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Abstract

INTRODUCTION. The fibrous form of hyperplastic gingivitis is a complex condition characterized by chronic
inflammation of the gingivaaccompanied by fibrotic tissue transformation. Conservative treatmentapproaches
are often insufficient, and surgical intervention is required to restore both esthetics and function.

AIM. To evaluate the effectiveness of a stepwise treatment approach for the fibrous form of hyperplastic
gingivitis in a patient with a long-standing disease history and inadequate personal oral hygiene.

MATERIALS AND METHODS. A clinical case study was conducted involving a 30-year-old patient diagnosed
with a moderate form of fibrous hyperplastic gingivitis. Treatment was carried out in sequential phases,
including etiological therapy aimed at reducing inflammation through professional oral hygiene procedures,
patient education, and motivation. The surgical phase involved gingivectomy and reshaping of the gingival
contour on both jaws. The supportive phase included regular follow-up visits, repeated professional hygiene
sessions, and instruction in the use of an oral irrigator, interdental brushes, and dental floss.

RESULTS. Following the conservative phase, a reduction in inflammatory symptoms was observed, although
significant gingival hypertrophy persisted. Surgical intervention led to a stable esthetic outcome in the maxilla
and partial stabilization in the mandible. At the 11-month follow-up, a recurrence of inflammation was noted in
the mandibular anterior region, particularly in areas challenging to clean, underscoring the need for consistent
oral hygiene habits.

CONCLUSIONS. Surgical correction of fibrotically altered gingiva is essential to achieving stable clinical
results, as conservative treatment alone is typically ineffective in such cases. The success of therapy is directly
dependent on the patient’s adherence to oral hygiene instructions and commitment to routine professional
maintenance. Periodontal patients, even in remission, require systematic monitoring at intervals of no more
than three months to maintain treatment outcomes and prevent recurrence.
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Pe3iome

BBEOEHUE. ®unbposHas dopma runepniactMyeckoro ruHrmeuTa npeacTtasnsaeT cobom cnoxHoe 3abone-
BaHWE, XapakTepU3YyIOLLLEECS XPOHNUYECKNUM BOCMaNEHNEM AECHbI C GUOPO3HOI TpaHCchopMaumein TKaHEN.
KoHcepBaTuBHbIE NOAX0OAbI K IEHEHUIO 0Ka3bIBAOTCA ManoddPeKTUBHBIMA, N AN BOCCTAHOBIEHNSA 3CTETU-
K1 1 QyHKUMK TpebyeTcs XMpyprmieckoe BMeLaTenbCTBO.

LLESIb NCCNEOOBAHUA. OueHuTb 9pPEKTUBHOCTb NOI3TANHOIr0 NOAXoAa K ieueHnio Gprbpo3Hoin dopMsl
rmnepnaacTMyeckoro rmHrMBMTa y nauMeHTa ¢ oaMTenbHOM nctopuen 3abonesaHns n HegoCTaToOuHON MHAN-
BUAYaNbHOW FTMIMEHOM NONOCTN PTa.
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MATEPWAJIbl U METO[bI. MpoBeaeHo knuHundyeckoe HabnoaeHne 3a 30-neTHMM nauneHToM ¢ Grubpo3Hoi
dOopMOV rMnepniacTUYECKOro MMHruBmnTa CPeaHEN CTENEHU TAXECTU. JleyeHmne oCyLLEeCTBASIOCh NO3TANHO
1 BKJIIOHAN0 3TUOTPOMHYIO TEPanuMIO, HAaNPaB/IEHHYIO HA YCTPaHeHne BocnaneHns 3a cHeT NnpodeCCcruoHasnbHoOn
rMrMeHbl MOIOCTY pTa, 00YHEHNS U MOTUBaLMM NALMEHTA K MPaBUbHOWN TMIMEHE; XMPYPIrMYeCKniA aTan, B pam-
Kax KOTOporo Obia NPoBeAeHa MMHIMMB3IKTOMUS 1 KOPPEKLMS AECHEBOMO KOHTYPA Ha 06enx 4eNtoCTAX; a Takxke
NOAAEPXKMBAIOLLYIO TEPANMIO, BKJIIOHAIOLLYIO PEryaspHble KOHTPOJIbHBIE OCMOTPbLI, MOBTOPHYIO Npodeccuo-
HaNIbHYIO rTMrMeHy 1 obyyeHne naumeHTa NCnoib30BaHUIO MPPUraTopa, MOHOMYYKOBOW LLETKN 1 pnocca.
PE3YJIbTATbI. Nocne koHcepBaTMBHOIO aTana Habnioaanocb CHUXEHME BOCNannUTebHbIX NPOSBNEHNA, 04-
HaKO BblpaXeHHast rmnepTpodusa coxpaHanack. XMpypruyeckoe fieyeHne no3soamno AoCTndb CTabunbHOro
3CTETUYECKOro peaynbTaTa Ha BepXHEN YenioCTh N 4aCcTUYHOM cTabunnsaumm Ha HUXHeln. Yepes 11 mecsues
Habnpancsa peumanse BOCNANEHNS HA HUXHEN YeNIOCTU B 30HaX TPYAHOW rMrneHsl, 4To ykasblBaeT Ha HEOO6-
X0AMMOCTb GOPMNPOBAHNS YCTOMUYNBBIX TUTMEHNYECKNX HABbLIKOB.

