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Abstract 
Gingivitis is a major and frequent unwanted effect accompanying pregnancy. Sometimes, pregnancy 

gingivitis may show a tendency for localized enlargement, which is called “pregnancy granuloma". The 

local factors such as plaque and calculus are known to be responsible for gingival enlargement during 

pregnancy. The hormonal factors also play a role in aggravating the enlargement. The management of 

gingival enlargement includes nonsurgical approach, surgical approach, or both of them for severe cases. 

This case report illustrates a successful nonsurgical management of a 32-year-old female patient with 

gingivitis associated to localized gingival enlargement. The lesion was observed during pregnancy and 

persisted postpartum, a total regression of the gingival enlargement without any surgical procedure was 

observed. And it highlights therefore the key role of supportive periodontal therapy in maintaining good 

and stable outcomes over years of follow-up. 
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1. Introduction 

During pregnancy a variety of physiological and hormonal changes occur in all systems and 

parts of the woman’s body. Some of the endocrine and immune changes induced by pregnancy 

increase the susceptibility to various infections, including those of the oral cavity [1]. 

Periodontal disease including gingivitis, periodontitis has been associated with pregnancy [2, 3].  

Gingivitis is the most prevalent oral manifestations associated with pregnancy. Pregnancy 

gingivitis, defined as gingival inflammation initiated by plaque and exacerbated by 

endogenous sex steroid hormones [4]. it is included in the American Association of 

Periodontology classification of periodontal diseases 2017 as a “plaque-induced gingivitis and 

modifying factors [5]. Depending on whether dental plaque biofilm-induced gingival 

inflammation occurs on an intact or reduced periodontium, or in a patient diagnosed with 

periodontitis, gingivitis can be further classified as: Gingivitis on an intact periodontium, 

Gingivitis on a reduced periodontium in a non-periodontitis patient (recession, crown 

lengthening) and gingival inflammation on a reduced periodontium in a successfully treated 

periodontitis patient [6]. Symptoms of gingivitis in pregnancy typically emerge more 

commonly in the 2nd and 3rd trimesters; and recover spontaneously to levels measured early 

in pregnancy after parturition period [7, 8]. It is generally accepted that increased circulating 

levels of female sex-hormones play a central role in the etiology of pregnancy gingivitis and 

have been known to be associated with varying types of gingival enlargement. Hormonal 

changes can significantly potentiate the effects of local irritants on gingival connective tissue 

from mild inflammation to severe hyperplasia, pain and profuse bleeding [3].  

These alterations can predispose the pregnant woman to periodontal inflammation, where 

Pyogenic granuloma (PG) is a reactional lesion resulting from this inflammation, called as 

“pregnancy tumor’’ or “granuloma gravidarum.” It is a nonspecific conditioned gingival 

enlargement in response to bacterial plaque and due to chronic local irritation and trauma [9]. 

The small lesions of PG usually regress spontaneously after delivery. Moreover, even after 

childbirth, there was no remission, the lesions were also surgically treated [10]. 

Different treatment options can be suggested to manage gingival enlargement; they can be 

categorized as nonsurgical approach and surgical approach. The nonsurgical approach is aimed  
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at reducing the inflammatory component in gingival tissue. 

The surgical approach eliminates the fibrotic component of 

the gingival tissue when it is severe and persists after the 

nonsurgical therapy. 

In this case report, we describe and discuss through literature 

data, localised of postpartum gingival enlargement treatment 

in a young patient, who underwent a successful nonsurgical 

periodontal treatment and supportive periodontal therapy for 

over 3 years of follow-up.  

 

Observation  

A 32-year-old female patient was referred to the Department 

of Periodontology at Rabat Dental College and Hospital, with 

the chief complaint of localised gingival enlargement in 

relation to 43 and 44 since 1 year, pain in the gums, 

unsatisfactory esthetics and bleeding from the gums during 

brushing. 

The medical history of the patient revealed that the patient 

was in good health with no history of any systemic disease 

and/or condition. She had no known drug allergy and was not 

taking any medication. The patient was pregnant at the time 

of initiation of swelling and the swelling came to the present 

size after the delivery of the baby. Prior to pregnancy, patient 

had follow-up appointments with her dentist for which she 

was diagnosed with generalised moderate periodontitis stage 

II grade B through a comprehensive examination.  

Intraoral examination showed a very poor oral plaque control. 

Subgingival calculus and plaque were present. The plaque 

index by Silness and Loe (PI) [11] was 1, 75 and the gingival 

index (GI) [12] was 2.75. There was an inflamed, red, granular 

and smooth marginal and attached gingiva. Generalised 

gingivitis was present from mild inflammation to severe. On 

examination, there was a sessile, lobulated solitary gingival 

enlargement between 43 and 44. It was severely inflamed and 

bleeding on probing was present. On palpation, the growth 

was moderately firm in consistency and was non-tender. 

Obvious calculus was noted surrounding the lesion (figures 1, 

2). 

