The patient was appointed for surgery. He was 20 days old at 
the time of surgery. Mass was excised by a modified microdissection 
electrocautery needle (MMDN). Excised mass was sent for 
histopathological examination. There was only slight bleeding which 
did not require wound closure. The postoperative healing process 
was uneventful. Breastfeeding was allowed on the same day. 

The gross examination of the specimen showed a pale white 
appearance measuring 1.2 × 0.9 × 1.3 cm (Fig. 2). Histopathologically 
hematoxylin and eosin (H&E) stained section revealed overlying 
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stratified squamous epithelium. Underlying connective tissue 
stroma showed closely packed large round, polyhedral cells with 
distinct borders, having abundant granular eosinophilic cytoplasm 

Fig. 1: Clinical picture showing congenital epulis
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and eccentrically located vesicular nuclei, obliterating its normal 
architecture (Fig. 3). Histopathological diagnosis was consistent 
with the provisional diagnosis. So the final diagnosis of congenital 
epulis was established.

Follow up for three months did not show any recurrence and 
weight gain of the patient was age appropriate.

dI s c u s s I o n
Congenital epulis (CE) was first described by Neumann in 
1871, hence it is known as Neumann’s tumor1, It is also known 
as congenital granular cell tumor, congenital granular epulis, 
congenital granular cell myoblastoma, congenital granular cell 
fibroblastoma2. 

The mass is usually present on the incisor-canine area of the 
maxillary alveolus and is also more common in maxilla than the 
mandible with a ratio of 3:1. However, it has also been described 
on the tongue3. It is commonly seen in the neonates4. It is present 
as a well defined pedunculated mass with smooth or lobulated 
surfaced pink or red color, nonpainful mass, usually not associated 
with any other congenital abnormalities5. The size of the lesion 
varies from few mm to 9 cm. which commonly interferes with 
the feeding and it may cause airway obstruction and it shows 
female predilection with a ratio of 10:1 (females: males)6. Several 
theories have been suggested such as myoblastic, odontogenic, 
neurogenic, fibroblastic, histiocytic and endocrinologic but no 
theory is able to define the etiology of the condition and is still 
controversial7,8. CE is usually an isolated finding; however, some 
cases are reported with polydactyly, goiter, triple X syndrome, 
maxillary hypoplasia, and neurofibromatosis. One case of 
polyhydramnios with CE also has been reported in the literature9. 
The occurrence is sporadical, and no familial tendencies have 
been described. CE usually is a solitary mass, but 10% of cases 
may occur as multiple lesions10.

These cases are mostly recognized at birth or just after 
birth except in cases where the size is small and the absence of 
symptoms. Prenatal diagnosis is difficult due to the absence of 
specific signs and also because epulis usually develops beyond 
the 22nd week of gestation. Fetal 3D ultrasound and MRI can 
provide the diagnosis by the 36th gestational week, thereby 
helping to plan in advance early multidisciplinary management. 
The diagnosis is usually made on the clinical features, MRI and 

ultrasound. The MRI is superior and useful than ultrasound1,2. 
Differential diagnosis of congenital epulis of newborn includes 
Epstein pearls, granular cell tumor, vascular malformation and 
neuroectodermal tumors of infancy3. In the case of the premaxilla, 
the differential diagnosis includes mucosal cyst of newborn and 
Melanotic Neuroectodermal Tumor of Infancy (MNET). Vanillyl 
Mandelic Acid (VMA) test is mandatory to exclude MNET, since 
CE on the one hand, does not change the level of VMA. Whereas 
in the case of MNET, high levels of VMA are common findings11.

Although it is benign and spontaneous regression has been 
reported related to the small thickness of the pedicle. There have 
been 8 case reports documented in the literature that showed 
spontaneous regression. Immediate surgical intervention is 
required because of the risk of the patient’s life due to asphyxia. 
Literature shows no evidence of surgical excision affects the 
eruption of the teeth and the growth of the bone6. Excision can 
be done under local or general anesthesia. If the largest dimension 
of CE is less than 2 cm and the lesion does not interfere with the 
respiration and feeding, nonsurgical management of lesion is 
ought to be considered. Surgical excision using erbium, chromium: 
yttrium-scandium-gallium-garnet (Er, Cr: YSGG) and carbon dioxide 
laser has also been reported7.

Immunohistochemical studies show no reactivity of CE to S-100 
protein, NGFR/p75, and inhibin-alpha7. Moreover CE cells do not 
react for laminin, as do the granular cells of granular cell tumor 
(GCT)11. Furthermore, GCT reveals expression of S-100 protein, 
atypical of CE12.

Electrocautery is commonly used in such surgical procedures; 
however, it is not cost effective. In this case, the mass was excised 
with the help of modified microdissection needle (MMDN), For 
this modification, a standard needle of 21 gauge is separated 
from its hub using wire twister and taking care not to cause 
needle stick injury. The shaft of the needle is secured to the 
monopolar electrocautery tip by adapting it using an insulating 
tube sleeve. The insulating tubes can be customized by cutting a 
plastic feeding tube of various lengths. The tube allows for a snug 
fit of the needle, which means a lesser loss of power and secure 
placement of the needle with the cautery tip. The needle length 
and shape could be adjusted for different sites of surgery and 
the convenience of the operator (V. Singh and P. Kumar in 2018). 
It is very cost effective and works equally and efficiently for skin 

Fig. 2: Picture showing tissue Fig. 3: Histopathological picture stained with H and E stain
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and scalp incisions. It works best at 10-15 W, lower power usually 
for infants and deeper tissue dissection. The needle shape and 
length could be adjusted according to the site of surgery and the 
convenience of the operator. The modification procedure requires 
only 2 to 4 minutes approximately13. Therefore authors suggest 
the use of MMDN considering its advantages and efficacy.

Histopathological examination shows thin squamous 
epithelium and underlying cell with large round, polyhedral cells 
with distinct borders, having abundant granular eosinophilic 
cytoplasm and eccentrically located vesicular nuclei with 
conspicuous nucleoli. Spindle cell epulis as a variant of CE has been 
reported in an 8-month-old child with histologically ovoid cells with 
vesicular nuclei and scant, nongranular eosinophilic cytoplasm14.

co n c lu s I o n
Congenital epulis (CE) may regress spontaneously, but immediate 
intervention is required if it is obstructing the airway passage and 
causing difficulty in feeding. Anesthetic modalities and surgical 
treatment plan should be done properly. Management of CE with 
MMDN needles proves to be safe, equal efficacy as compared to 
costly patented microdissection needle and cost-effective.
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