BbIBObl. Xupypruyeckasa koppekumsa ¢nbpo3HO M3MEHEHHOM AECHbI IBASETCSH HEOOXOANMbIM YCIOBMEM
ONs AOCTUXEHNS CTabUNBLHOIO KIMHNYECKOro addekTa, NOCKOJIbKY KOHCEPBATUBHOE JIEYEHNE B TAKUX CIly-
Yyasax HegoCTaTO4YHO 3P EKTMBHO. YCNELWHOCTbL Tepanmm HanpsamMyo 3aBUCUT OT MPUBEPXEHHOCTN NauneHTa
K COOMIOAEHUIO TMITMEHUNYECKUX peKoMeHaaunin 1u perynspHon npodeccruoHanbHOn rurmeHe. NapoaoHTo-
JIorMyeckme NaumeHTbl, JaxXe HAaXOASCb B COCTOSIHUN peMnUccumn, TpebytloT CUCTeEMaTMYECKOro HabntoaeHns
C UHTEPBAJIOM HE pexXe 04HOro pasa B TPy Mecsaua Ans nogaepXaHns SOCTUNHYThIX PE3YNbTaToB 1 Npodu-
NakTUKn peungmea.

Knwuesble cnoBa: neveHne 1 npodunakTuka rmnepnaacTmieckoro rmHrmsmuTa

UHdopmauuma o ctaTbe: noctynuna — 27.02. 2025; ncnpaenerHa — 02.05.2025; npunsarta — 13.05.2025
KoH®AUKT nHTepecoB: aBTOPbl COOOLLAIOT 06 OTCYTCTBUMN KOHPNNKTA UHTEPECOB.

BnaropgapHocTu: GHAHCUPOBAHME U MHANBMAYaANbHbIE 611arofapHOCTY AN OEKNAPUPOBAHNSA OTCYTCTBYIOT.

Ana uutuposanua: BopoHuH MN.A,, Mputbiko A.T., Kagdakosa A.E., BopoHuH B.A., Hukonbckasa N.A. KnuHnye-
CKUI cnyyvan: onbIT IRYEHUS TMNEPNIAcTMYECKOro r’MHIrMBUTa y NaumMeHTa ¢ HeYAOBNEeTBOPUTENBHONM rurmne-

HOW nonocTu pta. SHaoaoHTusa Today. 2025;23(2):289-295. https://doi.org/10.36377/ET-0088

INTRODUCTION

Management of the Fibrous Form of Hyperplastic
Gingivitis: Therapeutic Challenges and a Structured
Clinical Approach. The treatment of the fibrous form
of hyperplastic gingivitis is associated with a number
of challenges, particularly at the stage of choosing an
appropriate therapeutic strategy. A conservative ap-
proach, often supported by physiotherapy, is commonly
selected; however, it is typically insufficient for the com-
plete correction of gingival tissues altered by fibrotic
transformation.

It is important to understand that the clinical course
of hyperplastic gingivitis resembles a vicious cycle. The
etiological factor — be it the irritative effect of microbial
plaque, the use of systemic medications, autoimmune
conditions, endocrine imbalances, or other systemic
disorders — exerts a prolonged influence on the gin-
giva, leading to inflammation and, in predisposed in-
dividuals, reactive tissue proliferation. The overgrown
gingival papillae hinder proper oral hygiene, cause
pain, and bleed during tooth brushing. These areas ac-
cumulate soft dental plaque, further aggravating gin-
gival inflammation. Pseudopockets harbor subgingival
calculus, making personal hygiene even more difficult
and thereby accelerating disease progression.

