
 

 

 

Aggressive Periodontitis with Idiopathic 

Gingival Enlargement: An Unusual Case 

Report    
 

Abstract 

Gingival overgrowth occurs due to many reasons but sometimes its 

etiology can not be ruled out and hence the diagnosis of idiopathic 

gingival overgrowth is made. It is a rare condition characterized by the 

proliferative fibrous overgrowth of the gingival tissue. It does not 

causes bone loss, however, impedes proper plaque control. Rarely, it is 

associated with aggressive periodontitis. In this case report, a case of 

aggressive periodontitis with idiopathic gingival enlargement is 

discussed and followed for 1 year to evaluate the recurrence of the 

lesion. Flap surgery with internal bevel gingivectomy was done for the 

correction of the lesion. No recurrence was seen 1 year post operative.  
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INTRODUCTION 

An esthetic and functional problem in patients with 

gingival enlargement forces them to seek 

periodontal treatment. Besides various reasons for 

the enlargement, sometimes it is idiopathic in 

nature. Idiopathic gingival enlargement is a rare 

condition characterized by slow progressive fibrous 

enlargement of the maxillary and mandibular 

gingiva. It can occur in isolated or syndromic form 

but rarely associated with periodontitis.
[1]

 It is 

mostly sporadic when occur in isolated form. 

However, an autosomal dominant and autosomal 

recessive inheritance pattern is also possible.
[2] 

The 

tissue exhibits an increased amount of mature 

collagenous connective tissue and a mild 

hyperplasia of the overlying epithelium on 

histopathological examinations.
[3] 

The gingival 

enlargement may delay the eruption of teeth and 

make cleaning of the teeth virtually impossible. 

Sometimes disease manifests itself partially by 

involving molars only. The condition is mostly seen 

associated with the permanent teeth and manifests 

itself after eruption of permanent teeth. The degree 

of enlargement may vary from mild to severe and 

may be the same between the individuals of the 

same family.
[4] 

The most common effect related to 

gingival enlargement is malpositioning of teeth, 

diastemas, and prolonged retention of primary 

teeth.
[5]

 In some conditions, gingival enlargement 

can progress rapidly into destructive periodontal 

diseases, as a result of the altered immune response 

of the gingiva to the bacterial plaque and leading to 

combined lesion of gingival enlargement and 

periodontitis.
[6]

 The aim of the present case report is 

to manage the case of idiopathic gingival 

enlargement with aggressive periodontitis. 

CASE REPORT 

A 28 year-old female patient reported to the 

Department of Periodontics with a chief complaint 

of swollen gums involving all her teeth since last 

three years and bad breath from mouth. The 

patient's medical history did not reveal any drug 

induced gingival enlargement or hormonal changes 

and exhibited no signs of hypertrichosis or mental 

retardation that could be associated with gingival 

hyperplasia. Also familial and postnatal history was 

non-contributory. An intraoral examination revealed 

generalized, diffused, nodular enlargement of the 

gingiva involving the upper and lower arches, 

which were pink in color, and had a firm and 

fibrous consistency (Fig. 1). Periodontal 

examination revealed the presence of a thin band of 

microbial dental plaque and calculus subgingivally, 

generalized bleeding on probing, Grade III mobility
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in lower incisors, malpositioning of upper anteriors, 

and generalized probing pocket depth in the range 

of 7 and 10 mm. Panoramic radiograph revealed 

severe generalized alveolar bone loss indicating 

severe form of periodontal disease (Fig. 2). In 

addition, halitosis was accentuated. Hematological 

investigations were within normal limits. Punch 

biopsy was carried out which revealed bulbous 

increase in the connective tissue, which was 

relatively avascular and had densely arranged 

collagen-fiber bundles, numerous fibroblasts, and 

mild chronic inflammatory cells. The overlying 

epithelium exhibited hyperplasia and had elongated 

rete ridges suggesting histological diagnosis of 

fibroepithelial hyperplasia. On the basis of medical, 

family, drug history, clinical and histological 

findings, it was diagnosed as idiopathic gingival 

enlargement alongwith aggressive periodontitis. 

Patient was advised extraction of hopeless teeth i.e. 

lower incisors. Clinical inflammation was minimal 

after scaling and root planing. Surgical therapy 

included internal bevel gingivectomy combined 

with the open flap debridement under local 

anesthesia, which was performed at an interval of 1 

month. The recovery period was uneventful. The 

patient showed no evidence of recurrence during 1 

year follow-up period. Antibiotic (Amoxicillin 500 

mg, three times a day) and analgesic (Aceclofenac 

500 mg, twice a day) was prescribed for 5 days to 

the patient.  

