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ABSTRACT: Gingival enlargement represents a 

multi-etiological swelling of the periodontal tissues, 

primarily classified by its pathogenesis into 

inflammatory, drug-induced, systemic disease-

linked, neoplastic, or pseudo-enlargements. In 

developing demographics like Bangladesh, plaque-

induced chronic inflammatory overgrowth remains 

prevalent due to widespread reliance on informal 

oral hygiene practices and limited public awareness. 

This paper reports the clinical management of a 43-

year-old female housewife from Dhaka who 

presented with severe generalized gingival 

overgrowth and spontaneous bleeding during 

brushing of three months' duration, aggravated by 

the prolonged use of unrefined traditional charcoal 

toothpowder. Clinical assessment revealed diffuse, 

soft, and edematous tissue enlargement with severe 

loss of physiological contours, heavy calculus 

deposits, and extensive bleeding on probing. 

Management relied on non-surgical phase I 

periodontal therapy, consisting of meticulous full-

mouth scaling, sub-gingival curettage, and a 

dedicated oral hygiene instruction program paired 

with short-term systemic antimicrobial and 

analgesic pharmacotherapy. At a two-week post-

treatment evaluation, complete resolution of the 

overgrowth and tissue inflammation was observed, 

demonstrating that routine mechanical debridement 

combined with patient re-education provides a 

predictable, curative outcome. This case 

underscores the responsibility of clinicians in 

suburban and urban dental practices across 

Bangladesh to properly identify local habits and 

manage inflammatory overgrowths conservatively 

before considering invasive surgical options. 
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I. INTRODUCTION 
Pathological increase in the volume of the 

gingival proper, recognized clinically as gingival 

expansion or overgrowth, serves as a hallmark 

presentation of local periodontal diseases. 

Pinpointing the definitive etiology is 

 

II. CASE PRESENTATION 
A 43-year-old female housewife presented 

to a private dental clinic in Gulshan, Dhaka, 

Bangladesh, complaining of generalized, painful 

swelling of the gums and severe, persistent bleeding 

upon brushing that had worsened over the past three 

months. The patient was from an urban middle-class 

background and reported a history of using a 

commercial charcoal toothpowder with her fingers 

twice daily for the last three years, believing it 

provided superior whitening properties. Her medical 

history was entirely clear, with no reported 

systemic conditions such as hypertension, diabetes, 

epilepsy, or bleeding disorders. She had no history 

of chronic drug use or known drug allergies, and his 

family history was non-contributory. 

Extra-oral examination showed a 

symmetrical facial presentation, normal 

temporomandibular joint function, and no palpable 

submandibular or cervical lymphadenopathy. Intra-

oral examination revealed poor oral hygiene with 

heavy, generalized supra- and sub-gingival calculus 

deposits, particularly on the lingual surfaces of the 

mandibular anterior teeth and buccal aspects of the 

maxillary molars. Severe generalized diffuse 

gingival overgrowth was observed across both 

arches, involving the marginal, papillary, and 

attached gingival tissues. 

The enlarged tissues appeared bright red, 

soft, friable, and edematous, exhibiting a complete 

loss of regular scalloped margins, blunted 

interdental papillae, and a smooth, shiny surface 

with a total absence of physiological stippling. 

Spontaneous bleeding on probing was elicited 

instantly across all quadrants. Due to the 

predominantly inflammatory and edematous 

characteristics of the tissue, a conservative phase I 

periodontal regimen was planned. 

The primary treatment consisted of 

thorough full-mouth scaling and deep root planing 

under local infiltration anesthesia to eliminate the 

dense bacterial plaque and mineralized calculus. 

Following mechanotherapy, the patient received 

comprehensive oral hygiene instructions, 

necessary to guide clinical choices and execute a 

focused therapeutic protocol. Given the extensive 
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presentation of periodontal overgrowths, which can 

be distinguished by specific etiologic agents, 

varying anatomical extent, and structural 

modifications, clinicians must carefully evaluate 

local aggravating variables to rule out systemic or 

drug-related factors [1]. 

In a developing society like Bangladesh, 

socioeconomic realities profoundly influence public 

health outcomes. A major portion of the population, 

especially in rural and suburban communities, 

maintains a reliance on traditional, non-fluoridated 

cleaning alternatives such as unrefined charcoal, 

wood ash, or crude toothpowders. These abrasive 

agents scratch the enamel and cause persistent 

mechanical trauma to the marginal gingiva, 

accelerating the accumulation of bacterial biofilms. 

When dental plaque accumulates heavily, it initiates 

a local cascade of cellular defense mechanisms, 

resulting in significant tissue swelling, architectural 

alterations, and phonetic or masticatory distress [2]. 

