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Introduction
Gingival recession is common in many patients, and

generally is associated with periodontal disease,1 inad-
equate toothbrushing,2 and repeated periodontal in-
strumentation,3 among other etiologies. Gingival re-
cession as a consequence of regular toothbrushing has
been reported,4 and can be observed even in young
populations with well-established habits of oral hy-
giene.5 Gingival recession also is associated with self-
inflicted injuries, whether intentional or not,6 using
toothbrushes, toothpicks, fingernails and other materi-
als that may produce acute, localized, or more exten-
sive lesions.7"9 Localized lesions, termed "gingivitis
artefacta minor,"10 usually are due to some superim-
posed lesion or overzealous toothbrushing habits. Ex-
tensive lesions, also called "gingivitis artefacta major,"
are generally the result of compulsive behavior.11 These
cases are found mostly among children with emotional
disturbances, and deserve careful diagnosis and ad-
equate treatment.12 This paper presents a case of severe
gingival recession and periodontal destruction due to
compulsive toothbrushing.

Case report
History of present illness

A 13-year-old girl was referred to a periodontist by
a pediatric dentist because of occasional bleeding, gin-
gival ulceration, and localized gingival recession in the
maxillary left quadrant of her mouth. Her parents said

they had discovered the condition 3 months earlier and
had visited three physicians, including an oral and
maxillofacial surgeon. Different diseases, like leuke-
mia or eosinophilic granuloma had been ruled out be-
cause all radiologic and laboratory tests appeared nor-
mal. The patient had taken antibiotics, both locally and
systemic, without any improvement.

Clinical findings

Clinical findings of the periodontist, included se-
vere gingival recession extending from the maxillary
left canine to the distal aspect of the maxillary left first
molar on the buccal side, and obvious ulceration of the
gingival tissue in the interproximal areas of the same
teeth (Fig 1). The affected area bled easily, but the pa-
tient reported no pain. The contralateral side appeared
healthy, and no other pathological changes were ob-
served in the oral cavity.

Treatment

Due to the characteristics of this case, an external
trauma was considered to be the cause of gingival re-
cession. As a result of a frank and friendly conversation
with the patient, it became clear that the cause of the
injury was compulsive toothbrushing. The patient also
explained that she was very upset with her parents
because they did not pay enough attention to her. The
periodontist then explained to the patient the clinical
significance and consequences of such behavior. Her
parents were informed about the direct and indirect

Fig 1. Gingival recession following repeated episodes of
compulsive toothbrushing; clinical aspect at first visit.

Fig 2. Four weeks after cessation of mechanical toothbrushing,
partial healing of the gingival tissue can be observed.
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factors involved in this case. They were told she should
have professional psychological care if the case didn't
improve. The periodontist prescribed 0.2% chlor-
hexidine mouth rinses twice a day as the only oral
hygiene measure in the upper left quadrant, while in
the rest of the mouth, regular toothbrushing was main-
tained. Four weeks later, clinical improvement was
observed (Fig 2). The same therapeutic regimen was
continued for 2 months, after which gentle and proper
toothbrushing was initiated. Complete re-epitheliza-
tion of the gingival tissue was observed at 4 months,
although at that time gingival recession was also evi-
dent at the interproximal areas of the affected teeth.
The patient was seen every 4 months, with no signs of
abnormal toothbrushing evident on clinical examina-
tion. Two years later, a significant, albeit incomplete,
coverage of the previously denuded roots was observed
on the buccal aspects of the involved teeth (Fig 3), and
mucogingival surgery is not anticipated. No other signs
of gingival recession have appeared in the mouth dur-
ing this period of time (Fig 4). Patient compliance has
been excellent. Professional psychological therapy was
not carried out, since no other signs of emotional dis-
turbance were observed, and the behavior of the pa-
tient seems to be normal.

Discussion
In this case, the pediatric dentist and the periodontist

ruled out systemic and neoplastic diseases as the cause
of the gingival recession because: of the macroscopic
aspect and solitary appearance of the lesion, the gingi-
val recession was observed only in the buccal aspect of
the affected teeth, and the interproximal gingiva was
ulcerated but not destroyed. Furthermore, the general
health of the patient was excellent and laboratory re-
sults were normal. Dental plaque was almost nonexist-
ent, and the periodontal condition in the rest of the oral
cavity was excellent. Although periodontal diseases

may affect children and adolescents, sometimes result-
ing in severe destruction of periodontal support and
gingival recession,13 the clinical aspect differs widely
from that observed in this case. Once systemic and
local diseases are ruled out, some exogenous trauma
must be suspected, specifically self-inflicted trauma.14

A candid conversation with the patient determined
that she had been brushing the affected area compul-
sively for several weeks, because of emotional stress.
Emotional factors must be suspected and identified in
cases of self-inflicted trauma and both conditions must
be treated. In this case, the periodontist was able to
motivate the patient to discontinue the compulsive
habit, with progressive healing of the gingival ulcer-
ation. To obtain such a result, several visits were con-
sidered necessary, mostly to demonstrate care and sup-
port to the patient. In other similar cases, however,
professional psychological treatment also may be nec-
essary.15

Gingival injuries frequently cause apical migration
of the gingival cuff, resulting in gingival recession16 —
implying previous loss of periodontal tissue.17 Sponta-
neous regeneration of the lost tissue cannot be expected,
although a certain amount of new gingival tissue cov-
ering the previously denuded root surface often is ob-
served on buccal surfaces after several months, as in
this case. In proximal areas, gingival recession, when
present, does not tend to improve over time. Lack of
gingiva as a consequence of gingival recession does not
necessarily need to be treated to avoid further loss of
periodontal attachment or to favor adequate oral hy-
giene.18 However, esthetic factors may justify
mucogingival surgery to treat gingival recession.19
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Fig 3. After 2 years of maintenance care, gingival recession has Fig 4. Clinical aspect of the right quadrants shows no signs of
improved significantly. gingival recession.
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