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Abstract

Receding gum line is common condition with diverse etiology, one being periodontitis and the other principally linked to me-

chanical factors, mainly tooth brushing. Mucogingival surgical management have better prognosis if reason for recession being

mechanical factors in contrast to periodontal disease induced etiology. Prognosis based classification proposed by Miller sug-
gest a good to excellent for type I and II whereas for remaining types the prognosis is less. Among various periodontal plastic
surgery procedures, a sub epithelial connective tissue graft [SCTG]| do have better predictability. This case report presents a
clinical scenario where lateral sliding flap procedures was employed in conjunction with Subepithial connective tissue graft in
class IIT type of Millers recession with a keyobjective to benefit petiodontal health through reconstruction of damaged /lost
tissues thereby improving patient’s appearance. Post-op evaluation, demonstrated an upsurge in the soft tissue volume and

increase of keratinized tissue.
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Introduction

Recession of gingiva can happen to people of all ages. It occurs
even if a person takes good care of their teeth. Periodontal health,
esthetics and comfort are compromised when marginal tissue re-
cessions are present. Receding gums can pose problem for health
of the dentition. With regard to health of the periodontium, the
recession act as a local transforming factor for initiation and de-
velopment of periodontal disease, as the normal gingival scallop-
ing outline is affected making it more prone for increased plaque
accumulation also leading to compromised esthetics [1]. End re-
sult will loss of patients comfort due to dentinal hypersensitivity
caused by exposed root surface that ensues [2]. Esthetics, sensitiv-
ity of root, prevention and management of root caries, periodon-
tal disease are among the various indications where root coverage
procedures are employed |3, 4|. Numerous surgical methods are
used for root coverage such as pedicle graft - coronally advanced
flap, laterally positioned and double - papilla, free gingival and
sub epithelial connective tissue graft, guided tissue generation or
an amalgamation of these techniques. However the selection of
appropriate technique is grounded on assessment of factors such
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as width and height of the defect and state of interproximal gin-
giva and underlying bone which are determining factor to grasp a
good prognosis.

Laterally positioned flap [LPF] mostly used on mandibular teeth
for isolated recession, where the neighboring tooth act as a donor
site for the flap to be positioned laterally to cover the defect. The
coronally positioned flap [CPF] technique used on maxilla is one
of the pioneers meant for root coverage with the advantage of
not being technique sensitive and doesn’t require procuring the
donor tissue thereby reducing the morbidity of the same. Even-
though the above mentioned when used alone presented varying
rates of success, the predictability of the outcome is questionable.
Sub Epithelial connective tissue graft [SCTG] for root coverage
was first proposed by Langer and Langer (1985) who initially out-
lined the protocol was later modified with variations for achiev-
ing success [5]. SCTG is the most studied technique because of
final color accomplished and which presents the most predictable
root coverage [0, 7]. Marginal tissue recession was proposed by
Miller in 1985 [8] where a higher degree of soft tissue as well as
bone loss were noticed on Class IV followed by class III where

Senior Lecturer, Department of Periodontics, Faculty of Dentistry, AIMST University, JalanBedongSemeling, Kedah, DarulAman, Malaysia 08100.

Tel: + 60164055204
E-mail: rajecvarun80@gmail.com

Received: September 22, 2020
Accepted: October 21, 2020
Published: November 10, 2020

Citation: Rajeev Arunachalam, Vini Rajeev, Sivadas Ganapathy, Vaishnavi Vedam. Management of Isolated Areas of Gingival Recession using Lateral Sliding Flap Sandwiched with
Sub Epithelial Connective Tissue Graft - A Case Report. Int | Dentistry Oral Sci. 2020;7(11):981-984. doi: http://dx.doi.org/10.19070/2377-8075-20000195

Copyright: Rajeev Arunachalam®2020. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted use,

distribution and reproduction in any medium, provided the original author and source are credited.

Rajeev Arunachalam, Vini Rajeev, Sivadas Ganapathy, Vaishnavi Vedam. Management of Isolated Areas of Gingival Recession using Lateral Sliding Flap Sandwiched with Sub Epithelial Con-

nective Tissue Graft - A Case Report. Int | Dentistry Oral Sci. 2020;7(11):981-984.

9381



http://scidoc.org/IJDOS.php
http://dx.doi.org/10.19070/2377-8075-20000195

the grade of prognosis is much lesser in terms of root coverage
achieved after surgery.

The present case report depicts two case scenatios using SCTG
in combination with laterally positioned flap as well as to demon-
strate the success predictability of the technique when indicated.

Case Report

A male patient 22yrs old , systemically health, non-smoking, pre-
sented to Department of Periodontics with a chief complaints
sensitivity at tooth #37 [Figure 1] to hot and cold food stuffs.

