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Abstract:

Background: Apical shifting of marginal gingiva results  into gingival recession whether occuring locally or in 

generalized form  is a common and undesirable condition. Treatment results and prognoses  of Miller's Class 

IV gingival recession defects using presently available surgical techniques are not satisfactory. The present 

case was done with aim and objective of  establishing  a new technique for the root coverage of severe gingival 

recession defects (Miller's Class IV) using a new donor site which provides tissue with adequate blood supply 

i.e. pedicled buccal fat pad (PBFP). 

Methods: An incision was given in the base of the buccal flap at the level of the maxilliary left second molar 

through which PBFP was harvested and adopted to the buccal surface of maxilliary left first molar and sutured. 

Results: A clinically significant coverage of denuded root with adequate amount of keratinized gingiva was 

established. PBFP was completely epithelialized after 6 weeks resulting into formation of healthy keratinized 

mucosa.

Conclusion: The PBFP technique is simple and easy to perform. In future it may be considered as a novel 

approach for the coverage of severe gingival recession defects (Miller's class IV) of the maxilliary posterior 

molar teeth.
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Introduction

Gingival recession is a common and undesirable 

finding and its prevalence, extent and severity 

increases with age and more prevalent in males. It is 

defined as the displacement of the marginal gingival 

tissue apical to the cemento-enamel junction with 

exposure of the root surface to the oral 
1environment . It may be physiologic or pathologic. 

However the concept of physiologic recession is not 

accepted at present. The mechanism by which 

gingival recession occurs is still unclear; however, it 

seems that gingival recession probably occurs in the 

presence of inflammation and tissue destruction in 

plaque-induced periodontal disease and due to 

faulty brushing habits . Gingival recession leads to 

exposed root surface which are succeptible to 

caries, sensitive to thermal stimuli and also abrasion 

and erosion of cementum occur. Hyperemia of pulp 

and associated symptoms may be present.

Multiple techniques have been developed to achieve 
2-5predictable root coverage . Gingival augmentation 

procedure can be performed either apical to 
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recession or coronal to recession through multiple   

procedures. The present case was done with aim 

and objective of establishing  a new technique for 

the root coverage of severe gingival recession 

defects (Miller's Class IV) using a new donor site 

which provides tissue with its own  blood supply i.e. 

pedicled buccal fat pad(PBFP) and to increase the 

predictability and to reduce patient discomfort 

including number of surgical sites and also trying to 

provide highest level of patient satisfaction in term 
6

of esthetics, colour and blending of grafted tissue . 

Therefore a graft which can be harvested from the 

adjacent area of the recession defect with its own 

blood supply may be the suitable autograft for the 

root coverage. 

Methods

A 35 yrs old female patient reported to the 

department of Periodontology with the complaint of 

increasing thermal sensitivity in left back region of 

upper jaw  and visibility of  root in the   concerned 

area since 2 years approx.  After thoroughly 

reviewing the patient clinical history and taking out 

a detailed examination, a diagnosis of chronic 

generalized periodontitis with Miller's class IV 

gingival recession(Fig.1&Fig.2 with UNC 15 & 

Nabers probe respectively) in relation to left 
stmaxillary 1  molar was made. It was decided to 

carry out surgical procedure for the management of 

gingival recession.

Initial therapy included patient education and 

motivation for the maintenance of good oral hygiene 

and thorough scaling and root planing. Patient was 

advised for OPG and I.O.P.A.  X- ray in relation to left 
st

maxillary 1  molar. X-ray findings revealed 

generalised bone loss which was maximum in 
strelation to left maxillary 1  molar. A complete blood 

profile was done in which all parameters were in 

normal range. Patient was recalled after two weeks 

for surgery.

Surgical Procedure

The entire procedure was explained to the patient 

and his family in advance. A written consent was 

obtained. On the day of surgery, the patient was 

made comfortably seated on the dental chair. Part 

preparation was done using 5% providone iodine 

solution. After giving local anesthesia, the exposed 

root surface and furcation defect was thoroughly 

planed to remove any deposits on the surface. 