On examination with a William’s periodontal probe, 

periodontal pocket of approximately 4 mm on distal of 44 and 

5 mm on mesial of 43 was elicited. The rest of the dentition 

had normal periodontal probing values with clinical 

attachment loss varied from 3 to 7mm. Based on the clinical 

findings and the patient’s recent pregnancy, the lesion was 

provisionally diagnosed as granuloma gravidum.  

Periapical radiograph revealed horizontal bone loss in relation 

to 43 and 44 regions (figure 4). 

Accordingly to the new classification system of periodontal 

diseases and conditions from the American Academy of 

Periodontology and the European Federation of 

Periodontology 2018 [7], the diagnosis was “gingival 

overgrowth with underlying pregnancy gingivitis on a 

reduced periodontium in a successfully treated periodontitis 

patient”. 

The management strategy consisted of a nonsurgical 

periodontal therapy based, initially, on oral hygiene 

instruction. On the second-time round, a full-mouth scaling 

and root planning were performed a week later as well as 

polishing of all the rough dental surfaces. 

Two months after the periodontal treatment (hygienic phase), 

the clinical evaluation showed a successful regression of the 

inflammation and improvement of periodontal parameters. 

We have noted a reduction of pockets’ depth and plaque and 

gingival index scores which become, respectively, PI: 0.4 and 

GI: 0.7. Thus, a supportive therapy was established including 

the reinforcement of oral hygiene instruction and full-mouth 

scaling every 2 months. The whole treatment resulted in the 

total disappearance of gingival overgrowth without any 

surgical procedure. 

In the present case report, we could not do any 

histopathological exploration because of the total regression 

of the gingival overgrowth after the nonsurgical periodontal 

therapy. So, we did not have any remaining gingival 

overgrowth tissue specimen for exploration. We could 

conclude that the more predominant etiology was probably 

dental biofilm, calculus and hormonal changes. 

The last clinical evaluation after 3 years of regular follow-up 

shows the good stability of the results (figure 5-7). 

 

 
 

Fig 1: Baseline front view 

 

 
 

Fig 2: Baseline right side view 

 

 
 

Fig 3: Periapical radiographs 
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Fig 4: Final front view 3 years post treatment 

 

 
 

Fig 5: Final right side view 3 years post treatment 

 

 
 

Fig 6: Final left side view 3 years post treatment 

 

Discussion  

Pregnancy is identified as a sensitive period of increased risk 

for periodontal disease, psychosocial symptoms and poor oral 

health [13]. The inflammatory changes in gingiva during 

pregnancy have been termed as pregnancy-associated 

gingivitis [7]. In addition to gingival changes, there may also 

be periodontal changes such as increased pocket depth, 

minimal loss of attachment, and increased tooth mobility [14]. 

Many studies suggested that pregnancy only has a reversible 

effect on the gingiva without inducing significant clinical 

periodontal attachment loss [7, 10, 15]. In contrary, Vogt et al. 

reported more cases of periodontal damage with greater 

clinical attachment loss in pregnant women in trimester III 

[16].  

Gingivitis is the most common oral manifestation with a 

prevalence ranged widely from 35 to 100% [17]. Some cross-

sectional research showed that the percentage of pregnant 

women with gingivitis was 89% in Ghana, 86.2% in Thailand 

and 47% in Brazil [18, 19]. In Nepal a recent study found 

approximately 40% of women to have gingivitis and 79% to 

have ≥1 site with bleeding on probing [20].  

The severity of gingivitis increased in parallel with the 

increase in the gestational age. It may be explained by the fact 

that progesterone and estrogen increase with gestational age 

of pregnancy reaching their peak plasma levels in the third-

trimester [21, 22]. The gradual increase in severity of gingivitis 

toward the end of pregnancy has also been reported by many 

authors [3, 15, 23]. In contrary, few studies reported the greater 

gingival disease during trimester II of pregnancy [14, 24, 25]. 

It is observed that the severity of gingivitis is reduced after 

postpartum [7, 26]. but the gingiva does not necessarily return to 

a state of health [27]. Also, Cohen et al. observed a partial 

remission of periodontal disease at 3-month and 15-month in 

their two longitudinal studies [14, 28]. 

The underlying mechanisms by which the prevalence and 

severity of gingivitis are greater in pregnant women still 

unclear. It is supposed that gingival inflammation is initiated 

by periodontal pathogens and exacerbated by endogenous 

steroid hormones during gestation [29, 30].  

During pregnancy increase in gingival inflammation even 

under good oral hygiene control and resolution following 

parturition made most of the investigators consider the 

alterations in the progesterone and estrogen levels during 

pregnancy to be the major etiologic factor [16, 31]. 

The increase in progesterone results in greater vascular 

permeability, gingival edema, crevicular fluid levels and 

prostaglandin production, which may lead to gingival 

inflammation. In addition, may affects the development of 

local inflammation, reducing regulation of interleukin-6 

production and rendering gingival tissues less resistant to 

inflammatory challenges caused by bacterial plaque [16].  

Pregnancy-associated gingivitis has been suggested that 

estrogen and progesterone can modulate the putative 

periodontal pathogens [16, 32]. 

