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Abstract 

Generalized gingival enlargement can be caused by a 

variety of etiological factors. Hereditary gingival 

fibromatosis (HGF) is a rare genetically inherited 

condition, which manifests itself by fibrous gingival 

overgrowth. It can develop as an isolated disorder or can 

be a feature of a syndrome. This paper presents a case 

report of a 14-year-old female who presented with a 

generalized gingival overgrowth, involving the maxillary 

and mandibular arches and covering almost the whole 

dentition. Patient’s medical and drug history is not 

contributory. All the investigations were within the normal 

physiological limits. The enlarged gingival tissue is 

surgically excised by conventional gingivectomy 

procedure and through periodontal flap technique. 

Postoperatively, patient’s esthetic and function was 

improved and there was no recurrence of the condition 

upto 3 months follow up period.  
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Introduction 

Gingival fibromatosis denotes the fibrous hyperplasia of 

the gingival tissue. It can present as Hereditary Gingival 

Fibromatosis, which may appear as an isolated entity or as 

part of a genetic disease or syndrome, as drug-induced 

gingival overgrowth (DIGO, GO) or as idiopathic gingival 

fibromatosis (IGF).[1] The other names of this condition are 

gingivomatosis, gingival enlargement, gingival 

hyperplasia, gingival overgrowth (GO), elephantiasis 

gingivae, familial elephantiasis, gigantism of the gingiva, 

and congenital macrogingivae.[2] 

Goddard and Gross first reported HGF in 1856, the mode 

of inheritance is believed to be autosomal dominant 

although some cases of a recessive mode of inheritance 

have been also reported. [3,4,5] Chromosome 2p21-p222 and 

5q13-q22 have been genetically linked to the autosomal-
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dominant forms of gingival fibromatosis and are usually 

not associated with any syndrome.  Recently, a mutation in 

the son of sevenless-1 (SOS-1) gene has been suggested as 

a possible cause of isolated (nonsyndromic) gingival 

fibromatosis, but no definite linkage has been 

established.[6] 

Hereditary gingival fibromatosis (HGF) is a benign, 

nonhemorrhagic, slowly progressive hyperplasia of the 

maxillary and mandibular gingiva, affecting marginal, 

attached gingiva and interdental papilla. Usually occurs 

with the eruption of the permanent teeth, but more rarely 

with the primary dentition or at birth.[7] It covers the part of 

the teeth or the entire crown and can be localized or 

generalized, with a variable degree of severity. This results 

in diastemas, teeth displacement, or retention of primary or 

impacted teeth, and may also cause difficulty in speech, lip 

closure and chewing but above all, at the ages at which it 

appears, it can affect the patient’s esthetics and 

psychology.[8] It is known to occur in both genders with 

equal distribution and affects 1 in750,000 individuals. The 

prevalence of the disease is unknown, but the number of 

cases can occur within the same family. [9,10,11] 20% of 

these cases appear with no family history of the same 

condition.[12] 

The hyperplastic gingival tissue is normal in color, firm 

and fibrotic in consistency and nonhemorrhagic. [10,13] Due 

to the excess of gingival tissue, the presence of 

pseudopockets and plaque accumulation, Periodontal 

problems, such as bleeding and bone loss, might occur. 

[14,15,16] 

Histologically the HGF is characterized by, the presence of 

thick acanthotic overlying epithelium which has elongated 

rete ridges. The bulbous connective tissue is relatively 

avascular and has numerous fibroblasts, densely arranged 

collagen fibre bundles and mild chronic inflammatory 

cells. [9,17] 

HGF does not resolve naturally. The only viable treatment 

is through surgical excision of the excess fibrous tissue. 

The rate of recurrence can be reduced by performing the 

surgery after the complete eruption of permanent teeth.[9]  

In this article, we report a case of a 14-year old girl 

diagnosed with non-syndromic hereditary gingival 

fibromatosis along with surgical management and to 

emphasize the importance of early management of gingival 

enlargement as if it is left untreated may lead to 

pathologic, functional and esthetic problems. 

