
Abstract

Case Report

Introduction

Gingival recession is defined as an apical shift of the gingival 
margin (GM) with exposure of the root surface to the oral 
environment.[1] Gingival recession isusually measured as the 
distance from CEJ to the most apical extension of GM. It 
is caused by periodontal disease, aggressive toothbrushing, 
uncontrolled orthodontic movement, improper restorations, 
tooth malposition, and frenumpull. Root exposure resulting 
from gingival recession leads to tooth sensitivity, root abrasion, 
chemical erosion, root caries, and adverse esthetic.

Gingival recession is frequently associated with cervical 
wear (Non-carious Cervical Lesions [NCCL]).Non-carious 
cervical lesions (cervical wear) are defined as the loss of tooth 
substance at the cementoenamel junction.[2] These lesions 
include abrasion, erosion, and abfraction. Abrasion is the loss 
of tooth substance from factors other than tooth contact.[3] 
Tooth brushing has been implicated as a major cause, and many 
factors such asimproper or incorrect tooth brushing technique, 
excessive brushing force, harder bristle stiffness, increased 
brushing frequency, and higher abrasivity of toothpaste are 
contributory. Erosion is the loss of dental hard tissues by 
chemical action not involving bacteria.[4] Erosion can be either 
intrinsic or extrinsic based on the source of acid. Intrinsic 
sources of acids originate in the stomach and are associated 
with eating disorders, such as anorexia and bulimia nervosa,[5] 

or with acid reflux and regurgitation.[6] Extrinsic sources are 
acids contained in dietary components, such as carbonated 
soft drinks and fruit juices.[7,8] Abfraction is defined as the 
pathological loss of tooth substance caused by biomechanical 
loading forces that result in flexure and fracture of enamel 
and dentine at a location away from loading.[9,10] Abfraction 
is the loss of tooth structure when the cervical fulcrum area 
of a tooth is subjected to unique stress, torque, and moments 
resulting from occlusal function, bruxing, and parafunctional 
activity.[11,12] These flexural forces can act to disrupt the normal 
ordered crystalline structure of the thin enamel and underlying 
dentin by cyclic fatigue, leading to cracks, chips, and ruptures 
in the cervical region.[11,13]

NCCL can be treated by occlusal adjustment, toothbrushing 
instructions, and/or restorative procedures. Various restorative 
materials have been used in the management of NCCL. 
Composite restoration and more recently the resin based 
ionomer restorations have been successfully employed. These 
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conventional restorative techniques result in protection against 
further loss of tooth structure and sensitivity; however, they 
may not meet the esthetic demands of the patients. Despite 
the close association between gingival recession and NCCL, 
restorative procedures such as composite restorations are 
selected frequently as the single therapy to treat this condition. 
However, optimal functional and esthetic results may require 
the combined use of periodontal and restorative procedures. 
Periodontal procedures such as coronally advanced flap, 
combined use of connective tissue graft, and coronally 
advanced flap have been used to treat NCCL. Root coverage 
procedures can achieve GM at the level of CEJ and in gingival 
recessions associated with NCCL, this may still present dentin 
sensitivity, due to the NCCL that is exposed above the GM.[14-16] 
Hence, a combination of periodontal surgery for root coverage 
and restorative procedures for NCCL is a viable treatment plan.

Clinical Presentation and Case Management

A 27-year-old systemically healthy male was referred to the 
Department of Periodontology, Krishnadevaraya College 
of Dental Sciences and Hospital and research centre, 
Bangalore, based on their complaints (Dentinal hypersitivity/
DS and esthetic concern) with Miller Class I buccal gingival 
recessions, associated with NCCL, Teeth 14 was affected by 
NCCL and gingival recession (Figures  1 and 2). Different 
therapeutic options were also discussed with the patient, 
who understood pros and cons of each and signed a written 
informed consent. The patient initially received oral hygiene 
instructions to eliminate the traumatic hygiene habits related 
to the etiology of the recession.

