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Abstract

Epulis fissuratum, or denture fibrosis, is a benign hyperplasia of the fibrous connective tissue of the oral mucosa. It is a reactive lesion to chronic mechanical irritation
produced by the flange of a loose and poorly fitting dentures. The therapy is surgical excision. Removal can be performed conventionally — with scalpel, electrocautery,
or contemporary with laser. In this article, authors present an interesting case of epulis fissuratum class Il rarely seen in every day oral surgery practice. A 61 year-old
female was referred to the University Clinic of Oral Surgery for assessment of a soft tissue change in the maxillary front. The clinical examination revealed slight swelling
in the central portion of the upper lip, from the vermilion, along the philtrum to the base of the nose, causing a noticeable cosmetic deformity. Intraorally, many over-
lapping hyperplastic gingival folds and gaps obliterated the fornix of the anterior maxilla. The prosthesis was old and unusable. Based on subjective and objective find-
ings, diagnosis of epulis fissuratum class IIl was established. Owing to the size of the folds, their deep insertion, and primarily the need for cheiloplasty as cosmetic
and functional surgery, the patient was referred to the University Clinic for Maxillofacial Surgery. Surgery was performed under local infiltrative anaesthesia, using an
electrocautery for precise excisions. After full recovery, new prosthesis was made. There is no postoperative recurrence 2 years after surgery. Key words: epulis fis-
suratum, class Il surgical treatment, denture.

AncTpakT

Epulis fissuratum, unu npotetcka dubposa, npetcraBysa beHurHa xunepnnaauja Ha MBPO3HOTO CBP3HO TKMBO Ha opanHata Myko3a. CTaHyBa 360p 3a peakTuBHa
MpOMeHa Koja HacTaHyBa Kako pesynTaT Ha XpOHWYHA MexaHuyka UpuTaLja npeavuaBmkaHa of KpUnoTo Ha nabasa U HeCOOABETHA NpoTesa. TepanujaTa e XMpypLUKa
excumavnja. OTCTpaHyBaETO MOXE Aa CE U3BPLUN KOHBEHLIMOHAMHO CO CKanmer, enekTpokayTep, UM COBPEMeHa MeTofa co nacep. Bo oBoj Tpya, aBTopute
npe3eHTUpaaT uHTepeceH cnyyaj Ha epulis fissuratum, Il knaca koj peTko ce rnega Bo CekojiHEBHaTa opanHo-xvpypLuka npakca. auyeHTka Ha Bospact o 61 roguHa
ce obpatn Ha YHuBepauTeTckata KnuHukaTta 3a opanHa Xupyprvja nopagy npucyTHa MEKOTKMBHA MpOMeHa BO Mpeden Ha MakcunapHuoT (poHT. Ha knuHuYKuoT
npernep belue feTekTpaH cnabo HasHayeH OTOK Ha CPEAWLLUHIOT MPefen Ha ropHaTa yCHa, Of BEPMUIMOHOT N0 JOMMKMHA Ha (UATPYMOT ce Ao Basata Ha HOCOT,
Npenv3BuKyBajkv BUANKMB ecTeTcky AecpopmuteT. VHTpaopanHo, noronem 6poj Ha X1nepnaacTyiHu rMHMMBanHM Habopw, a moMery HUB yceww, ro UMaa obTypupaHo
(hOpHUKCOT BO (hpOHTANHMOT Npeden Ha makcunata. Mpotesata belle Bo HeynoTpebnuBa coctoj6a. Bp3 ocHoBa Ha CY6jeKTMBHMOT U 0GjeKTUBHUOT Haon Gelue
noctaBeHa aujarHosa Epulis fissuratum knaca Ill. Mopagy ronemuHata Ha maukuTe, HUBHaTa fAnaboka pacmocTpaHETOCT W MpUMapHO nopagu notpebara of
XenuonnacTuka ofi cTeTcki 1 QyHKLMOHAMEH acnekT, Ha nalueHTkata 1 belle nocoyeHo Aa ce obpaTu Ha YHuBepauteTckata KnuHuka 3a makcunodaujanta
Xvpyprija. XvpypLukuoT TpeTMaH bellie M3BpLLEH Moz NoKanHa aHecTeauja co MpUMeHa Ha enekTpokayTep nopaau notpebata of npeuyaHa excuyymauja. Mo notnonHo
3a3ppaByBate Ce n3paboTn HoBa npoTesa. [Be rofMHM No onepavyjata He ce jasu peuname. Knyunu 36oposu: Epulis fissuratum, Il kmaca, XupypLukv TpeTMaH,
npotesa.