Case Report 

A 14-year-old female patient was referred from the 

Department of Pedodontics to the Department of 

Periodontics, Rajarajeswari Dental College and Hospital, 

Bangalore, for the management of the gingival 

enlargement. The patient complained of swollen gums, 

difficulty in speech and mastication and was concerned of 

her aesthetic appearance. The patient gives a history of 

enlarged gingiva since the time of eruption of permanent 

teeth and it was not associated with pain. There was no 

relevant familial history of a similar condition. There was a 

history of consanguinous marriage in all three generations. 

The patient was systemically healthy and did not have any 

history of drug intake. Her overall general health was 

noncontributory. Her mother gave no history of any drug 

intake during her gestational period and had normal 

parturition without any complications.  

Detailed family history was taken and pedigree chart 

(figure 1) was prepared including the four latest 

generations. The history of this family revealed the 

consanguinous marriages in all four generations. But none 

of the family members had a history of gingival 

enlargement. 

On extra oral examination, the patient exhibited a convex 

profile with incompetent lips. Intraoral examination 

revealed generalized gingival enlargement involving both 
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maxilla and mandible and both buccal and lingual/palatal 

sides, covering ¾ th of the crown anteriorly and the entire 

crown posteriorly. The gingiva was hyperpigmented, firm 

and fibrotic in consistency, with increased stippling (figure 

2 and 3). There were generalised pseudo pockets with no 

bleeding on probing and mobility of teeth. Hard tissue 

examination reveals a high arched palate, generalised 

fluorosis of the teeth, generalised spacing between the 

teeth.  

The panoramic radiographic examination revealed a 

normal height of bone and routine blood examination 

showed values within the normal range. Based on the 

above findings the provisional diagnosis of idiopathic 

gingival enlargement was given. 

Histopathological examination revealed an abundance of 

collagen, hyperplasia of overlying epithelium with 

elongated rete ridges. Relatively avascular connective 

tissue along with scanty inflammatory cell infiltrate was 

found. The histopathologic features were suggestive of 

gingival fibromatosis. 

The treatment planned to remove hyperplastic tissue was 

internal bevel gingivectomy with a full thickness flap in 

the maxillary arch, due to large areas of gingival 

enlargement and external bevel gingivectomy in the 

mandibular arch. The treatment plan was explained to the 

parent and informed consent was obtained. The surgical 

intervention was carried out under the infiltration of local 

anaesthesia, using a surgical scalpel. Excision was carried 

quadrant by quadrant at an interval of 10days. In the 

maxillary arch, after anaesthetizing the area, with a # 15 

blade, initial scalloped internal bevel incision is made 

3mm coronal to the mucogingival junction, including the 

creation of new interdental papillae and a full-thickness 

flap is elevated (figure 4 and 5). The base of the papilla 

connecting the facial and lingual incision is incised. The 

curettes were used to remove the excised marginal and 

interdental tissues. Tissue tabs are removed, the root 

surface is thoroughly scaled and planed. The flap is 

replaced at tooth bone junction and sutured with 

interrupted technique (figure 6) and the area is covered 

with the periodontal dressing. External bevel gingivectomy 

was carried out in both quadrants of the mandibular arch 

(figure 7). The patient was prescribed antibiotics 

(Moxikind 250mg, thrice daily) for 5 days and analgesic 

(Ibugesic plus 200mg, twice daily) for 3 days 

postoperatively. A 0.2% chlorhexidine gluconate rinse was 

prescribed twice a day for 2 weeks and oral hygiene 

instructions were given.  