Recipient bed was prepared by removing 1mm of 

gingival collar of tissues around the recession area 

with the help of no. 15 blade. Horizontal incision 

extending approx. 2cm was made through the 

mucoperiosteal flap at the base of the buccal flap 

that extended backward from above the upper 

second molar tooth and allowed access to the PBFP 

(Fig.3). Blunt dissection through the buccinator and 

loose surrounding fascia allowed the PBFP to be 

exposed into the mouth (Fig.4) without disrupting 

the vascular plexus and capsule with wide base as 

possible so that PBFP is widely spread over the 

maxillary roots (Fig.5). The vascularised flap was 

sutured and immobilized to the buccal surface of the 

upper left first molar and sutured to the mucosal 

edges (Fig.6).
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Pre operative

Intra operative 

Fig.3 Horizontal incision Fig.4 PBFP harvested

Fig.1 Preoperative
with UNC 15 probe

Fig.5 PBFP placed
on recession area Fig.6 PBFP sutured

Fig.2 Preoperative

with Nabers probe
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The post surgical instructions were given to the 

patient. Patient was advised not to brush the 

operated area and rinse the oral cavity with 10 ml 

aqueous 0.2% Chlorhexidine gluconate solution 

twice daily for two weeks. Patient was advised to 

take soft and liquid diet for first 24 hours after 

surgery and warm saline rinse from next day.  

Medications, Amoxicillin (500mg thrice daily),  

Diclofenac sodium  (50mg  thrice daily) for 5 days  

were given to the patient and recalled after one 

week (Fig.7). 

Postoperative healing was uneventful. After 10 days 

sutures were removed. The patient was recalled 

after 3 months for the evaluation of the treatment 

outcome by the technique described above (Fig.8).

 The Pedicled  Buccal Fat Pad technique is simple 

and easy to handle. It may also be considered a novel 

application with promising results for the root 

coverage of severe gingival recession defects that 

may provide a considerable amount of keratinized 

tissue used for root coverage of the upper posterior 

molar teeth.

Results  

After one week, the color of PBFP changed to 

reddish pink, because fat tissue was replaced by 

granulation tissue with the cells that migrated from 

the margins of the flap. Discrete areas of 

epithelialization were seen 3 to 4 weeks 

postoperatively with shrinkage of PBFP. PBFP was 

completely epithelialized after 6 weeks resulting 

into formation of healthy keratinized mucosa.

Discussion 

Root coverage of severe gingival recession is 

becoming an important aspect in clinical 

periodontology because of the increasing demand 

for cosmetic and functional treatment. Therefore, 

only surgical procedures that provide a very high 

percentage of complete root coverage should be 

included in mucogingival plastic surgical 

procedures. Moreover, excessive thickness or poor 

color blending of the surgically treated areas, such 

as those resulting from a soft tissue graft, may be 

limitations of the procedure in some cases.

Sites exhibiting Millers IV gingival recession are not 

suitable for treatment with surgical root coverage 

techniques, and their prognoses are very poor with 
7,8

current techniques . Different pedicle grafts 

techniques have been used to treat gingival 

recession using the vascularity of the graft by its 

pedicle design, such as the laterally positioned 
9

pedicle graft  and the coronally positioned pedicle 
9 10

graft. Nevins and  Cappetta  and Allen and Miller  

recommended that the width of the laterally 

positioned pedicle graft should be three times the 

width of the root area to be covered, have atleast ≥3 

of gingiva in an apicocoronal direction and have 

adequate thicknes in the donor site. Although fat 

tissue cannot induce osteoblast, the PBFP graft has a 

strong resistance to infection ,with little necrosis 

and absorption. The epithelium of local mucosa can 

regenerate upon the surface BFP forming a new 
11,12-14

mucosa which restores the missing part.

Conclusion 

The PBFP technique is simple and easy to perform. 

In future it may be considered as  a novel approach 

for the coverage of severe gingival recession defects 
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POST OPERATIVE 

Fig.7 Postoperatively one week

Fig.8 Postoperatively 3 months
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(Miller's class IV) of the maxilliary posterior molar 

teeth. It may allow protection against further 

gingival recession and may be used for regeneration 

of the bone by different grafting materials. 
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