Introduction

Epulis fissuratum, or denture fibrosis, is a reactive
fibrous connective tissue inflammatory hyperplasia of
the alveolar ridge oral mucosa and vestibular area. It is
most frequently caused by mild and repeated chronic
trauma of an ill-fitting prosthesis'. It can occur in any
area of the upper or lower jaw?, but the most affected is
the anterior maxilla. Fibrous hyperplasia is a conse-
quence of a long-standing loose and illfitting denture. It

can be also seen in patients with edentate frontal maxilla
and dentate mandibular front.

The results of a 5-year clinical study showed that
patients treated with complete maxillary dentures and
mandibular overdentures demonstrated less vertical alveo-
lar bone reduction compared with the patients who had
bimaxillary complete dentures’. Prosthetic base needs to
undergo occasional revision and readaptation in order to
optimally adhere to the changing alveolar ridge.
Otherwise, the pressure and the chronic trauma caused by
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ill-fitted prosthesis is a direct cause of vestibular mucosal
hyperplastic overgrowths. In patients with total and partial
dentures, the oral mucosa may exhibit acute or chronic
reaction to microbial denture plaque. Also, an allergic
reaction to denture base constituents may be elicited.

According to Budtz-Jorgensen E.* denture stomatitis is
the most common condition of the palatal mucosa in about
50% of complete or partial removable dentures wearers.
Angular cheilitis is present in 15% of the cases. Denture
induced traumatic ulcers are seen in about 5% of denture
wearers. The prevalence of denture induced hyperplasia
caused by chronic injury of denture border is seen in about
12% of the denture wearers. Flabby ridge, as a replace-
ment of the alveolar ridge by fibrous connective tissue, is
present in 10 to 20%. The most important of all is the evi-
dence of the development of an oral squamous cell carci-
nomas after chronic injuries of the oral mucosa in such
patients*. Epidemiologically, since this phenomenon
occurs as a consequence of the use of prosthesis, it is pre-
dominantly present in middle or more advanced adult-
hood. It is reported in 5-10% of dentures wearers and it
occurs more frequently in the anterior part of the jaw com-
pared with the posterior’, with 66-75% higher presence in
females. Denture hyperplasia occurs predominantly in
females and it is suggested that its formation may be
affected by hormonal imbalance in the menopause®’.

Surgery is a treatment of choice. The surgical excision
can be done conventionally, by electrocautery, and with a
laser surgery as an up to date treatment modality. In order
to maintain the results of the surgery, it is very important
to make a new, well-stabilized prosthesis.

The fibrous hyperplasia is classified into three classes
according to the localization and extension of fibrous
hyperplasia® (Table 1).

Table 1. Classification according to the localization and
extension of epulis fissuratum

Epullis fissuratum Localisation
Classes
Class | Hyperplasia comp!etely
attached to mucoperiosteum
Hyperplasia attached to the
Class Il mucous membrane of the lips
or cheek (soft wall of the
vestibular fornix)
Hyperplasia involving the
mucoperiosteum and
Class lll : .
mucosa, obliterating the
entire fornix

In this article we present an interesting case of Epulis
fissuratum - Class III, rarely seen in oral surgery practice.

Case report

Hyperplastic mucogingival folds excessive prolifera-
tive changes of the upper vestibular mucosa associated
with an old and loose, ill-fitting upper prosthesis. A 61 year
old female was referred to the University department of
oral surgery due to excessive proliferative changes of the
upper vestibular mucosa associated with an old and loose,
ill-fitting upper prosthesis. The clinical examination
revealed slight swelling in the central portion of the upper
lip, from the vermilion, along the philtrum to the base of
the nose, causing a noticeable cosmetic deformity. There
was a distinctive tightening of the free edge of the lip
towards the right side making a fold that visibly deformed
the width of the vermilion. Intraorally, many overlapping
hyperplastic gingival folds and gaps obliterated the fornix
and protruded beyond the upper lip on the right side.

