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ABSTRACT  

Gingival recession is a widespread periodontal issue that can be influenced by a variety of factors. It is 

necessary to achieve root coverage according to the patients' aesthetic concerns. Root coverage is achieved 

using a combination of grafting procedures and flap designs, such as the lateral pedicle flap, double papilla flap, 

oblique rotated flap, free gingival graft (FGG), coronally advanced flap (CAF), semilunar coronally 

repositioned flap, and subepithelial connective tissue graft (SCTG). Since 1968, when Sullivan and Atkins first 

identified them, free gingival grafts have been used to treat gingival recession. In this procedure, the graft is 

mounted directly on the recession site. In class I miller recession cases, this technique aids adequate success. 

In this case report, a 22-year-old female patient was diagnosed with Miller class I gingival recession while 

seeking orthodontic treatment. For root coverage, a free gingival graft was used. The results obtained were 

satisfactory 
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1. Introduction  
 

The recent awareness in aesthetics among patients has led to a refinement of mucogingival 

surgery expectations. Gingival recession occurs when the gingival margin shifts apically, 

exposing the root surface. 1 Thermal and tactile sensitivity, aesthetic complaints, and a tendency 

for cervical root abrasion and root caries are all linked to marginal gingival tissue recession. 1, 2 

Various etiologic factors that cause gingival recession. 

Miller in 1985 introduced four classes based on the gingival margin level in relation to the muco-

gingival junction and the alveolar bone level. 

 

1.1. Miller’s classification is used to assess and diagnose the recession defect:  

Miller PD in 1985 stated in  “A Classification of Marginal Tissue Recession.” as follows: 3 

“ Class I: Marginal tissue recession not extending to the muco-gingival junction. No loss of 

interdental bone or soft tissue;  

Class II: Marginal tissue recession extends to or beyond the mucogingival junction. No loss of 

interdental bone or soft tissue;  

Class III: Marginal tissue recession extends to or beyond the mucogingival junction, with 

periodontal attachment loss in the interdental area or malpositioning of teeth;  

Class IV: Marginal tissue recession extends to or beyond the mucogingival junction, with severe 

bone or soft tissue loss in the interdental area and/or severe malpositioning of teeth.[3]” 

Within the framework of plastic periodontal surgery, several gingival recession treatment 

techniques have been established. These methods may be used either alone or in combination 

with others at the same time or in combination [4]. 

Pedicle soft tissue grafts and free soft tissue graft procedures are the two types of surgical 

procedures used to treat gingival recessions. [5]. The free gingival graft is one of these procedures 
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(FGG). The FGG technique has been used commonly in the past to treat gingival recession and 

has provided successful ratios [6-8]. A patient with Miller's Class I recession was successfully 

treated with FGG in this case report. It has been shown that complete root coverage can be 

achieved in both Miller's Classes I and II .[9] 

 

2. Case Study 

 

A 19-year-old female patient was referred to the Rural Dental College, Loni's department of 

periodontology and implantology from the department of orthodontics and dentofacial 

orthopaedics for localised Miller's class I gingival recession affecting tooth #31. The patient was 

also concerned about the recession, and brushing made her feel uneasy. 

Medical history was not significant in this case.. Crowding of maxillary and mandibular 

anteriors, as well as protrusion of maxillary anterior teeth and extreme crowding of mandibular 

teeth, were discovered during a thorough intraoral inspection. Trauma from occlusion was also 

present in this particular case. [Figure 1.a] There was no dentinal sensitivity on the recession site 

of tooth. Root prominence was also present on the root of tooth #31 and the tooth is buccally 

placed in the mandibular arch. Patient visited department of orthodontics and dentofacial 

orthopaedics 1 year back and was undergoing orthodontic treatment for protruded maxillary 

anteriors and for crowding with lower anteriors. Extraction of upper and lower first premolars 

was done so as to gain space for the correction of protruded maxillary anteriors and to treat the 

crowding of mandibular anteriors.  
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Figure 1: a pre-operative intra - oral photograph; b: miller's class I recession pre-operative 

photograph c: recipient site; d: harvested free gingival graft; e: donor site with haemostatic agent 

(surgicel); f: free gingival graft and sutures placed; g: periodontal dressing given over tin foil.; h: 

healing of the graft after 9 months 

 

Metal brackets placed on the tooth surface and mini- implants are placed in the apical portion, 

between the second premolar and first molar for additional anchorage. The upper molars are then 

held in place with the Trans-palatal arch, which is used to stabilise the position of these teeth 

during or after the movement of other teeth and the correction of cross-bite with 16 is completed. 

In half-way of the treatment retraction of maxillary anteriors is done using the T-loop anchorage 

with Temporary anchorage device (TAD). After that intrusion of mandibular anteriors is done 

using the Utility arch.  

Before proceeding for surgical procedure oral prophylaxis was done. Oral hygiene of the patient 

is good. [Figure 1.b] There was no radiographic bone loss evident in Intra oral periapical 
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radiograph. Patient was informed about the surgical procedure and consent was also obtained 

from the patient.  

The Free gingival graft was used as the treatment plan for the coverage of Miller's class I 

recession associated with tooth #31. 

