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INTRODUCTION 

Gingival fibromatosis (GF) is relatively a rare condition 

of gingival disease. It is characterised by non-

hemorrhagic, benign, slow, progressive, local, or diffuse, 

proliferative fibrous overgrowth of the gingiva.
[1]

 This GF 

condition may sometimes be associated with hereditary 

factors which occurs as isolated that is (non-syndromic) 

hereditary gingival fibromatosis or can be present as a 

part of syndrome or chromosomal abnormalities.
[2]

 

 

Thus Hereditary Gingival fibromatosis (HGF) is defined 

as GF linked to hereditary factors and may occur as a 

non-syndromic entity or coexist with many genetic 

syndromes
[2]

 such as juvenile hyaline fibromatosis
[3]

, and 

Rutherfurd syndrome.
[4,5]

 There is an equal gender 

predilection noted with phenotypic frequency of 

occurrence 1:750,000.
[6]

 The age of onset usually occurs 

during eruption of the deciduous teeth or during eruption 

of permanent teeth and rarely noted during the time of 

birth. HGF tend to involve both maxilla and mandible 

with varying degree of gingival enlargement from mild to 

severe form.
[7]

 The gingiva in HGF appears to have 

normal colour, having firm in consistency with 

exaggerated stippling. 

 

It covers the teeth totally or in part, leading to significant 

aesthetic, phonetic, and masticatory disorders. The 

overgrowth involves the attached gingiva, the gingival 

margin, and the interdental papillae.
[8]

 Histological 

feature of HGF is non-specific. The histological 

appearance of HGF tend to show abundant connective 

tissue with densly arranged collagen fibres, with 

increased fibroblast appearance. The connective tissue 

appears to be avascular along with thin elongated rete 

pegs.
[9]

 

 

HGF can be treated with various treatment modalities 

such as surgical excision by using scalpel method, or 

laser-assisted excision of the gingiva.
[10]

 

 

This present case report, illustrates a hereditary gingival 

fibromatosis case and its management in a 13-year-old 

female patient. 

 

CASE REPORT 

A 13-year old girl was referred from Department of 

Orthodontics, to Department of Periodontics, with a chief 

complaint of excess growth of the gums in the lower 

front teeth region which intervened the orthodontic 

treatment. The patient also informed that this growth was 

seen since her childhood. 
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ABSTRACT 

Background: Hereditary gingival fibromatosis (HGF) is characterized by, slow progressive overgrowth of the 

gingiva. The excess gingival tissue can cover part of or the entire crown of a tooth, and can result in diastemas, 

teeth displacement, retention of primary or permanent teeth, and may also cause masticatory, phonetics and esthetic 

problems. Case presentation: This present case report addresses the diagnosis, and case management of hereditary 

form of gingival fibromatosis. A 13-year-old girl was referred from department of orthodontics, who was presented 

with progressive gingival enlargement which hindered Orthodontic treatment for the correction of malaligned teeth 

of the lower anteriors. Therefore, this case was managed with conservative periodontal treatment approach. The 

initial course of treatment included scaling, followed by gingivectomy and gingivoplasty. Since the clinical 

appearance of the gingival enlargement was found to be more fibrous than inflammatory in nature, microscopic 

examination of the gingivectomy specimens was carried out which showed dense bundles of collagen fibres in the 

connective tissue which supported the clinical diagnosis. Similar condition was noted in family members as well. 

There was no recurrence of the condition 3months later. Conclusion: Hereditary gingival fibromatosis is a rare 

disorder characterized by the proliferative fibrous overgrowth of the gingival tissue. Surgical excision of excess 

tissue is the treatment of choice. However, recurrence is a common feature. 
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Her medical history was non-contributory and was not 

under any medications. Her family history also revealed 

that both her mother and grandmother revealed similar 

clinical features of gingiva. 

 

Clinical examination 

Intra-oral examination revealed, the gingival enlargement 

appeared as pale pink, firm and fibrotic in consistency, 

covering most of the lower anterior teeth upto the incisal 

surface. 

 

The enlargement appeared to be irregular with nodular 

pattern. Patient didn’t have any difficulty in speech and 

mastication. Also there was presence of pseudopockets 

and slight bleeding on probing was noted. Panoramic 

radiograph showed few retained primary dentitions and 

no bone loss or any kind of bony enlargement was 

appreciated. Thus, the provisional diagnosis was made as 

hereditary gingival fibromatosis. The choice of treatment 

suggested to the patient was surgical excision of the 

lesion. 

 

Treatment 

Pre-procedural mouth rinse of chlorhexidine (0.12%) was 

given, followed by supragingival scaling was done to 

remove the local irritants at the initial visit. Following 

which the surgical procedure was carried out after a 

week. 

 

Surgical procedure 

Firstly, pre-procedural rinse with 0.12% chlorhexidine 

was carried out, following which local anesthesia [2% 

lignocaine hydrochloride with 1: 80,000 epinephrine] 

was administered. A periodontal probe was used to 

outline the base of the pseudo-pockets with small 

bleeding points on the buccal side of the gingival 

enlargement of lower anterior teeth. The bleeding points 

outlined the incision. Gingivectomy was carried out by 

giving internal bevel incision with the help of a Bard 

Parker blade No. 15, followed by intrasulcular incision 

was given to remove the excess tissue growth in the 

mandibular anterior region. The tissue was excised with 

the help of a curette. Gingivoplasty was done to provide 

proper contour to the gingival margin. The excised tissue 

was sent for histopathological examination. The surgical 

site was covered with a periodontal dressing. Post-

surgical instruction was given and oral hygiene 

maintenance was adviced to follow by doing a regular 

0.12% chlorhexidine mouth rinse twice a day for 2 

weeks. Patient was adviced to report back after a week 

for removal of the periodontal dressing. 