The following clinical parameters were evaluated at baseline 
(before treatment), postoperatively 6  months, plaque index 
(PI), gingival index (GI), bleeding on probing (BOP), relative 
gingival recession (RGR), dentinal sensitivity (DS), and 
keratinized tissue width (KTW). The PPD, RGR, and KTW 
were measured using a PCP UNC 15 periodontal probe. Further 
patient was asked about the presence/absence of cervical 
sensitivity in the sites after a thermal stimulus.

Surgical Procedures

All surgical procedures were performed under aseptic 
environment. Subject was draped, perioral skin was disinfected 
using povidone-iodine 10% and was asked to rinse with 
chlorhexidine mouthwash 0.2% for 30 s. The surgical area 
was anesthetized with 2% lignocaine hydrochloride containing 
1:200000 adrenaline. Intrasulcular incision was made at the 
buccal aspect of the involved tooth followed by two horizontal 
incisions made perpendicular to the adjacent interdental 
papillae 1 mm apical to the level of the coronal border of the 
NCCL without interfering with the GM of the neighboring teeth. 
Vertical incisions were made each at the end of the horizontal 
incision extending beyond the mucogingival junction and a full 
thickness flap was raised up to the mucogingival junction, then 
from this point a partial thickness flap was elevated apically. 

The flap elevated was sufficiently made free of tension by 
eliminating all the muscle insertions present in the thickness of 
the flap to advance coronally as required. In the CTG+R site, 
the entire length of the non-carious cervical lesion was restored 
with resin modified glass ionomer restoration, following the 
manufacturer’s instructions. The defect was restored in such 
a way to mimic the original contour of the tooth. Following 
restoration, the adjacent papillae was deepithelialized and 
the CTG harvested from the palate was placed to cover the 
entire restored site. The CTG was stabilized with a sling 
suture, and then the flap was coronally advanced and sutured 
to completely cover the graft and a periodontal dressing was 
placed (Figures 1-4).

The connective tissue graft was harvested from palate using 
trap door incision technique as described by Edel in 1974.[17] 
Following a “trap door” flap design, a no.15 blade was used 
to make a partial-thickness horizontal incision with a bevel 
about 3 mm apical to the GM of the first premolar extending 
toward the first molar. Two vertical incisions were made 
mesiodistally. Tissue forceps are used to lift the prepared 
palatal flap edge. It is reflected toward the center of the palate 
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Figure 1: Pre-operative

Figure 2: CTG Secured over RMGIC
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and the underlying connective tissue exposed. An incision 
perpendicular to the bone is made around the edge of the 
connective tissue, facilitating connective tissue reflection 
from the bone. A periosteal elevator was used to retrieve the 
connective tissue. The CTG was placed in a saline while the 
palatal wound was sutured and stent was placed (Figure 2-4).

Post-operative healing was uneventful. Restorative procedure 
did not increase tissue inflammation or plaque accumulation. PI 
and GI were zero both at baseline and at the end post-operative 
6  months. There was a significant reduction in RGR from 
baseline to 6 months. At baseline, it was 6 mm which reduced 
to 4 mm postoperatively at 6 months. There was a significant 
increase in KTW from baseline to 6-month postoperatively At 
baseline, KTW was 3 mm which was increased to 4 mm. At 
baseline, patient chief complaint was DS which was absent 
postoperatively at 6 months (Figure 4).

Post-operative Instructions

•	 For the first 3 h after the operation, avoid hot food items 
to permit the dressing to harden. It is also convenient to 
avoid hot liquids during the first 24 h.

•	 Patient can try to chew on the non-operated side of the 
mouth. Semisolid or finely minced foods are suggested. 
Patient is instructed not to smoke as it may irritate your 
gums and the immunologic effects of nicotine may delay 
healing and prevent a completely successful outcome of 
the procedure performed.