Sutures and packs were removed after 10 days. After 

completion of the gingivectomy procedure in all the 

quadrant, laser bleaching with help of opalescent bleach 

was carried out in 3 sittings to treat discolouration of teeth 

due to fluorosis. During the procedure, the tooth was 

isolated with the help of cotton rolls, margins of the 

gingiva were protected using the gingival barrier. Using 

single tufted brush Opalescent® (Potassium nitrate and 

fluoride) was applied to each tooth. On wearing the 

protective eyewear (both patient and operator) each tooth 

was irradiated with an 810-nm diode laser in a contact 

mode for 5 min with the power setting of 3w (figure 8). 

The procedure was repeated 3 times in each visit for 3 

visits in an interval of 1 week between each visit. 

Postoperatively, the healing was satisfactory. The function 

and esthetic appearance of the patient was improved. 

Significant reduction in enlargement, adequate exposure of 

tooth crown along with the whitening of the tooth was 

achieved. The patient was put on a recall visit at 1, 3, 6 

months and 1-year interval. Currently, the patient is under 

follow up. At 3 months follow up, oral examination 

showed good oral hygiene and normal probing depth with 

no significant recurrence of the condition (figure 9).  
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Discussion 

In the present case report, a 14-year-old female was 

diagnosed with HGF based on the correlation between the 

clinical features, familial history, and histopathological 

findings. The genetic mode of transmission in HGF can be 

either autosomal dominant or autosomal recessive. [18,19,20] 

In autosomal dominant form, the children may suffer from 

mental retardation and epilepsy. Most autosomal recessive 

forms are without defects, other than gingival enlargement. 

Consanguinity has been observed in the recessive form.[21] 

The mode of genetic transmission in this patient was 

autosomal recessive form and all three generations had a 

history of consanguinous marriage.  

HGF can occur as an isolated nonsyndromic condition or 

be associated with a syndrome.  Zimmerman–Laband 

syndrome (defects of bone, ear, nail, and nose, 

accompanied by hepatosplenomegaly), Cowden syndrome 

(multiple hamartomas), Murray–Puretic–Drescher 

syndrome (multiple dental hyaline tumors), Rutherfurd 

syndrome (corneal dystrophy) and Cross syndrome 

(hypopigmentation with athetosis) have been occasionally 

associated with HGF.[22] A thorough evaluation of the 

patient, in this case, revealed good general health and 

mental status, no association with any of the clinical 

features associated with the above syndromes. 

The differential diagnosis of gingival enlargement includes 

drug-induced gingival enlargement and gingival 

enlargement associated with hormonal changes 

(pregnancy).[23] The present case did not have a positive 

drug history or hormonal changes. 

Gingival enlargement can be localised or generalised. 

Based on the extent of tissue involved, HGF has two 

forms, nodular (localised, mostly seen in maxillary 

tuberosity and mandibular molar area) and symmetric 

forms (generalized, which is more common and both areas 

are equally affected) [24]. In this case, the enlargement was 

generalised involving both maxillary and mandibular arch, 

covering ¾th of the crown in the anterior region and the 

entire crown in the posterior region. The gingival 

enlargement usually begins at the time of eruption of 

permanent teeth, which is consistent with the present case 
[7]. 

The affected gingiva in HGF is firm, fibrotic in 

consistency with exaggerated stippling and pink in 

colour.[24] The same was present in this case, but the colour 

of the gingiva was black due to melanin 

hyperpigmentation. This also helped to differentiate the 

condition from that of the drug-induced gingival 

enlargement and inflammatory gingival enlargement where 

the tissue is often movable and red in colour. 

The gingival enlargement had influenced the position of 

the teeth, leading to generalised interdental spaces.[9] The 

patient had difficulty in speech and mastication. The 

patient was also concerned about aesthetics. 

 The histopathological features, in this case, had the typical 

histopathological features of HGF [25], which consists of 

acanthotic and hyperkeratotic epithelium with elongated 

rete ridges, avascular connective tissue with numerous 

collagen bundles. 