Periodontal swellings are characterized as 

localized, regional, or generalized depending on 

their structural distribution. Regional overgrowth 

involves groups of three or more teeth within a 

quadrant, often seen in conditions like mouth 

breathing. Generalized expansion, conversely, 

involves the gingival tissues surrounding nearly the 

entire dentition and is commonly associated with 

systemic pharmaceutical courses or heavy, 

untreated calculus loads [3]. In regions where 

advanced histopathological validation tools are 

constrained to specialized tertiary medical institutes, 

a meticulous clinical evaluation regarding tissue 

consistency, visual changes, and local habits 

remains the primary diagnostic strategy [4]. This 

report discusses a case of chronic plaque-induced 

inflammatory enlargement in a young Bangladeshi 

patient, successfully managed via non-surgical 

phase I periodontal intervention. 

 

including a strict recommendation to discontinue 

charcoal toothpowder in favor of a soft-bristled 

toothbrush and a standard fluoridated toothpaste. 

For home care, a 0.2% chlorhexidine digluconate 

mouthwash was prescribed for twice-daily use over 

10 days. Systemic medications were provided for 5 

days to control acute infection and manage pain: 

Amoxicillin (500 mg) combined with 

Metronidazole (400 mg) every 8 hours for 7 days, 

Paracetamol (500 mg) twice daily after meals for 5 

days, and Omeprazole (20 mg) once daily before 

meals for 7 days. 

The patient returned for evaluation two weeks post-

treatment. Clinical inspection revealed complete 

resolution of the gingival overgrowth, with a return 

to normal pink coloration, firm tissue consistency, 

and healthy scalloped margins. Bleeding on probing 

was completely eliminated, and probing depths fell 

within normal physiological ranges. The patient 

expressed high satisfaction and was placed on a 

regular 3-month periodontal maintenance schedule. 

 

 
 

III. DISCUSSION 
The oral mucosa functions as a dynamic 

barrier continuously exposed to a variety of 

environmental, mechanical, and microbial 

challenges, making it susceptible to various reactive 

and inflammatory lesions [4]. While our scientific 

understanding of periodontal pathogenesis has 

advanced significantly, dental plaque biofilm 

remains the primary etiology for most inflammatory 

gingival diseases [5]. In developing regions, these 

conditions are frequently exacerbated by poor oral 

hygiene awareness and traditional habits like using 

abrasive powders, which cause micro-abrasions in 

the tissue and facilitate bacterial colonization. 

When managing a patient with gingival 

enlargement, a Selecting the appropriate treatment 

protocol depends directly on the tissue 

characteristics. Advanced surgical interventions 

should not be performed until phase I non-surgical 

therapy has been completed and evaluated [10]. 

Initial scaling and root planing remove the primary 

bacterial load, leading to significant tissue 

shrinkage as the inflammatory fluid and cellular 

infiltration subside [11]. 

In long-standing cases, chronic 

inflammation can stimulate fibroblasts, leading to a 

significant fibrotic component within the enlarged 

tissue. If the overgrowth fails to resolve after phase 

I therapy due to these fibrotic changes, surgical 

intervention via gingivectomy or periodontal flap 

surgery is indicated [12]. Edematous detailed 

clinical examination of the color, consistency, and 

texture of the tissue is essential to distinguish 

between a soft, edematous inflammatory swelling 

and a firm, fibrotic overgrowth. This evaluation 

must be paired with a comprehensive medical and 

personal history to rule out drug-induced or 

systemic factors, which guides the clinician toward 
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the appropriate non-surgical or surgical approach 

[1]. 

Several relevant cases in modern literature 

highlight different management strategies. Sandhu 

et al. reported a case of severe chronic 

inflammatory gingival overgrowth that showed 

excellent resolution following non-surgical therapy 

and patient education, highlighting the efficacy of 

plaque control [6]. Tomar et al. described an 

inflammatory overgrowth where persistent local 

factors caused significant tissue changes, requiring 

complete mechanical debridement to achieve 

resolution [7]. Singh et al. discussed a similar 

presentation in a young female with severe 

hemorrhage during brushing, where conservative 

periodontal treatment successfully restored aesthetic 

and functional parameters [8]. Additionally, Ozgoz 

et al. demonstrated that localized hyperplastic 

lesions with prominent edematous components 

respond predictably to thorough scaling and root 

planing without the need for immediate surgical 

excision [9]. 

 

tissues are typically responsive to conservative 

management, whereas firm, fibrotic tissue requires 

surgical remodeling to restore normal anatomical 

form and improve access for maintenance [13]. For 

the case described here, the soft, edematous nature 

of the enlargement allowed for a complete 

resolution through non-surgical means alone. This 

case underscores the importance of addressing 

specific local habits, such as the use of traditional 

toothpowders, to ensure long-term stability and 

prevent recurrence in this population. 

 

IV. CONCLUSIONS 
Gingival enlargement in the Bangladeshi 

context is frequently associated with local irritants 

like plaque and calculus, often aggravated by 

traditional oral hygiene habits. A comprehensive 

personal and medical history is essential to 

establish an accurate diagnosis and identify these 

contributing factors. Early intervention with non-

surgical phase I periodontal therapy, combined with 

patient education and the correction of oral hygiene 

techniques, can effectively resolve inflammatory 

tissue overgrowths and prevent further periodontal 

breakdown, reducing the need for surgical 

intervention. 
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