Previous analyses of microbiological culture have 

demonstrated that the subgingival flora changes to a more 

anaerobic flora as pregnancy progresses. Prevotella 

intermedia is the microorganism that increases significantly 

during pregnancy [25]. Also in their recent study, on the basis 

of clinical and microbiologic findings, Emmatty and al. 

reported that the exaggerated gingival response during 

pregnancy may be associated with increase in the prevalence 

of Prevotella intermedia in the subgingival plaque [23].  

These inflammatory changes may lead to gingiva that appears 

edematous, hyperplastic and erythematous; the changes may 

be localized or generalized and are usually noted on the 

marginal gingiva and interdental papilla [33, 34].  

Sometimes, pregnancy gingivitis may show a tendency for 

localised enlargement, which is called “pregnancy granuloma 

or granuloma gravidarum. It may also occur during the first 

and second trimesters of pregnancy in about 2% of women 
[35].  

The gingival enlargement has been associated with a variety 

of local and systemic factors so differential diagnosis 

becomes an important aspect for complete treatment of the 

lesion.  

Differential diagnosis of granuloma gravidarum includes 

peripheral giant cell granuloma, peripheral ossifying fibroma, 
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fibroma, peripheral odontogenic fibroma, hemangioma, 

conventional granulation tissue, hyperplastic gingival 

inflammation, Kaposi’s sarcoma, bacillary angiomatosis, 

angiosarcoma, non-Hodgkin’s lymphoma and metastatic 

tumors [36]. 

In all forms of enlargements, good oral hygiene is necessary 

to minimize the effects of systemic factors. As far as 

periodontal treatment is concerned, current treatment options 

include nonsurgical interventions alone or a combination of 

nonsurgical and surgical interventions. Nonsurgical 

approaches include an oral hygiene program, a scaling and 

root planning, and also the elimination of local irritant factors 

that enhance plaque accumulation (faulty restorations, broken 

teeth, or carious lesions).  

Zhu and al. reported that initial periodontal therapy combined 

with oral hygiene maintenance is efficacious in treating 

gingival pregnancy granuloma with normal hormone levels, 

which can eliminate irritants and could potentially serve as an 

option to avoid surgery. In their study the patients received 

initial periodontal therapy, then supportive periodontal 

therapies at 3- to 6-month intervals. The patients underwent 

follow up for 6 months to 8 years after treatment. No 

recurrence of gingival pregnancy tumors was noted during 

subsequent follow-up. Considering the etiological factors and 

clinical characteristics, they assume that initial periodontal 

therapy could eliminate irritants and yield high clinical 

efficacy [37].  

When the gingival enlargement is severe or persists, despite 

good plaque control and initial periodontal therapy, surgical 

correction is advocated. It includes conventional scalpel 

techniques, cryotherapy, electrocautery, sclerotherapy and 

laser therapy [38,39]. Excisional surgery remains the most 

common therapy for pyogenic granuloma [40]. However, the 

surgical approach may produce unwanted mucogingival 

defects and severe gingival injury, especially when the 

pregnancy tumor is located in the anterior region [41]. Other 

treatment options include excision using lasers, cryosurgery 

or electrodesiccation would also result in large areas healing 

by secondary intention and limitations similar to excision [42]. 

Initial periodontal therapy yields mild oral trauma, which is 

especially suitable for patients who are reluctant or afraid of 

undergoing surgery. More importantly, it is an appropriate 

choice for those with a health condition too poor to receive 

surgery, such as lactating women [38].  

So, the regular supportive periodontal therapy is effective in 

resolving the inflammation and the gingival overgrowth and 

in eliminating the need for surgical treatment [37]. That was 

highlighted in this case report with more than 36 months of 

regular follow-up. 

Partial or complete regression after parturition is one of the 

clinical features of pregnancy granuloma [43]. However, the 

underlying molecular mechanism remains unclear. It has been 

proposed that, in the absence of vascular endothelial growth 

factor (VEGF), angiopoietin-2 (Ang-2) causes blood vessels 

to regress. Therefore, we investigated the roles of Ang-2 and 

VEGF in the regression of pregnancy pyogenic granuloma [44]. 

Periodontal surgery is relatively contraindicated during 

pregnancy [45]. So a better understanding of the molecular 

mechanism may provide new strategies for improving non-

surgical therapy to control the disease.  

 

Conclusion  

Gingival changes are a serious side effect during pregnancy. 

The diagnosis is easy according to medical history and 

intraoral examination of the patient. Hormonal changes 

occurring during pregnancy have been known to be associated 

with generalised or localised gingival enlargement and the 

presence of local factors may accentuate the gingival 

response. The treatment options can be categorized as 

nonsurgical therapy alone or a combination of nonsurgical 

and surgical therapy. All these approaches have been 

attempted to either reduce or eliminate gingival enlargement 

and its pockets. Finally, it is extremely important to include 

oral hygiene practices and maintenance visits during the 

pregnancy period. There is a need to institute antenatal oral 

health care that will provide preventive measures to reduce 

the prevalence of gingival and periodontal disease. 
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