In order to address the aesthetic and functional 

impairment, surgical intervention was necessary. It 

consists of excision of the enlarged tissue to restore the 

gingival contours.  The most widely used method of 

removing excess gingival tissue is the conventional 

external bevel gingivectomy with gingivoplasty, 

particularly when there are pseudopockets with no 

attachment loss. Internal bevel gingivectomy along with 

periodontal flap technique may be preferred for the 

treatment of gingival enlargement if there are large areas 

of gingival overgrowth or attachment loss and osseous 

defects. 
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In the present case, gingivectomy was performed in the 

mandibular arch and in the maxillary arch gingivectomy 

plus periodontal flap procedure was done. The surgery was 

done quadrant by quadrant at an interval of 10 days. Also, 

the patient underwent laser bleaching with opalescent 

bleach to lighten the fluorosis stains. 

Recurrence is a common feature over the varying period. 

The chance of recurrence is less if the treatment is delayed 

until the complete eruption of permanent teeth. The post-

surgical healing, in this case, is uneventful. The patient's 

speech, masticatory function and esthetic was improved. 

No recurrence of the condition was noticed at 3 months 

follow up. Further evaluation should be carried out in 

future follow up period. 

Conclusion 

Early diagnosis and management of the rare condition of 

hereditary gingival fibromatosis is necessary in order to 

prevent, the influence of the gingival enlargement in 

causing pathological migration, malocclusion, functional 

and esthetic complications. Also, the parents should be 

educated about the possible condition due to the family 

history of consanguinity as well as genetic inheritance. The 

present case of HGF is successfully managed with surgical 

interventions with no significant recurrence.  

References 

1. Gawron K, Łazarz-Bartyzel K, Potempa J, Gajewska 

MC. Gingival fibromatosis: clinical, molecular and 

therapeutic issues. Orphanet J Rare Dis 2016; 11:9 

2. Pappachan B, Narayan JV, Nayak A. Idiopathic 

gingival fibromatosis: A neglected case. Indian J 

Radiol Imaging 2002; 12:335–38. 

3. Goddard WH, Gross SD. Case of hypertrophy of the 

gums. Dent Regist West 1856; 9:276-82. 

4.  Bozzo L, de Almedia OP, Scully C, Aldred MJ. 

Hereditary gingival fibromatosis. Report of an 

extensive four-generation pedigree. Oral Surg Oral 

Med Oral Pathol 1994; 78:452-4.  

5.  Jorgenson RJ, Cocker EM. Variation in the 

inheritance and expression of gingival fibromatosis. J 

Periodontol 1974; 45:472-7. 

6. R. Chaturvedi, “Idiopathic gingival fibromatosis 

associated with generalized aggressive periodontitis: a 

case report,” J Can Dent Assoc 2009; 75(4): 291-295. 

7. Breen GH, Addante R, Black CC. Early onset of 

hereditary gingival fibromatosis in a 28-month-old. 

Pediatr Dent 2009; 31:286–88.  

8.  Millet C, Rodier P, Farges JC, Labert N, Duprez JP. 

Surgical and prosthetic treatment in an elderly patient 

affected by unilateral idiopathic gingival fibromatosis: 

a case report. Gerodontology 2012;29: e1185–89. 

9. Ramer M, Marrone J, Stahl B, Burakoff R. Hereditary 

gingival fibromatosis: identification, treatment, 

control. J Am Dent Assoc 1996; 127:493-5.  

10.  Coletta RD, Graner E. Hereditary gingival 

fibromatosis: a systematic review. J Periodontol 2006; 

77:753-64.  

11.  Tipton DA, Howell KJ, Dabbous MK. Increased 

proliferation, collagen, and fibronectin production by 

hereditary gingival fibromatosis fibroblasts. J 

Periodontol 1997; 68:524-30. 

12. M. Ramer, J. Marrone, B. Stahl, and R. Burakoff, 

“Hereditary gingival fibromatosis: identification, 

treatment, control,” J Am Dent Assoc 1996; 

127(4):493-495.  