After examination, the probable etiological factors were demar-
cated as faulty and traumatic tooth brushing technique. Clinically,
the tooth presented a marginal tissue recession of about 3 mm
from cemento-enamel junction [CEJ], with of probing depth not
more than 2 mm on the mesial root of second mandibular molar.
Lateral Sliding Flap [LSF|coupled with Sub Epithelial connective
tissue graft [SCTG] was planned forroot coverage.

Prior to surgery patient was advised to rinse with 0.12% aqueous
solution chlorhexidine digluconate. Thorough scaling and root
planing was done on #37 under local anesthesia [LA] to get rid of
the infected and exposed cementum.

Preparation of recipient site is done through horizontal incision-
sdirected into the gingival margin and interdental papilla of the
36 tooth region [donor site]. A vertical relieving incision is made
in an apical course from the gingival margin at the distal surface
of the donor site to a sulcular position, which to some extent

surpasses that of the defect to be concealed. [Figure 2]. A pat-
tial thickness flap is raised conserving the periosteumunharmed.

[Figure3].

Once the receptor site was prepared, the SCTG was obtained
from the palate; through the window technique two parallel in-
cisions were given: one perpendicular to the tooth axis and the
other parallel to the bone surface, extending up to the preferred
graft height [Figure 4].

The graft was adjusted onto the recipient site [Figure5]and stabi-
lized with absorbable sutures (5-0 Vicryl, J&J Ethicon, USA). In-
order to position the flap coronally over the graft and to enhance
graft’s stabilization on the recipient area a suspensory silk suture
was given along with complementary sutures [Figure 6]. The do-
nor site was also sutured with 4-0 silk thread.

Patient was cleared with post-operative instructions and prescrip-
tions for five days to avoid post-operative discomfort. Patient was
recalled after one week for check-up. The surgical site was in-
spected for uneventful healing. There was no post-operative com-
plication and healing was satisfactory. The defect created at the
donor site heals by secondary intention. Patient was educated to
use soft toothbrush for plaque control in surgical area. Patient was
monitored on weekly schedule postoperatively, to ensure good
oral hygiene in the surgical site. The re-evaluation of this area at
6 months follow-up showed no recurrence [Figure.7, Figure 8].

Discussion

Currently there are various techniques for root coverage but it

Figure 1. Gingival Recession in relation to mesial root of lower mandibular molar [37].

Figure 3. Recipient
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Figure 4. Sub Epithelial Connective Graft Harvested Using Trap Door Technique.

Figure 6. Sutures placed covering the recession.

is often challenging to foresee the accomplishment rate of root
coverage techniques since the coverage depends on numerous
factors, including the type and location of the recession and the
method used. The root coverage attained in the current study,
using LSF shared with SCTG, were around 60%-85% and were
in agreement with the outcomes of previous studies [9]. The case
designated in the current report was the Miller class III case with

substantial interproximal bone loss, with isolated deep and wide
defects. The involved teeth also had aninadequatequantity of
keratinized gingiva, thus causing difficulty in coronally reposition-
ing the flap to completelyshield the tissue graft. Even though it has
been proved on literature that the tissue graft can be left exposed
in certain circumstances |10], the clinical risk of having an uneven
gingival margin cannot be ruled out [3]. Therefore, LSF looks like
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to be a better option to coronally advanced flap [CAF] in these
progressive gingival recession cases. Lateral sliding flap can make
sure that connective tissue graft is fully concealed by the gingival
flap and also enhances healing by providing adequate blood sup-
ply laterally to upsurge the plasmatic circulation [11]. LSF is usu-
ally advised in isolated areas of recession when adequate length,
width and depth of keratinized tissue is available on the neighbor-
ing donor area of gingival recession [12].

In the present clinical report the SCTG was positioned 2.5- 3 mm
above the bone level in the interproximal area which was centered
on the notion of biological width supporting the tooth and not
merely following the cementoenamel junction level, which is the
anticipated level of full root coverage as the complete coverage of
the root in Miller class I1I cases is not normally expected.

Based on study done by Esteibar JR et.al full coverage of root
in Miller class III recession could only be attained under specific
circumstances where there is proper integrity if the interdental
gingiva, loss of the interproximal bone not more than 3 mm, the
thickness of the graft greater than 2mm and the width of the
recession defect not exceeding 3mm [13]. For achieving complete
root coverage one of the most important criteria should the di-
mension and stability of the laterally sliding flap because adequate
blood supply to the coronal portion the flap is ensured if dimen-
sions are wider.Literatures from previous studies have revealed
that with suitable case selection the LSF is an effective technique
in handling isolated recession scenarios [14].

In this clinical report the esthetic outcome post -surgically was
agreeable for the patient. The ancillary outcome variables were
reduced root sensitivity, post-operative patient pain recession re-

https://scidoc.org/IJDOS.php

SCTG. 80% root coverage was achieved. Final outcome of the
present case report showcases that LSF when sandwiched with
SCTG can be an effective management option in attaining soft
tissue coverage of root as well as improvement in clinical attach-
ment level in Millet’s class III recession defects.
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