THE CLINICAL PICTURE
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Gingival overgrowth
in acute monocytic leukemia

Figure 1. Gingival overgrowth.

55-YEAR-OLD MAN PRESENTED to the emergency
Adepartment with a 2-month history of progressive
gingival swelling and oral pain. Physical examination
revealed marked diffuse gingival overgrowth with
necrotic lesions throughout the upper and lower gin-
givae (Figure 1). Complete blood cell count showed
a marked leukocytosis of 100.2 x 10°/L (reference
range 4.0-10.5) with 11% blasts and few Auer rods.
Bone marrow biopsy revealed 80% myeloblasts and
promonocytes, cell profiling consistent with acute
monocytic leukemia, subtype M5 based on the
French-American-British (FAB) classification system.
Cytogenetic and molecular studies were consistent
with intermediate-risk acute monocytic leukemia.
The patient received induction treatment with
idarubicin and cytarabine (7+3 chemotherapy). On
repeat bone marrow aspiration and biopsy on day 28
after completing induction therapy, 2% myeloblasts
were present, warranting 4 additional cycles of con-

doi:10.3949/ccjm.91a.23087

A

Figure 2. Gingiva after completion of induction
chemotherapy.

solidation chemotherapy with high-dose cytarabine
combined with oral midostaurin due to the presence
of the FLT3 mutation at diagnosis. His course was
complicated by septic shock due to streptococcal
bacteremia, requiring a prolonged intensive care unit
stay. After recovery, he continued maintenance mido-
staurin and underwent evaluation for allogeneic stem
cell transplant.

The patient’s gingival overgrowth resolved with the
completion of induction chemotherapy (Figure 2).

Il DISCUSSION

Gingival overgrowth is seen as an initial extramedul-
lary manifestation of acute leukemia in about 5% of
cases.! It occurs most commonly in acute monocytic
leukemia (FAB M5) and acute myelomonocytic leuke-
mia (FAB M4), with an estimated occurrence rate of
66% in the M5 subtype.?

When considering the etiology of gingival over-
growth, clinicians must be aware of gingival changes

CLEVELAND CLINIC JOURNAL OF MEDICINE ~ VOLUME 91 ¢ NUMBER 5 MAY 2024 267

Downloaded from www.ccjm.org on August 11, 2025. For personal use only. All other uses require permission.


http://www.ccjm.org/

GINGIVAL OVERGROWTH

that can occur with certain medication classes. These
include immunosuppressants (eg, cyclosporine, tac-
rolimus, sirolimus), anticonvulsants (eg, phenytoin,
sodium valproate, phenobarbitone), and calcium chan-
nel blockers (eg, nifedipine, amlodipine, felodipine).?
Other causes of gingival overgrowth include deficient
periodontal health, sarcoidosis, Crohn disease, tuber-
culosis, and rare hereditary conditions.*

The mechanism of acute leukemia-related gingival
overgrowth is believed to be related to massive leuke-
mic infiltration in the gingival connective tissue."**
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Although hematologic causes of gingival overgrowth
are rare, clinicians must be aware of the association
between gingival hyperplasia and acute leukemia, and
obtain screening hematologic profiles (complete blood
cell count with differential, coagulation studies) in
patients presenting with symptoms of gingival over-
growth or other periodontal abnormalities.
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