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ABSTRACT

Manipal, Karnataka, India.

Increase in size of the gingiva is termed as gingival enlargement. Most common type of gingival enlargement is inflammatory, which his

caused due to plaque accumulation and improper oral hygiene maintenance. Orthodontic therapy can often lead to failure to improve

oral hygiene. This case describes a recurrent, progressive gingival enlargement of a 19 year old female orthodontic patient in which

gingivectomy was performed and repeated, which subsequently failed. Hence modified Widman’s flap was performed with medical

supplements. Periodic periodontal check up is required in orthodontic cases to control the gingival inflammation. Patient compliance is

also very important in such cases. There should be proper co-operation between the Orthodontist and Periodontist for successful treatment

of gingival hyperplasia. Patients with such conditions should be carefully monitored and checked to avoid the recurrence and avoid further

progression into chronic periodontitis.

Keywords: Gingival enlargement; hyperplasia; orthodontic patient; recurrent.

INTRODUCTION

Gingival enlargement or overgrowth is a clinical descriptive
term for increases in size of gingiva.! Most commonly,
gingival enlargement can be due to plaque accumulation, poor
oral hygiene, inadequate nutrition, or systemic hormonal
stimulation.? Gingival enlargements are also seen in blood
dyscrasias like leukaemia and thrombocytopenia.' Idiopathic
gingival enlargement is a rare type of gingival enlargement
that has no definite cause. Inability to properly clean the
teeth surfaces clean and presence of plaque is considered as
one of the main factors responsible for the development of
gingivitis as orthodontic brackets and elastics might interfere
with effective removal of plaque.’ There is also shift in the
composition of bacteria due to orthodontic treatment as it
can increase the bacterial retention.? Gingival enlargement
in orthodontic patient can lead to pseudo pocket, where
the hyperplasia can lead to deep artificial pockets and
this has been related to shift to more anaerobic flora like
B. intermedius, Spirochetes, B. forsythus, T. denticola, P.
nigrescens, etc.” This is a case report of an unusual case of
a non-syndromic recurrent idiopathic gingival enlargement.
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CASE REPORT

A 19 year old female patient from Besigaun, Jorpati
was referred to the department of Periodontics, Nepal
Medical College Teaching Hospital from the department
of Orthodontics of the same for the treatment of gingival
enlargement. Her first visit to the Department of Periodontics
was in May 2018 during which Phase I therapy was completed
with oral prophylaxis and oral hygiene instructions.
Chlorhexidine mouthwash 0.2% (Hexidine) 10ml BD was given
for seven days. She gave the history of gingival enlargement
which was evident since few years. Gingival tissue was
pale pink, enlarged, firm, fibrotic and mild inflammatory.
It was painless and there was no difficulty in speech and
mastication. There was no history of drugs intake, no mental
or physical disorder and no systemic disease present. Family
history was non contributory. So the patient was recalled for
gingivectomy after a week.

On her second visit, oral examination revealed fibrotic
gingival enlargement involving upper and lower anteriors
with grade II gingival enlargement involving the papilla
and marginal gingiva (Bokenkamp Index - 1994). There

Figure 2: Extraoral

Figure 1: Gingival enlargement prior to
orthodontic therapy. view.
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Figure 5: OPG before orthodontic therapy.

were pseudo pockets of 5-6 mm in the anteriors. There was
adequate attached gingiva. No significant alveolar bone loss
was evident on orthopantomogram (OPG).

Written informed consent was taken after which gingivectomy
procedure was performed under local anaesthesia with
respect to upper anteriors with the help of Bard Parker
blades and gingivectomy knives. The excised tissue was sent
for histopathological examination in 10% formalin solution.
The surgical area was covered with periodontal pack and the
patient was recalled after a week.

Histopathological examination revealed hyper-

parakeratinized stratified squamous epithelium with
increase in the connective tissue. Densely arranged collagen-
fiber bundles with abundance of fibroblasts was reported
with mild chronic inflammatory cells. It was diagnosed as

inflammatory fibrous gingival hyperplasia.

The second visit of the patient was in June for recurrence
of gingival enlargement in the same area. Gingivectomy was

Figure 7: Post-operative after 10 days.

Figure 4: Recurrent gingival enlargement.

Figure 6: Sutured after modified Widman’s flap.

repeated in 15-25 and analgesics were prescribed. Again the
patient was referred for the third time from Orthodontics
due to recurrence of enlargement during the treatment.
Upon clinical examination, bleeding on probing was present
with visible plaque. At this point, Orthodontic therapy
was advised to be postponed for at least a month. Scaling
was performed and oral hygiene reinforced. After a week,
modified Widman’s flap was performed. Granulation tissue
was removed and the area was thoroughly irrigated with
normal saline solution after which it was sutured with 4-0
silk (mersilk) sutures. Serratiopeptidase 10mg (Serpa) thrice
a day for three days was given to avoid any unnecessary
oedema. Folic acid 5mg (Folate) once a day for 15 days along
with analgesics was given. Gingivectomy was also performed
in lower arch on later date. There was marked improvement
in gingival condition, as the enlargement had significantly
decreased and it was maintained for 10 months and the
patient is undergoing the Orthodontic therapy

Figure 8: Post operative after six months.
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Figure 9: Post-operative after 10 months.

DISCUSSION

Treatment of gingival enlargement is based on an
understanding of the cause of enlargement and the
underlying pathologic changes. Non surgical procedures
should be adequately performed along with reinforcement
of oral hygiene. Gingival enlargements that still persist after
that should either be treated by gingivectomy or flap surgery,
depending upon the width of the attached gingiva, loss of

alveolar bone and number of teeth involved.!

We had supplemented our patient with folic acid. Folic
acid is required for the activation of collagenase. It binds
to plaque-derived endotoxin and prevents stimulation of
endotoxin complement immune system. This will decrease
local hyperplastic changes. Absence of inflammation seen
in folic acid deficiency is the result of deficiency induced
granulocytopenia.® A strong interrelationship exists between
sex hormones and folate coenzymes. End organs may be
affected more severely than other areas.”

Hugoson in 1971 said that there is significant correlation
between the level of oestrogen and progesterone and the
severity of gingival inflammation which is not accompanied
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