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Ab s t r Ac t 
Plasma cell gingivitis is a rare hypersensitive reaction of gingiva associated with various known and unknown allergens. Clinically, it is characterized 
by marked erythematous enlarged gingiva confined to marginal and attached gingiva and extends to the mucogingival junction. It is often 
confused with other gingival lesions such as pubertal- or pregnancy-induced gingivitis or plaque-associated gingivitis, lichen planus, cicatricial 
pemphigoid, discoid lupus erythematosus, or leukemia. The exact diagnosis of plasma cell gingivitis is made, based on the histological picture 
characterized by dense infiltration of plasma cells with atrophic stratified squamous epithelium. Most often the lesion presents with unknown 
reasons that leads to unpredictable treatment outcome. Hence, we are documenting a case report of a 52-year-old female patient, who presented 
with plasma cell gingivitis of unknown etiology with a focus on the treatment options.
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In t r o d u c t I o n 
Plasma cell gingivitis (PCG) is a hypersensitivity reaction first 
described in the late 1940s and early 1950s occurred in response 
to a component of chewing gum.1 Histologically, it is characterized 
by the intense diffuse plasma infiltration into the subepithelial 
tissues along with increased vascularity with numerous other 
inflammatory cells.2

PCG is characterized by swollen, bright erythematous macular 
area involving marginal and attached gingiva with loss of stippling 
or alveolar mucosa accompanied with epithelial sloughing and 
desquamation.3 Patient usually complains of pain, sensitivity, and 
bleeding while brushing.

It is often confused with pubertal- or pregnancy-induced 
gingivitis, plaque-associated gingivitis, lichen planus, cicatricial 
pemphigoid, discoid lupus erythematosus, or leukemia. The 
difference in histopathology, clinical appearance, and history of 
local irritant can rule out the other conditions.

Various treatment modalities had been used till date which 
included vitamin B12 and iron compounds. Topical applications 
of mycostatin, antihistamines, corticosteroids, and 2% fusidic acid 
were also tried.4 Gingivectomy had also been done on several 
patients.

cA s e  de s c r I p t I o n 
A 52-year-old female patient reported to the Department of 
Periodontology, JSS Dental College and Hospital, Mysuru, with a 
chief complaint of pain and swollen gums on the upper and lower 
front teeth region since 3 months. There was burning sensation 
and bleeding from gums on brushing. No relevant medical, dental, 
and family history was reported. On intraoral examination, patient 
presented a fiery red, edematous, enlarged gingiva in the maxillary 
and mandibular anterior regions with loss of stippling involving 
marginal and attached gingiva, extending to the mucogingival 
junction (Fig. 1). Papillary tip was rounded with altered gingival 
contour. Edentulous areas showed no signs of inflammation. 
Generalized pocket depth of 5–6 mm was noted. Mild calculus was 
detected in lower anteriors. Complete dietary history was taken and 
confirmed of no habit of chewing gums and any herbal toothpastes. 

Periapical radiograph showed generalized horizontal bone loss and 
periapical radiolucency in respect to (i.r.t) 13. Vitality test showed 
nonvital pulp of 13 and advised for root canal treatment. Patient 
underwent phase I therapy.

After 14 days, inflammation persisted in the maxilla and 
clinically the color, consistency, and texture of the gingiva 
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Fig. 1: Maxillary and mandibular facial gingiva presented erythematous 
enlargement
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remained unchanged. Mandibular region showed decreased sign 
of inflammation (Fig. 2). Excisional biopsy was planned for further 
investigation. Gingivectomy was performed (Fig. 3) from 13 to 22 
under local anesthesia and sent for histopathological examinations. 
Surgical site was protected with noneugenol pack (Figs 4 and 5).

Histopathological Features
The hematoxylin and eosin (H&E)-stained section revealed atrophic 
stratified squamous parakeratinized epithelium and connective 
tissue stroma consisted of collagen bundles, plump fibroblasts, 
dense chronic inflammatory cells with predominant plasma cells, 
few giant cells, and blood vessels. Based on these, diagnosis of PCG 
was made (Figs 6 and 7).