In most cases, hyperplastic gingivitis presents in an
edematous form. However, in a subset of patients, and
particularly in the absence of adequate treatment, the
chronically inflamed gingiva undergoes fibrotic trans-
formation, pathogenetically comparable to scar forma-
tion. This condition is referred to as the fibrous form of
hyperplastic gingivitis.

When the edematous form is diagnosed, manage-
ment is typically limited to addressing the underlying
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cause: removal of supra- and subgingival deposits,
correction of overhanging restoration margins, modi-
fication of systemic therapy in cases of comorbidities,
treatment of underlying conditions, hormonal balance
correction, and improvement of the patient’s indi-
vidual oral hygiene practices. If the etiological factor
is eliminated and proper oral hygiene is maintained,
the edematous gingival papillae usually return to their
original shape and size.

In contrast, treatment of the fibrous form of hyper-
plastic gingivitis requires a more radical approach.
Gingival tissues that have undergone fibrotic trans-
formation become denser and less vascularized. His-
tologically, signs of active inflammation are limited
to the peripheral gingiva, where it directly contacts
the irritating biofilm. Restoration of the gingiva to its
original histological structure is impossible - just as
a skin scar cannot be replaced by regenerated epi-
thelium. Full aesthetic and functional correction of
the gingival contour is only achievable through surgi-
cal intervention.

MATERIALS AND METHODS

Herbert Wolf proposed a four-phase model for the
treatment of periodontal inflammatory diseases:

— phase 0: Emergency care and systemic prepa-
ration;

— phase I: Initial, etiological, non-surgical treatment;

— phase Il: Surgical intervention;

— phase lll: Supportive therapy, follow-up examina-
tions, and adjunctive treatments.

This concept offers a comprehensive, rational, step-
wise, and logically sequenced framework for the ma-
nagement of all forms of periodontal inflammation.
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When applied to the context of fibrous hyperplastic
gingivitis, this model yields the following treatment al-
gorithm:

1. Phase 0 — Systemic Preparation: In most cases,
emergency care and systemic preparation are not re-
quired, except for patients on anticoagulant therapy,
which must be temporarily discontinued before sur-
gery. Systemic medication adjustments and treat-
ment of general health conditions are performed as
needed.

2. Phase | — Etiological (Non-Surgical) Treatment:
Patient education in personal oral hygiene and moti-
vational reinforcement. Etiologic measures include re-
moval of supra- and subgingival deposits and reduction
of microbial load in the oral cavity. The goal is to elimi-
nate the inflammatory component of the disease.

3. Phase Il - Surgical Treatment: Surgical excision of
gingival overgrowth and reshaping of the gingival con-
tour. The objective is to establish conditions that allow
for proper personal oral hygiene and to restore an aes-
thetically acceptable gingival architecture.

4. Phase lll — Supportive Therapy: Includes physi-
otherapy and, when indicated, adjunctive orthodontic
or prosthetic treatment. Regular professional examina-
tions and hygiene procedures are essential for main-
taining long-term results.

Let us illustrate this therapeutic approach using
a clinical case of a patient with moderate fibrous hyper-
plastic gingivitis.

Clinical Case. A 30-year-old male patient presented
for the first time with complaints of halitosis, gingival
pain, and bleeding during toothbrushing. According to
the patient, these symptoms had been present for more
than 10 years, with a recent exacerbation occurring ap-
proximately one month prior to presentation. He associ-
ated the worsening condition with inadequate oral hy-
giene. He denied any systemic diseases but suspected
possible insulin resistance. The patient was not taking
any medications regularly.

Clinical Examination: All 32 teeth were present. Cari-
ous lesions involving the occlusal and vestibular surfac-
es of teeth 3.6, 3.7, 4.6, 1.8, 2.8, and 3.8 were observed.
Panoramic radiograph revealed a periodontal pocket in
the region of tooth 4.8, which was mesially tilted.

