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ABSTRACT
Gingival recession (GR) is the most commonly seen problem in middle age and elderly population as well as periodontally
affected individuals. GR leads to various complications including dentinal hypersensitivity, root caries, and poor esthetic.
Many periodontal surgical procedures have been used for the treatment of GR but the most optimum outcomes are seen with
coronally advanced flap (CAF). Various regenerative materials such as sub-epithelial connective tissue graft, free gingival
graft, and platelet-rich fibrin (PRF) have been used with CAF to aid its clinical outcome. PRF membrane is easily available and
good regenerative potential becomes material of choice. Therefore, in this case series, our objective was to gain root coverage
in cases of Miller’s Class I and Class II GR using CAF with placement of PRF.
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INTRODUCTION

CASE REPORT

Gingival recession (GR) is an apical migration of the gingival
margin tissue relative to the cementoenamel junction (CEJ)
characterized by the exposure of the root surface. GR leads to
various complications including dentinal hypersensitivity, root
caries, and poor esthetic. Several factors influence the development
of marginal tissue recession including traumatic tooth brushing
technique trauma,[1] plaque-induced inflammation, tooth
alignment, orthodontics, restorative procedures, high muscle
attachment, and frenal pull.[2] GR has been treated by several
techniques so far for the coverage of isolated and multiple defects.[3]
In cases with adequate keratinized tissue, coronally advanced
flap (CAF) is a predictable surgical procedure in the treatment of
Miller’s Class I and II GR.[4] Platelet-rich fibrin (PRF) belongs to a
new generation of platelet concentrate with simplified processing
and without biochemical blood handling.[5] PRF is a platelet
concentrate which aids in the enhancement of early wound
healing and periodontal tissue regeneration�[6]
PRF is a polymerized matrix in which platelet, cytokines,
leukocytes, and various growth factors are present. Due to these
factors, PRF accelerates a supportive effect on the immune
system, cell migration, and proliferation.[7,8] It has the capacity for
regeneration of bone and accelerates soft-tissue wound healing.
The GR shown in this case report, was treated using autologous
PRF membrane combined with CAF.

A 25-year-old male patient came to the Department of
Periodontology and Implantology at Institute of Dental Sciences,
Bareilly, with good general health complaining of sensitivity in
upper tooth region. During clinical examination, Miller’s Class-I
GR was observed in relation to maxillary right canine [Figure 1].
Adequate width of keratinized tissue was presented apical to GR
on the facial aspect of the involved teeth.
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Investigation

Proper medical history was taken for any systemic complication.
Laboratory investigations including bleeding time, clotting time,
and hemoglobin level were performed.
Pre-surgical Therapy

The patient underwent Phase-I periodontal therapy which
included scaling and root planing 1 week before the surgery.
A calibrated UNC-15 periodontal probe was used to record the
baseline parameters. Recession depth was 2 mm, recession width
was 4 mm, and keratinized tissue width (KTW) was 3 mm for the
tooth.
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PRF Preparation

Surgical Procedure

The PRF was prepared strictly in accordance with protocol
established by Choukroun et al.[6]
• Intravenous blood was drawn before surgery from antecubital
vein in 10 ml sterile tubes which were centrifuged at 3000 rpm
for 10 min [Figure 2]
• After centrifugation, three distinct layers were observed in the
tube [Figure 3]
• Top layer containing supernatant serum
• Middle layer containing the fibrin clot
• The red blood corpuscles were seen in the bottom layer.
The fibrin clot was taken out using sterile tweezers and was
separated from the red blood corpuscle base using scissors and
then placed in a sterile dappen dish. The fibrin clot was compressed
using sterile gauze pieces to remove its serum content leading to
the formation of a PRF membrane before its placement in the
surgical area [Figure 4].

Proper isolation of the surgical field was done. Operative site
was anesthetized using 2% lignocaine with 1:80,000 adrenaline.
Incisions were given by 15 no. blade.
• Mesial and distal vertical releasing incisions were made at line
angles of the adjacent teeth and were coronally connected using
horizontal intrasulcular incision
• A full thickness flap was raised till the level of mucogingival
junction after the secondary incisions so that the flap can be
easily advanced coronally
• The base of the flap was undermined and separated from the
periosteum with scalpel
• The papillae were deepithelialized and the PRF membrane was
placed over the denuded root surface coronal to the CEJ and
apically 2–3 mm beyond the bony margin
• The flap was then coronally positioned and sutured at
0.5–1.0 mm coronal to CEJ. Suture was given with 4–0 nonresorbable braided silk suture to secure it coronally.

Figure 1: Class I gingival recession is present in the maxillary right
canine

Figure 2: Centrifugation machine

Figure 3: Platelet-rich fibrin prepared after taking 10 ml blood in
sterile tubes

Figure 4: Prepared platelet-rich fibrin membrane
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Gentle pressure was applied against the flap for 2–3 min to
secure a good adaptation. A periodontal dressing was applied to
protect the surgical area for 14 days.

brushing technique. Thus, proper diagnosis and examination
of the recession site is very important for better treatment
outcome.

RESULTS

CONCLUSION

No post-operative complications were reported by the patient
and uneventful healing was seen at the time of suture removal.
After 3 months, recession was completely covered and KTW
was 4 mm for the teeth. About 100% root coverage was noted
[Figure 5].

CAF is safe and effective technique for treating Miller’s class I GR
defects, as there is no need to create second surgical site to obtain
a graft. It has been observed by several studies that the gingival
biotype of the defect site also improves from thin to thick after PRF
placement with CAF. Further randomized controlled trials are
needed to ensure the promising results observed for the treatment
of Miller’s class I gingival recession

DISCUSSION
GR now presents a major esthetic concern due to the increasing
demand for cosmetic treatment. In our case report, complete
root coverage was observed with esthetic correction and
reduction of hypersensitivity which were in accordance with
Chambrone et al., 2012.[9] The present case report aimed at
treating Miller’s Class-I and GR. Various surgical procedures
are available for the treatment of recession defect such as
pedicle soft-tissue grafts, free soft tissue grafts, or combinations.
According to literature, the CAF has been shown to provide
better results for covering exposed root surface over other
surgical procedures.
The results of the present case series reported that CAF
with PRF membrane was effective in coverage of the isolated as
well multiple GR defects. The previous studies done by Padma
et al. (2013) showed 70% mean root coverage at 3 months
and 100% RC at 6 months postoperatively. These results are
comparable to the results of our study. Therefore, CAF along
with PRF showed promising results in correction of GRs.[10-12]
Various other factors can also determine treatment outcome
which include root prominence, tooth position, vestibular
depth, high frenal pull, gingival thickness, as well as tooth

Figure 5: Three-month follow-up showing full coverage in the defect
area
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