 

Histopathological findings 

Heamatoxylin and eosin stained sections revealed 

parakeratinized stratified squamous epithelium with 

elongated rete pegs. The underlying connective tissue, 

composed of numerous bundles of dense collagen fibres. 

 

With the help of the above information obtained, that is 

by both clinical and histopathological findings and the 

family history, we were able to arrive at the diagnosis to 

be as hereditary gingival fibromatosis. 

 

Patient was recalled after 1 week and periodontal 

dressing was removed and irrigated with saline, 

postsurgical healing was satisfactory. Patient was on 

follow up of 5months which showed satisfactory healing 

and no recurrence of the condition noted. 

 

FIGURES 

   
Fig 1. Preoperative facial view 

showing gingival enlargement in 

lower anteriors. 

Fig 2. Intra-oral picture of patients 

mothers, showing familial 

aggregation. 

Fig 3. Orthopantogram showing no 

bone loss and presence of retained 

deciduous teeth. 

   
Fig. 4: Bleeding points were 

marked to outline the incision with 

the help of periodontal probe. 

Fig. 5: External beveled 

gingivectomy followed by 

gingivoplasty. 

Fig. 6: Excised tissue. 
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Fig. 7: Histological section showing 

hyperplastic overlying epithelium 

with elongated epithelial ridges 

that project deeply into the 

underlying connective tissue. 

Fig. 8: Post-operative view after 

1week of post-surgery. 

Fig. 9: Intra-oral photograph, after 

5 months of follow-up with no 

recurrence of the gingival 

enlargement. 

 

DISCUSSION 

This article reports the case of hereditary gingival 

fibromatosis case. The diagnosis was made on the basis 

of clinical presentation, family history and 

histopathological features. HGF is designated with several 

other terms such as elephantiasis gingivae, congenital 

familial fibromatosis, and idiopathic fibromatosis.
[5] 

Congenital microgingivae, hypertrophic gingiva.
[11]

 

 

Enlargement can be further categorized as localized or 

generalized depending on the extent of involvement. In 

this present case, it was a localized gingival enlargement 

involving the buccal aspect of the gingiva of the 

mandibular anterior teeth. Differential diagnosis for 

gingival enlargement includes, presence of inflammation, 

or could be due to leukemic infiltration or could be 

associated with use of certain medication such as 

Cyclosporin, Phenytoin and Nifedipine.
[11]

 etc. 

 

GF can be due to familial or idiopathic origin.
[12]

 In our 

case we arrived at our diagnosis of gingival fibromatosis 

to be as hereditary solely based on the patient’s family 

history of occurrence of gingival enlargement noted in 

both her mother and grandmother which was not justified 

by further investigation. 

 

The growth of the gingival hyperplasia is noted during 

eruption of permanent teeth or during the time of 

eruption of deciduous teeth and rarely seen at the time of 

birth.
[13]

 

 

In the present case, the patient reported that gingival 

enlargement was noted since her childhood, that is 

probably during the time of eruption of permanent teeth. 

The most common effects of gingival enlargement are 

mal-positioning of the teeth and prolonged retention of 

deciduous teeth, which was also noted in our case as well. 

 

The oral manifestation of HGF clinically appears to be 

pink, firm, thick, exaggerated stippling with fibrous 

gingiva with little or no inflammatory changes
[12]

, which 

was similarly noted in present case. 

 

The histologic findings of this case were classic features 

of gingival fibromatosis. The tissue showed abundant 

collagen bundles with overlying parakeratinized 

epithelium along with elongated rete pegs. 

 

Many authors suggest that, the treatment option for HGF 

varies according to the severity of the enlargement. 

Various treatment modalities such scalpel technique, 

laser and even electrosurgery are recommended for 

excision of enlarged tissue.
[14]

 In our case, depending on 

the severity of involvement we chose conventional 

technique that is external beveled gingivectomy with 

scalpel technique. Though other treatment modalities 

have additional benefits over scalpel, that is use of laser 

or electrocautery, presents minimal bleeding, less time 

taking procedure, yet in my opinion, in terms of 

providing proper physiological contour to the gingiva, 

scalpel found to be more favorable with precision 

compared to other technique like electrocautery when in 

bone contact, likely to cause necrosis due to inadvertent 

heat production.
[15] 

Though HGF cannot be completely 

cured, an attempt can be done to control with varying 

degree of success. However, irrespective of the technique 

used in management of HGF, longterm follow up is 

necessary due to high probability of recurrence observed 

in HGF.
[16]

 On the contrary, there are several other 

authors who have reported HGF cases with no recurrence 

of the condition in a period of 2years follow-up by 

(Ramer et al. 1996), 3 years follow-up (Bittencourt et al. 

2000), or even a 14-year follow-up (Günhan et al. 

1995).
[17]

 In the present case, there was no recurrence 

noted post 5 moths of follow-up. 

 

CONCLUSION 

Hereditary gingival fibromatosis is a rare condition 

characterized by fibrous overgrowth of the gingival 

tissue. Sometimes, Gingival fibromatosis can result in 

aesthetic and functional impairment which requires 

surgical intervention, although the condition cannot be 

cured, yet an attempt can be made to control and also 

provide psychological benefit with aesthetic improvement 

which can out weight the risk of recurrence with HGF. 

Various treatment options are available depending upon 

the severity of enlargement, however, longterm follow-

up is essential to avoid or manage the chances of 

recurrence. 
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