Treatment
Patient was instructed to avoid all the possible allergens related to 
PCG. Chlorhexidine was not prescribed as it may be an etiologic factor. 
As there was no resolution of erythema after phase II therapy (Fig. 8), 
tablet omnicort 40 mg (corticosteroids once daily for 14 days) was 
prescribed. The dose was gradually tapered to 30 mg and 20 mg after 
every 14 days. Additionally, capsule resteclin 500 mg (tetracycline, 
once daily for 30 days) was prescribed. After 1 month, there was 
marked improvement of color and consistency of gingiva (Fig. 9). 
Patient was put under topical ointment of tetracycline to be applied 

twice daily for the next 1 month. Three-month follow-up revealed 
the considerable resolution of the lesion (Fig. 10). Patient was under 
routine follow-up. No recurrence was noted at 6 months (Fig. 11).

dI s c u s s I o n 
Gargiulo et al. stated that PCG is an uncommon, nonmalignant 
lesion characterized by an offending allergen leads to massive 
plasma cell infiltration in gingival connective tissue.5 Most of the 
case reports till date published may or may not have identified the 
exact etiology.4,6 Our case report showed the clinical signs of PCG 
in the dentulous area with unknown etiology.

In the present case, patient did not respond after phase I 
therapy. Hence, to come to a definitive diagnosis, excisional biopsy 
was done. Histologically, there was marked predominance of 
plasma cells along with hyperplasia of the epithelium suggestive 
of PCG. To remember, an identical dense infiltrate of plasma cells 
can be seen in plaque-related gingival overgrowth and chronic 
periodontitis.7 Lichenoid lesions also show a moderate increase 
in the number of plasma cells.8 Hence, the diagnosis is strongly 
dependent on the clinical and histologic correlation associated 
with rapid onset of sore mouth and do not resolve after proper 
oral hygiene. Gingival overgrowth regressed after gingivectomy 
but the color of the gingiva remained unchanged.

Fig. 2: Enlargement persisted after phase I therapy Fig. 3: Gingivectomy done

Fig. 4: Excised tissue sent for biopsy Fig. 5: Postoperative



Plasma Cell Gingivitis

Journal of Dental Sciences and Oral Rehabilitation, Volume 10 Issue 2 (July–December 2019) 79

Fig. 6: Light microscopic picture of H&E-stained section shows atrophic 
epithelium and predominant plasma cells in connective tissue (×10 
magnification)

Fig. 7: Light microscopic picture of H&E-stained section shows 
predominant plasma cells in connective tissue (×40 magnification)

Fig. 8: Two weeks after healing Fig. 9: One-month postoperative

Fig. 10: Three-month postoperative Fig. 11: Six-month postoperative
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Surgical procedures performed previously are mainly laser 
excision, electrocautery, and gingivectomy followed by flap surgery.9 
Medical approaches include antihistaminics, corticosteroids, and 
antibiotics.6,10 The present case showed no suppression of the 
condition after nonsurgical and surgical therapies, hence tried 
for the medical management. Glucocorticoid was prescribed as it 
suppresses all types of hypersensitization and allergic phenomenon 
by decreasing the recruitment of leukocytes at the site of antigen, 
thus reduces the inflammatory response to immunological injury.6 
In addition, we prescribed systemic and topical tetracycline. 
Tetracycline decreases the collagenase production thereby 
normalizing collagen metabolism and wound healing events. 
This is accomplished through mechanisms that are independent 
of the antimicrobial properties of these agents. Tetracycline also 
when applied on the root surface enhances the gingival fibroblast 
proliferation.9 Ronbeck BA reported a remarkable regression of 
clinical signs and symptoms in patients suffering from desquamative 
gingivitis when treated with tetracycline for 8 weeks.10

Our case showed marked resolution of inflammation and color, 
and contour and consistency of gingiva are well-maintained till date.

co n c lu s I o n 
It is extremely challenging to rule out all the conditions that seem 
to have similar clinical presentation as PCG. Thorough history 
of the patient, signs and symptoms, intraoral examinations, 
and appropriate diagnostic test is very important for definitive 
diagnosis. Histopathological investigation is mandatory to exclude 
all the local manifestations. An early diagnosis is necessary to drive 
the clinicians toward proper treatment plan and regular follow-up 
is needed to check for its further recurrence.
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