RESULT 

Excised tissue was sent for histopathological 

examination which revealed hyperkeratosis, 

elongated rete pegs, numerous bundles of collagen 

fibers, and mild inflammatory infiltrate (Fig. 3). 

Post-surgical healing was uneventful. The surgical 

area was profusely irrigated with Betadine and 

normal saline. The complete regression of the lesion 

was noticed and gingiva was healthy (Fig. 4). Post-

operative instructions were reinforced and the 

patient was recalled after two weeks, one month, 

three month and one year for post-surgical 

evaluation. The patient was satisfied with 

postoperative result. 

DISCUSSION 

In the present case, idiopathic gingival enlargement 

with aggressive periodontitis was treated. Gingival 

enlargement can occur due to intake of certain drugs 

like phenytoin, cyclosporine etc. but in our case, 

patient did not give any history related to this. The 

laboratory investigation revealed no evidence 

related to any systemic disorder like leukemia, 

diabetes.
[7]

 Enlargements can be associated with 

some syndromes like Jones hartsfield, Murray- 

Puretic-Drescher syndrome, Zimmermann- Laband, 

Rutherfurd, Cross, Ramon, Prune-belly syndrome 

associated with hearing deficiencies, hypertelorism, 

69  aggressive periodontitis with gingival 

overgrowth 

Agarwal C, Sharma A, Harsh P 

Fig. 1: Pre-operative photograph showing 

generalized gingival enlargement 

Fig. 2: Radiograph showing generalized bone 

loss 

Fig. 3: Histological photograph showing 

gingival hyperplasia 

Fig. 4: Post-operative photograph showing 

healthy gingiva after 1 year. 



and supernumerary teeth
[8]

 but in our patient, no 

skeletal deformity, epilepsy, or hypertrichosis was 

detected. The histologic features observed in the 

present case had the typical appearance of gingival 

fibromatosis. Conventional external bevel 

gingivectomy with gingivoplasty is preferred 

treatment modality for patients with pseudo pockets 

and no attachment loss. However, when attachment 

loss and osseous defects is present, internal bevel 

gingivectomy with flap surgery is the needed 

approach. In our case, enlargement was associated 

with aggressive periodontitis so open flap 

debridement was done.
[9] 

Phase 1 therapy of the case 

resulted in a mild reduction in the extensive 

gingival enlargement. This suggested that local 

irritation might have induced the condition and the 

patient masticated unilaterally which in turn caused 

accumulation of plaque and secondary 

inflammatory changes on the unused side (right 

side). Probably local plaque irritational and 

hormonal changes at the young age super-added to 

initial gingival enlargement and then deepened the 

gingival pockets. The alveolar bone loss might have 

then advanced very extensively. Recurrence of this 

type of enlargement is a common feature and varies 

from case to case. 20% recurrence has been 

reported. In some cases, it recur within 3 months
[10]

 

or 3 years. However, in several reported cases there 

was no recurrence in a period of 2 years, 3 years  or 

even a 14-year follow-up. In a study, periodontal 

treatment is accompanied by orthodontic treatment 

of teeth in a patient with idiopathic gingival 

enlargement. A good occlusal and aesthetic result 

was achieved, and took 2 years and 6 months. 

Recurrence of the gingival overgrowth was minimal 

due to the good oral hygiene achieved by monthly 

examinations, cleaning, and oral hygiene 

instructions. Thus it can be stated that although the 

risk of recurrence is high with this condition, 

surgical treatment with correction of malocclusion 

and regular follow-up can provide excellent 

outcome. Few case reports have been reported the 

cases of idiopathic gingival enlargement with 

aggressive periodontitis. The present case report of 

Idiopathic gingival fibromatosis with aggressive 

periodontitis had shown extensive periodontal 

destruction in a young female. The clinical case of 

rare combined lesion of idiopathic gingival 

enlargement and aggressive periodontitis was 

managed successfully with no recurrence of the 

lesion till 1year after surgery. 

 

CONCLUSION 

Currently, it is not known which common 

mechanisms, if any, would be involved in the 

pathogenesis of these two entities. However, due the 

rare observation of these lesions concurrently, it is 

of interest both to clinician and basic scientists to 

study such cases in further detail. It can be 

concluded that gingival enlargement should be 

managed early to avoid pathological migration, 

malocclusion, esthetic, and functional 

complications. 
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