(Figure 1).

Figure 1. Hypertrophic folds that protrude beyond the
upper lip on the right side.

The uniqueness of this case was the presence of
extremely marked hyperplasia, many mucogingival folds
and serpentine gaps widely spread, with intraoral and
extraoral-cosmetic deformity (Figure 2, Table 1- III Class).

The overlying mucosa had normal colour and smooth
surface, showing mild hyperaemia in some parts as a result
of moderate inflammation. On palpation, the folds were
painless and with firm consistency. The prosthesis was old
and unusable. She reported that despite the occasional dis-
comfort, pain and swelling that forced her not to use the
denture for a limited time period, she restrained from vis-
iting her dentist for 5 years. Based on subjective and objec-
tive findings. the diagnosis of epulis fissuratum class 111
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Figure 3. Surgical treatment of epulis fissuratum with
electrocautery.

was established. Owing to the size of the folds, their deep
insertion, and primarily the need for cheiloplasty as cos-
metic and functional surgery, the patient was referred to
the University Clinic for Maxillofacial surgery. According
to the American Society of Anaesthesiologists classifica-
tion, our patient was classified as ASA I (without systemic
diseases) as a patient with uneventful medical history. The
surgery was planned and performed under local infiltrative
anaesthesia, using an electrocautery for precise excisions,
layered ablation of the hyperplastic mucosal growths, and
unimpaired visibility due to controlled haemostasis.
(Figure 3).

After the surgery, the depth of the vestibular fornix was
maintained with iodoform packing (Figure 4).

Figure 4. Intraoperative application of an iodoform
packing in the alveolar ridge and the fornix to aasist
with the healing and to maintain the depth of the
vestibular fornix.

Figure 5. The sutures were removed one week after
surgery. Minimal labial swelling was a main postopera-
tive symptom.

Postoperative period was without complications. The
labial swelling was minimal and the pain was mild, as
expected. Recovery was accelerated by topical application
of NBF gel. Fibrin patches appeared on the first postoper-
ative day. The secondary healing was regular, and the
epithelization was an ongoing process. The sutures and
iodoform packing were removed a week later. (Figure 5).

After two weeks, partial epithelialization was observed

(Figure 6).
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Figure 6. Postoperative clinical examination, (two
weeks after surgery) with partial epithelization.

The treatment was finalized by referring the patient to
the Clinic for dental mobile prosthetics for making a new
prosthesis that is well-fitted to the new anatomic circum-
stances (Figure 7).

Complete epithelization of the remodelled vestibular
surface was seen three months after surgery.

Discussion

Epulis fissuratum develops slowly over a prolonged
period in patients with ill-fitting dentures. It is associat-
ed with a denture flange of either a full or partial den-
ture’. Typically, patients with epulis fissuratum are
asymptomatic'. It is considered as an overgrowth of
intraoral mucosal tissue resulting from chronic and pro-
longed irritations". Chronic trauma to the oral mucosa is