•	 Patient is instructed not to brush over the pack. Brush and 
floss to be done over the areas of the mouth not covered 
by the pack. Use chlorhexidine oral rinses after brushing. 
During the 1st day, apply ice intermittently on the face in 
the operated area. It is also beneficial to suck on ice chips 
intermittently during the first 24 h. These methods will 
keep tissues cool and reduce inflammation and swelling.

Post-operative medications
Post-operative antibiotic consisted of Amoxicillin 500  mg 
3 times daily for 5 days. Post-operative analgesic prescribed 
was Ibuprofen 400 mg 3 times daily for 3 days. Chlorhexidine 
0.2% was prescribed twice daily for 14 days.

Post-operative follow-up
Initially, patients were recalled on 14th day for suture removal. 
Post-operative follow-up was satisfactorily done after 6 months.

Discussion

Over the years, numerous surgical techniques have been 
introduced to correct labial and gingival recession defects. 
Esthetic concerns are usually the reason to perform these 
procedures. Clinical studies have evaluated many of the 
techniques. Of the various techniques used, subepithelial 
connective tissue graft is considered as the gold standard in 
the treatment for coverage of denuded roots as it is the most 
predictable procedure compared to the other techniques.

The association of gingival recession with NCCL requires a 
combined periorestorative approach, as either of the approaches 
alone will not solve the purpose. Various clinical trials have 
been conducted to assess this combined trial including the 
comparison of restored and non-restored sites.[16,17-20] Limited 
data exist on the comparison of esthetic outcome and patient 
satisfaction of such combined treatment approaches.

Histological evaluation of the type of healing on the restored 
root surfaces needs to be evaluated. Dragoo observed 
histologically adhesion of fibroblasts and connective tissue 
to the restorations which are located in the subgingival 
sites in patients with large root lesions restored with resin-
modified glass ionomer materials.[21] Martins et al. analyzed 
the histological response of periodontal tissues to subgingival 
class V resin composite and resin-modified glass ionomer 
cement restorations and observed biocompatibility of all 
tested restorative materials. The formation of a long junctional 
epithelium was the predominant type of healing, with absence 
of connective tissue attachment and new bone formation onto 
the restorative materials.[22]

As the surgical sites were scaled and root planed in the 
preparatory phase, the PI, GI, and BOP were score zero at 
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Figure 3: Flap Sutured

Figure 4: Post-operative 6 months
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baseline. However, few areas did show the presence of BOP 
during the observation period of 6  months which was in 
agreement with the earlier studies.[18,23,24]

Thus, the present case report reaffirms that the presence of 
subgingival resin modified glass ionomer restoration did not 
negatively influence the periodontal health with no signs of 
gingival inflammation which was in agreement with earlier 
studies.[25-29] Regular patients follow-up, oral prophylaxis and 
oral hygiene instructions were instituted, helped to maintain the 
periodontal health. Resin modified glass ionomer restoration is 
well tolerated by the gingival tissues. The surgical procedure 
allowed control of isolation and a well contoured restoration. 
Dentinal hypersensitivity was nil. Excellent esthetic outcome 
was achieved. This goes again to reiterate that CTG achieved 
satisfactory root coverage and also the presence of RMGIC 
restoration in the NCCL does not affect the esthetic outcome.

Summary and Conclusion

The present case report indicates that the CTG combination 
with resin modified glass ionomer restoration is an effective 
method to cover NCCL with GR. Root coverage procedure have 
varied responses over a longer period of time; therefore, further 
studies with longitudinal observation to evaluate the stability 
of the results and if any creeping attachment is recommended.

Other surgical approaches and restorative materials also 
should be analyzed. Teeth with deeper recession and NCCL 
defect anatomy also should be assessed. Histologic reporting 
of the type of healing on restored root surfaces has not be 
evaluated profusely and further information on this is required 
and methods to enhance this retention needs to be researched. 
All treatments showed root coverage improvement without 
damage to periodontal tissues, supporting the use of CPF 
for treatment of root surfaces restored with RMGI as being 
effective over the 6-month period.
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