Teeth 1.3-2.3 and 3.3-4.3 presented with signifi-
cant soft and hard deposits. Supragingival calculus

A .
Fig. 1. Preliminary Diagnosis: Chronic hyperplastic gingivitis (fibrous form)

Puc. 1. MNpeansapuTenbHblii AnarH03: XpoHUYecknii runepnnacTuieckuin rmHrneuT (GubposHasn dpopma)
B o6nactm 3y6oB 1.3-2.3 1 3.3-4.3
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covered up to two-thirds of the crowns on both the
vestibular and oral surfaces, with massive subgingival
calculus deposits. The marginal gingiva in these areas
appeared markedly erythematous and edematous, and
bled on palpation. The gingival papillae were hyper-
trophic, pale pink in color, and fibrous in consistency;
their margins were inflamed and swollen, covering up to
half the height of the clinical crowns. Due to extensive
subgingival deposits, probing of the gingival sulcus
was not feasible. Radiographic examination revealed
preserved cortical bone and no changes in bone struc-
ture in the regions of teeth 1.3-2.3 and 3.3-4.3 (Fig. 1).

Treatment: under infiltration anesthesia, soft dental
plague was removed using a rotary brush and Super
Polish paste. Supragingival and subgingival calculus
was eliminated using manual instruments (excavator
and Gracey curettes) with continuous irrigation using
0.2% chlorhexidine digluconate solution.

Metrogyl Denta gel was applied into the gingival sulci.

The patient received instruction in individual oral
hygiene techniques, including the use of a regular and
a single-tuft toothbrush, as well as dental floss. Motiva-
tional counseling was provided, along with supervised
toothbrushing.

Recommendations: use of a soft-bristled tooth-
brush and a single-tuft toothbrush, as well as dental
floss. Toothpaste: Parodontax. Gingival irrigation with
Miramistin solution and application of Metrogyl Denta
gel three times daily after toothbrushing for a duration
of two weeks. Follow-up (2 Weeks Post-Treatment): The
patient reports significant improvement, including the
absence of halitosis and a marked reduction in gingival
pain and bleeding during toothbrushing (Fig. 2).

Objective Findings: in the region of teeth 1.3-2.3 and
3.3-4.3, the gingiva appeared pale pink with isolated
areas of marginal erythema near the cervical regions of
teeth 2.1, 3.1, and 4.1. Bleeding upon probing was noted
within the gingival sulcus. Gingival papillae remained
hypertrophic, of dense fibrous consistency, covering up
to one-third of the clinical crowns. Following the resolu-
tion of edema and reduction in papillary overgrowth, re-
sidual subgingival calculus not removed during the pre-
vious visit became visible. Periodontal probing revealed
intact dentogingival attachment in the cervical areas.
However, due to gingival overgrowth, pseudopockets
up to 3 mm in depth were present.

KnuHnyeckue cnyyam / Clinical cases |
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Treatment: under topical anesthesia, remaining sub-
gingival deposits were removed. Teeth were cleaned
using air-abrasive therapy (PerioFlow), followed by po-
lishing with rotary brushes, polishing cups, and Clean-
Polish paste. Remineralization therapy was performed
using APF gel.

A supervised toothbrushing session was conducted.
The patient’s skills in using the single-tuft toothbrush
and dental floss were assessed, and additional instruc-
tion was provided for using an oral irrigator. Motivational
counseling was reinforced. Further oral hygiene recom-
mendations were given (Fig. 3).

Follow-up over the next two months: the patient
attended two scheduled maintenance visits and de-
monstrated consistent compliance and motivation. Oral
hygiene was maintained at a good to satisfactory level.
However, in hard-to-reach areas, soft plaque continued
to accumulate within pseudopockets beneath hyper-
trophic gingival papillae - sites the patient was unable
to clean effectively on his own.

As a result, a decision was made to perform gingi-
vectomy in both the maxillary and mandibular arches to
facilitate personal oral hygiene and improve aesthetic
outcomes.

Surgical intervention (2 months later): a gingivec-
tomy was performed in the mandibular anterior region
(teeth 3.3-4.3). The width of the attached keratinized
gingiva was assessed and deemed sufficient to allow
for the procedure. Under infiltration anesthesia, the
planned gingival contour was outlined using a perio-
dontal probe and a gingival marker. Due to the shallow
depth of the gingival sulcus, a Crane-Kaplan forceps
could not be used for marking.

Excision of the overgrown gingival papillae and
contouring of the new gingival margin were performed
using a scalpel, followed by laser coagulation. A perio-
dontal dressing (Septopac) was applied and leftin place
for up to four days (Fig. 4).

Post-operative recommendations: soft diet, and
gentle toothbrushing in the treated area using a soft-
bristled toothbrush.

Removal of periodontal dressing: upon removal of
the periodontal dressing, fibrin deposits were observed
in the surgical area.