a risk factor for the development of oral squamous cell
carcinoma. Many studies have shown that the sharp
edges of teeth or the ragged edges of ill-fitting dentures
have potential to cause oral carcinoma'>" if persistent
over a long period. The therapy of denture hyperplasia
comprises of two options, conservative and surgical. The
conservative approach is non-invasive and should be the
treatment of choice suitable for early stages of mucosal
hyperplasia, without fibrosis. It includes removal of the
acrylic flange first, followed by relining and rebasing
after the complete healing of the lesion'"'2. The conser-
vative approach was not considered in the presented case
since the fibrous inflammatory hyperplasia was exces-
sive and longstanding. The second treatment option is
surgical removal of the excessive and hyperplastic tis-
sue. It can be used as an adjunct to the conservative one,
when the result is unsatisfactory, or as a stand-alone
treatment. This was the treatment of choice that was con-
sidered for the case presented here. In the period before
surgery, it is important to undertake necessary measures
to reduce the irritation and mucosal inflammation.
Therefore, our patient was strongly advised against den-
ture use for 2-3 weeks prior to surgery. Additionally, dur-
ing these period, daily mouthwash with oral antiseptics
were part of our patient’s daily routine. With these meas-
ures alone, there is a possibility for partial regression,
and, very rarely, a complete regression of the hyperplas-
tic proliferation. Surgical treatment can be conventional
— with scalpel, electrosurgery and laser surgery. Which
technique will be applied depends on the clinical situa-
tion, advances and disadvantages of each treatment, and
on the surgeon’s preferences. Scalpel surgery is treat-
ment of choice for removal of epulis fissuratum class I
and II, when the lesions are limited to the mucosa.
Conventional surgery was not considered in this case
because of the amount of the tissue to be removed,
accompanied with abundant intraoperative bleeding. In
such cases, electrosurgery is a better treatment option.
Electrocautery is better than the stainless steel scalpel in
relation to time taken for incision, intraoperative blood
loss and early postoperative pain, but is inferior to
scalpel in relation to wound healing'. Lasers are anoth-
er contemporary surgical option to be considered. The
following lasers are recommended for soft tissue sur-
gery: CO2 laser, Er:YAG laser, Nd:YAG laser, diode
laser, argon laser and KTP laser. Many studies have
shown that carbon dioxide lasers have more promising
results than conventional surgery. The advantages of car-
bon dioxide laser are tissue protection, asepticity, rapid
wound healing, minimal postoperative pain and tissue
swelling, insignificant scarring, less than 6% recurrence
rate, repeatability of the treatment, and minimal func-
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tional impairment of the oral cavity''*. Er:YAG laser is
another top laser for soft tissue surgery. In order to effec-
tively cut or ablate human mucosa, the Er:YAG laser tar-
gets the chromophore of water selectively instead of the
extracellular matrix of collagen. A high absorption peak
in the water minimizes the thermal damage to the tissue,
which results in improved healing. The weak haemosta-
tic effect of the Er:YAG laser as a disadvantage is neg-
lected due to the large number of advantages it provides,
such as: uneventful recovery, accelerated healing and
predictable results'’. During the Er:YAG and tissue inter-
action, the bacteria in the path of the beam are destroyed
as the water within the bacterial cells undergoes the
same instantaneous phase change, and surgical field is
sterilized'. The liquid nitrogen cryosurgery has also
been used successfully in a number of oral surgical pro-
cedures. It is widely implemented in the management of
aggressive primary jaw lesions and minor soft tissue sur-
geries. It also provides excellent haemostasis, without
direct contact with tissue while maintaining an aseptic
environment, good healing with minimal postoperative
oedema and pain®.

Electrosurgery was considered as first treatment
option in the presented case. It enabled precise exci-
sions, layered ablation of the hyperplastic mucosal
growths, and unimpaired visibility due to controlled
haemostasis. Besides, it was important to exclude other
lesions in the differential diagnosis. Therefore, the
excised tissue was sent for histopathology analysis, and
the findings were in accordance with the preoperative
diagnosis of epulis fissuratum, thus excluding a malig-
nant priliferation. Postoperative period was uneventful
and without complications. What is most important, the
vestibule depth was maintained. The secondary healing
is a slow healing process. Considering the extent of the
wound, partial epithelialization was observed as expect-
ed after two weeks, and the epithelization was an ongo-
ing process. The epulis fissuratum III class is a clinical
manifestation rarely seen in oral surgery. The chronical-
ly enlarged oral mucosa necessitated surgery for func-
tional, aesthetic and diagnostic reasons.

Conclusion

Epulis fissuratum is a common soft tissue enlarge-
ment, but the class III presentation is very rare. The rec-
ommended therapy is surgical, providing good aesthetics
and function. To maintain the postoperative results, a new,
well adapted prosthesis is mandatory, as well as frequent

visits to the dentist to manage any trauma and to prevent
occurrence of inflammatory hyperplasia.