 

2.1. Recipient site preparation  

Before starting with the surgical procedure, the patient was advised to use antiseptic mouth-rinse. 

Two horizontal incision lines are drawn at the level of the cervico-enamel junction to determine 

the vertical length of the recipient bed, and two vertical incision lines are drawn on both the 

mesial and distal sides to determine the mesio-distally dimensions of the recipient bed.. After 

preparing recipient site on the mesial and distal aspect bed is also prepared in the apical direction 

by deepening the vestibule. Vestibule is deepened 3-4 mm apical to recession. After vestibular 

deepening, epithelial layer is scrapped off with the help of BP blade #15. [Figure 1.c] 

Root prominence was diagnosed tooth #31 so some amount of tooth layer is removed and the root 

is contoured. After root contouring the root surface is treated with tetracycline and root 

biomodification is carried out.  

 

2.2 Donor site preparation  

The palate is selected as the donor site for the treatment of gingival recession. Graft is harvested 

from the distal aspect of premolar. After selecting the donor site required local anaesthesia is 

given. After that length and width of the donor site is selected according to recession site. Once 

the dimensions are selected shallow incision lines are given to mark the donor site. Care should 

be taken not to exceed the incision deep so as to avoid the injury to greater palatine artery. 

Approximately 1.5- 2 mm of graft thickness should be achieved while harvesting the graft. 

[Figure 1.d] In this particular case a haemostatic agent was used to stop the bleeding from palatal 

region. [Figure 1.e] In some cases stent, custom retainers, sutures or other haemostatic agents can 

also be used 

 

2.3 Placement of harvested graft on the recipient bed:  

Following graft harvesting, the graft is positioned directly on the recipient bed, with the graft 

aligning with the incision lines indicated on the recipient bed. And in the apical portion, the graft 

is placed in the deepened vestibule. Care should be taken not to flip the harvested graft that is 

epithelial side should be on the external surface and connective tissue surface should be on the 

inner side. Sutures are used to stabilise the graft after it has been placed. In this case, a total of 

four sutures are required to keep the graft in place. Two sutures were given to the periosteum and 

two sutures are given in the coronal portion to immobilise the graft. [Figure 1.f] After suturing is 

done the dead space present in between the placed graft and the recipient bed should be closed by 

giving the slight digital pressure on the placed graft. In some cases more sutures would be 

required to immobilise the graft in its position. The main aim of the suturing is to keep the graft 

in its original adapted position throughout the healing process. If the suture fails to immobilise 

the graft, then the result of the surgical procedure is altered or the graft failure can occur.  

After adaptation and suturing of the graft periodontal dressing is given. But before proceeding for 

the dressing a tin foil is cut in the shape of the graft so as to cover the graft surface. The main 

objective of placing the tin foil over the graft surface is to avoid the sticking of the graft to the 

given periodontal dressing and while removing the periodontal dressing in the follow-ups the 

graft should not be displaced or should not come out with periodontal dressing. The corners of 
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the tin foil are smoothened so as to avoid injury to the graft and surrounding tissue. [Figure 1.g] 

Periodontal dressing (Coe-pak) is given over the grafted site. Given periodontal dressing protects 

the harvested graft from external trauma and also stabilises the graft in its original positions.  

Patient is recalled after 7 days for follow-up. Healing of the tissue is observed. The healing 

observed was uneventful. Site was carefully cleaned. Sutures were not removed as resorbable 

sutures were given. [ Figure 1.h] 

Periodontal dressing was given for the second time for next seven days and patient is recalled to 

check the healing. Figure 9 shows healing of the graft after 9 months and it was uneventful. 

 

3. Discussion 

 

Various factors are responsible for causing the recession such as trauma from occlusion, 

orthodontic treatment, aberrant frenum and reduced vestibular depth, less thickness of the gingiva 

which hampered the plaque control. [10] 

There are studies which suggests that the sites where width of keratinised gingiva is less than 2 

mm, there the chances of gingival recession is more [11]. This could be a predisposing factor for 

the occurrence of labial gingival recessions during the orthodontic and/or retention phases. 12 ,13 

Various types of forces are applied to the tooth surfaces as well as the roots of the teeth, causing 

movement of the teeth such as intrusion, excursion of teeth, lateral, buccal, lingual/palatal 

movements, and tipping movements during space closure, which may lead to gingival recession 

or root surface exposure. In our case, recession was present before the orthodontic treatment 

because of trauma from occlusion but after the movement of teeth during orthodontic treatment 

the recession increased. 

 

4. Conclusion 

 

For the treatment of localised gingival recession, the free gingival graft procedure was selected. 

According to various reports, the success rate of the grafting procedure is about 70-85 percent 

after the procedure is completed (14, 15) While the surgical procedure's outcomes were based on a 

number of factors, we were able to achieve 90 percent root coverage in our case. 
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Figure legend: 

Figure 1: -  

1.a: pre-operative intraoral photograph 

1.b: pre-operative photograph showing miller’s class i recession 

1.c: recipient site 

1.d: harvested free gingival graft 

1.e: donor site with haemostatic agent (surgicel) 

1.f: free gingival graft and sutures placed. 

1.g: periodontal dressing given over tin foil. 

1.h: healing of the graft after 9 months 


