
Journal of Clinical and Diagnostic Research. 2014 Jul, Vol-8(7): ZD05-ZD07 55

DOI: 10.7860/JCDR/2014/9767.4555 Case Report

Management of Gingival Recession 
Associated with Orthodontic  

Treatment: A Case ReportD
en

tis
tr

y 
S

ec
tio

n

 
Tarun Kumar Rana1, Megha Phogat2, Tarun Sharma3, Narayana Prasad4, Shailendra Singh5

Keywords: Aesthetics, Connective tissue graft, Dentinal hypersensitivity, Periodontal health, Root coverage  

Case Report
A 24-year-old girl was referred to the Department of Periodontics, 
Seema Dental College and Hospital Rishikesh,Uttrakhand, India for 
evaluation and treatment of the gingival recession associated with 
the mandibular left central incisor. The dental history revealed that 
she was undergoing orthodontic therapy in both arches since one 
year. The patient reported that she first noticed the gingival recession 
about five months ago and it was getting progressively worse and 
was sensitive to tooth-brushing. Her general health condition was 
good, did not take any medications, had no known allergies and 
was a nonsmoker. Clinical evaluation revealed Miller’s Class II 
[1] gingival recession on the buccal surface of left central incisor 
extending 7mm apical to the CEJ [Table/Fig-1,2] and a narrow zone 
of attached gingiva measuring approximately 1mm. There was no 
loss of papilla height on the mesial and distal aspect of the central 
incisor. No plaque accumulation was detected in the affected site. 
There was no gingival recession associated with adjacent teeth. 
There was no bone loss on the mesial and distal aspects of the 
affected tooth. The aim of the treatment was to restore harmonious 
appearance of the gingiva by covering the root surface and to 
increase the zone of attached gingiva. It was decided to treat this 
problem with subepithelial connective tissue graft.

Surgical Procedure
Preparation of the Recipient Site
Recipient site was prepared carefully with reflection of partial 
thickness flap. For this, two vertical incisions were given with the 
help of #15 blade, keeping in mind that recipient bed should be wide 
enough all around from the root surface [Table/Fig-3]. Root surface 
was prepared with scaling and root planning. After the preparation 
of recipient site, measurement was taken for donor tissue with the 
help of template made up of tin foil. 

Graft Harvesting
Donor site was selected for graft harvesting. Graft was removed 
from right palatal vault, 10 mm away from the gingival margin and 
just medial to the first maxillary molar [Table/Fig-4]. Using a trap door 
approach, a template size sub-epithelial connective tissue graft was 
removed from the palate kept in moist gauge piece and inspected 
for the size and thickness. Excess connective tissue and fat was 
carefully removed with the help of castroviezo scissor to make it 
1.5- 2.0mm thick. Graft was placed on the recipient site, stretched 
and stabilized with the help of horizontal suture (resorbable, vicryl, 
5-0) [Table/Fig-5]. All the four corners of the graft were sutured to 
underlying recipient tissue. After stabilization of the graft, pressure 
was applied on the graft for at least five minutes for close adaptation 
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[Table/Fig-1]: Photograph showing 7 mm of recession [Table/Fig-2]: Photograph showing 4 mm wide recession [Table/Fig-3]: Preparation of recipient bed
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surgery. The success of surgical procedures for root coverage 
depends on several factors, such as the aetiology of gingival 
recession, evaluation of the interproximal bone level and region to 
be treated [5]. Various surgical options have been developed to 
achieve the above goals and include the use of free gingival grafts, 
laterally sliding flaps, coronally advanced flaps, double papilla flaps, 
guided tissue regeneration, and acellular dermal matrix allografts. 
The disadvantages of these techniques have led to development of 
subepithelial connective tissue grafts (SECTG) procedure [6]. The 
SECTG have been highly predictable in gingival recession therapy 
with respect to a high percentage of root coverage, better healing, 
color match and less postoperative discomfort at the donor site, 
when compared to free gingival grafts [1]. 

The connective tissue graft was first used by Edel to increase the 
width of keratinized gingival [7]. Subsequently the connective tissue 
graft has been used for augmenting ridge deficiencies, furcation 
involvement, reconstruction of collapsed interdental papillae and 
peri implant tissue management [8,9]. The use of connective tissue 
graft for gingival recession therapy was first reported by Langer and 
Langer [10] for both single and multiple adjacent teeth and modified 
by Harris (1992), Allen (1994) and Bruno (1999). The advantages 
of connective tissue graft is the good color match with neighboring 
soft tissues, less invasive palatal wound as well as long-term results 
in terms of root coverage. It combines the advantages of the pedicle 
flap procedure and guarantees a double blood supply from both the 
overlying pedicle flap and the underlying periosteum. In addition, 
in class II recession, the dimension of the recession also plays an 
important role in degree of root coverage. Less favorable treatment 
outcome has been reported at sites with wide (> 3mm) and deep 
(>5 mm) recession [11,12]. 

Result after 12 months of surgery have shown better root coverage 
than immediately after the surgery. This may be possible by the 
process known as creeping attachment. It is a postoperative 
migration of the gingival marginal tissue in a coronal direction, 
covering areas of previously denuded root surface [13]. 

[Table/Fig-4]: Harvesting graft from palate [Table/Fig-5]: Showing recipient site with graft placement 
and coronal positioning of graft

[Table/Fig-6]: Sutures placement

[Table/Fig-7]: Placement of Coe pak [Table/Fig-8]: Postoperative after 2 months [Table/Fig-9]: Photograph showing 75% root coverage

of the graft tissue and removal of blood clot, which may be present 
in between the donor and recipient tissue, to increase the possibility 
of graft acceptance. Now the reflected flap of recipient tissue was 
coronally repositioned and sutured with recipient tissue with sling 
suture [Table/Fig-6]. Periodontal dressing was placed on the recipient 
site [Table/Fig-7]. After suturing, the donor site was covered with the 
retention plate appliance, which patient was using. Postoperative 
instructions were given to the patient and were instructed to avoid 
brushing at surgical site for at least two weeks; medications were 
prescribed along with povidone iodine mouthwash. 

Clinical Observations
Followup on 10th day revealed signs of graft acceptance. From 
donor as well as recipient site sutures were removed; oral hygiene 
instructions were reinforced. After two months, examination 
showed that graft was completely accepted and recession was 
markedly covered with the graft tissue. Donor site was completely 
healed. Patient was put on three months of recall period and after 
12 months of follow up, further coverage of recession was noted by 
the probable process of creeping attachment [Table/Fig-8,9].

Discussion
The aetiology of gingival recession is multi factorial like excessive 
or inadequate teeth brushing, destructive periodontal disease, 
tooth malpositioning, alveolar bone dehiscence, thin and delicate 
marginal tissue root surface, high muscle attachment and frenal 
pull, occlusal trauma and other iatrogenic factors [2]. Among 
these aetiologic factors, a strong correlation was found between 
the severity and extent of gingival recession to past or undergoing 
orthodontic treatment which can be associated with dentine 
hypersensitivity, root caries and/or cervical wear [3]. Experimental 
evidence suggests that orthodontic tooth movement does not 
actually cause gingival recession but might create an environment 
that predisposes to this condition particularly if teeth are repositioned 
in a facial direction [4]. Coverage of denuded roots has become 
one of the most challenging procedures in periodontal mucogingival 
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CONCLUSION
This case report describes the management of gingival recession 
caused by tooth movements during orthodontic therapy. The 
surgical treatment using SCTG has proven to be a gold standard 
with highly predictable outcome for root coverage and excellent 
color match.
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