Reference

1. Ravi Prakash Sasankoti Mohan, Sankalp Verma, Udita Singh,
Neha Agarwal Epulis fissuratum:consequence of ill-fitting
prosthesis BMJ Case Rep. 2013.

2. Mortazav H, Khalighi HR, Jafari S, Baharvand M. Epulis
fissuratum in the soft palate: Report of a case in a very rare
location. Dent Hypotheses 2016;7:67-9.

3. Crum RJ, Rooney GE Jr. Alveolar bone loss in overdentures: a 5
year study. J Prosthet Dent. 1978 Dec;40(6):610-3.

4. Budtz-Jergensen E. Oral mucosal lesions associated with the
wearing of removable dentures. J Oral Pathol. 1981 Apr;10(2):65-
80.

5. Khan MWU, Mushtaq MA, Shah AA. A massive denture induced
hyperplastic lesion in maxilla-a case report. J Pak Dent Assoc
2019;28(1):47-49.

6. Buchner A, Calderon S, Ramon Y. Localized hyperplastic lesions
of the gingiva: a clinicopathological study of 302 lesions. J
Peridontol. 1977 Feb;48(2):101-4.

7. Buchner A, Begleiter A, Hansen LS. The predominance of epulis
fissuratum in females. Quintessence Int Dent Dig. 1984
Jul;15(7):699- 702.

8. Lj.Todorovic, V Petrovic, M Jurisic, V Kafedziska-Vracar. Oralna
hirurgija, Izdavacko preduzece Nauka, 2002, p-211.

9. Coelho CM, Zucoloto S, Lopes RA. Dentureinduced fibrous
inflammatory hyperplasia: a retrospective study in a school of
dentistry. Int J Prosthodont. 2000 Mar-Apr. 13(2):148-51.

10. Keng SB, Loh HS. Clinical presentation of denture hyperplasia of
oral tissues. Ann Acad Med Singapore. 1989 Sep. 18(5):537-40.

11. American Prosthodontic Society The glossary of prosthodontic
terms. J Prosthet Dent. 2005;94(1):10-92.

12. Vyasarayani P, Medhumietha A, Gundlapalle P. Menagment of
geriatric patient with epulis fissuratum using liquid nitrogen
cryosurgery: a case report. J Indian Prosthodont Soc.
2014;14(1):115-119.

13. Rosenquist K. Risk factors in oral and oeopharyngeal squamous
cell carcinoma: a population-based case-control study in southern
Sweden. Swed Dent J Suppl. 2005;179:1-66.

14. G Nagargoje, S Badal, [...], and D Bholane. Evaluation of
Electrocautery and Stainless Steel Scalpel in Oral Mucoperiosteal
Incision for Mandibular Anterior Fracture. Ann Maxillofac Surg.
2019 Jul-Dec;9(2): 230-234.

15. Keng SB,Loh HS. The Treatment of epulis fissuratum of the oral
cavity by CO2 laser surgery. J Clin Laser Med Surg.
1992;10(4):303- 306.

16. Rezvan B, Hamid M. Comparative survey on carbon dioxide laser
and surgical scalpel removal of epulis fissuratum. J Oral Laser
Appl. 2007;7:187-190.

17. Kacarska M. Treatment of Epulis fissuratum with Er:YAG laser.
Faculty of dentistry. Ss. Cyril and Methodius University in Skopje.
Macedonian dental review 2013; 36 (1-2): 96- 103.

18. Ando Y, Aoki A, Wtanabe H, et al. Bactericidal effect of Er:YAG
laser on periodontopahic bacteria. Lasers Surg Med. 1996;19:190-
200.

19. Pogrel MA, Yen CK, Hansen LS. A comparison of carbon dioxide
laser, liquid nitrogen cryosurgery, and scalpel wounds in healing.
Oral Surg Oral Med Oral Pathol.1990;69(3):269-273.

120

Macedonian Dental Review. ISSN 2545-4757, 2021; 44 (4): 116-120.