13. S. DeAngelo, J. Murphy, L. Claman, J. Kalmar, and B. 

Leblebicioglu, “Hereditary gingival fibromatosis—a 

review. Compend Contin Educ Dent 2007; 28(3): 138–

143. 

14. Aimetti M, Romano F, Debernardi C. Effectiveness of 

periodontal therapy on the severity of cyclosporin A-



 Dr. Geetha K,  et al. International Journal of Dental Science and Innovative Research (IJDSIR) 
 

 
© 2019  IJDSIR, All Rights Reserved 
 
                                

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

Pa
ge

33
9 

  

induced gingival overgrowth. J Clin Periodontol 2005; 

32:846–50.  

15.  Häkkinen L, Csiszar A. Hereditary gingival 

fibromatosis: Characteristics and novel putative 

pathogenic mechanisms. J Dent Res 2007; 86:25–34.  

16.  Kumar R, Singh RK, Verma N, Verma UP. 

Phenytoin-induced severe gingival overgrowth in a 

child. BMJ Case Rep 2014; 21:2014. 

17. I. P. Baptista, “Hereditary gingival fibromatosis: a case 

report,” J Clin Periodontol 2002 ;29(9):871-874. 

18. L. Bozzo, O. de Almeida, C. Scully, and M. J. Aldred, 

“Hereditary gingival fibromatosis. Report of an 

extensive four-generation 

pedigree,”Oral Surg Oral Med Oral Pathol Oral Radio

l Endod 1994;78(4): 452–454. 

19.  L. Bozzo, M. A. Machado, O. P. de Almeida, M. A. 

Lopes, and R. D. Coletta, “Hereditary gingival 

fibromatosis: report of three cases,” Int J Clin Pediatr 

Dent 2000;25(1):41-46.  

20.  H. Martelli Jr., D. P. Lemos, C. O. Silva, E. Graner, 

and R. D. Coletta, “Hereditary gingival fibromatosis: 

report of a five-generation family using cellular 

proliferation analysis,” J Periodontol 2005;76(12):  

2299–2305. 

21. Prashant P. Jaju, Ankit Desai, Rajiv S. Desai, and 

Sushma P. Jaju. Idiopathic Gingival Fibromatosis: 

Case Report and Its Management. Int J Dent 2009 

22. Gorlin RJ, Pinborg JJ, Cohen MM Jr. Syndromes of 

the Head and Neck. 2nd ed. New York: McGraw-Hill; 

1976. p. 329-36. 

23. G. C. Armitage, “Development of a classification 

system for periodontal diseases and conditions,” Ann 

Periodontol 1999;4(1):1-6. 

24. J. Katz, M. Guelmann, and S. Barak, “Hereditary 

gingival fibromatosis with distinct dental, skeletal and 

developmental abnormalities,” Pediatr Dent 

2002;24(3):253-256. 

25. Tipton DA, HowellKJ, Dabbous MK. Increased 

proliferation, collagen and fibronectin production by 

hereditary gingival fibromatosis. J Periodontol 1997; 

68:524-30. 

Legends Figure 

 
Figure 1: Pedigree of Proposita 

 
Fig 2: pre-operative photograph showing gingival 

hyperplasia (frontal view) 
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Fig 3: A andB, lateral view showing the gingival 

enlargement involving almost the entire crown 

 
Fig 4: A and B, internal bevel gingivectomy done in 

both sides of the maxillary arch 

 
Fig 5: conventional gingivectomy plus periodontal flap 

technique 

 
Fig 6: A,labial view, B, palatal view ,flaps are 

approximated with the help of vicryl sutures 

 
Fig 7: conventional gingivectomy  

 

 
Fig 8: Laser bleaching 

 
Fig 9: A, frontal view, B lateral view, 3 months post-

operative follow up 

 

 