Recommendations: continue a soft diet; perform
gentle yet thorough toothbrushing in the treated area
using a soft-bristled toothbrush and a single-tuft brush.
Use 0.05% chlorhexidine mouth rinses three times daily
after brushing for up to 7 days. Once the white fibrin
coating resolves, apply sea buckthorn oil to the affected
area to promote healing, for up to 7 days (Fig. 5).

Surgical intervention — maxillary arch: a gingivecto-
my was performed in the maxillary anterior region (teeth
1.3-3.3), and laser contouring of the gingival margin
was carried out in the mandibular anterior region. A pe-
riodontal dressing was applied for up to 4 days. Dres-
sing removal and postoperative care were identical to
those prescribed for the mandibular region (Fig. 6).

Follow-up over the next three months: during the fol-
lowing three months, the patient consistently attended
preventive check-ups and underwent caries treatment.

KnuHnyeckue cnyyam / Clinical cases
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He demonstrated good oral hygiene and proper tech-
nique in the use of a single-tuft toothbrush, dental floss,
and an oral irrigator. Mucosal healing following the sur-
gical intervention was uneventful, and the outcome was
deemed stable. A follow-up examination was scheduled
for six months later.

Follow-up at 11 months: the patient presented with
complaints of yellow plague on the mandibular incisors
that could not be removed with a toothbrush. Accor-
ding to the patient, he had been regularly consuming
cheese-coated peanuts over the past month.

Clinical findings:

1. Teeth 2.1, 2.2, and 2.3 exhibited minor amounts of
soft plaque in the cervical area.

2. The gingival contour in the maxillary anterior re-
gion (1.3-2.3) remained consistent with the surgical
outcome achieved in April.

3. Papillary and marginal gingiva in the region of
teeth 2.1-2.3 were erythematous and bled upon probing.

4. In the mandibular anterior region (3.3-4.2), yellow
plague was observed on the vestibular surfaces, which
could not be removed with a probe.

5.0n the oral and interproximal surfaces of

teeth 3.3-4.3, small amounts of calculus were present.
6. Gingival papillae in this area were enlarged com-
pared to the post-surgical baseline, extending up to one-
third of the crown height, with marked erythema, edema,
bleeding upon probing, and a soft consistency (Fig. 7).

Fig. 2. Follow-Up visit after recommendations

Puc. 2. lNocneayownii BUSNT Noce BblMONHEHUS
pekomMeHaauumn

Fig. 3. Follow-Up visit in 2 months
Puc. 3. KOHTpPObHLIN BU3NT Yepes 2 Mecsua
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Fig. 4. A periodontal dressing (Septopac)
Puc. 4. lNapoaoHTanbHasa noesaska (Septopac)
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Fig. 5. Removal of periodontal dressing
Puc. 5. YoaneHne napogoHTanbHOM NOBA3KU

Fig. 6. Surgical intervention
Puc. 6. Xupypruyeckoe BMeLaTeNbCTBO

Fig. 7. Follow-up at 11 months, panoramic xray
Puc. 7. HabnoaeHue 4yepes 11 mecsiLeB, NaHOPaAMHbI PEHTTeHOBCKMIA CHUMOK

Treatment: a professional dental cleaning was per-
formed, including removal of hard deposits using an
ultrasonic scaler and elimination of soft plaque using
air-abrasive technology (NSK Classic). Polishing was
carried out with a rotary brush and polishing cup using
SuperPolish and CleanPolish pastes. Remineralization
therapy was conducted using APF gel.

The patient’s oral hygiene technique was reviewed
and corrected. Additional motivation and oral hygiene
instructions were provided. A follow-up visit was sched-
uled for one month later for preventive examination and
caries treatment.

CONCLUSION
1. The treatment of hyperplastic gingivitis in the
maxillary arch can be considered relatively successful

in the long term. The newly formed gingival contour re-
mains stable, and the patient is able to maintain accep-
table oral hygiene in the maxillary region.

2. The treatment of hyperplastic gingivitis in the
mandibular arch should be considered incomplete un-
til proper oral hygiene habits are fully established. The
clinical outcome can only be maintained under condi-
tions of optimal hygiene.

3. Preventive examinations and professional main-
tenance for periodontally compromised patients should
be conducted at intervals no greater than every three
months over an extended period, even in cases of ge-
neralized gingivitis without complications. The author
recommends that patients in periodontal remission be
recalled for supportive periodontal care no less fre-
quently than every three months.
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