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Introduction 

Gingival recession is the displacement of the gingival 

margin apical to the cemento-enamel junction resulting in the 

exposure of root surface.1 Besides compromised esthetics, 

gingival recession also results in a variety of other problems 

such as root hypersensitivity, a higher incidence of root caries 

and diminished plaque control, thus necessitating treatment.2 

Gingival Recession is observed more frequently on the 

labial/buccal surfaces of the teeth.3,4,5 

Etiology of Gingival Recession:6 

It has been associated with many factors such as: 

1. Inflammatory periodontal disease (considered as the 

principal etiologic factor). 

2. Ageing. 

3. Developmental anatomic abnormalities (dehiscences, thin 

bony plates, high frenum attachments). 

4. Malalignment of teeth.  

5. Trauma while toothbrushing. 

6. Deleterious habits (pressure from foreign objects, 

fingernails, pencils, hairpins). 

7. Iatrogenic factors (Doctor-Induced)-  such as orthodontic 

forces, pressure from bands, arch wires, clasps, subgingival 

restorations, post periodontal surgery. 

Gingival Recession and Tissue Biotype 

Gingival recession involves loss of both soft tissue as well 

as hard tissue. The probability of gingival recession is more 

when the thickness of gingiva is less. A thicker gingival tissue 

is more stable and provides better resistance against recession. 

According to McFall, tissue thickness in the recipient site and 

the donor site are key factors in how mucogingival defects are 

treated.7 An initial gingival thickness was found to be the 

most predictable factor for predicting the success of complete 

root coverage procedures.8 There is a correlation between flap 

thickness and complete root coverage.9 

The thickness of the gingiva in the facio-palatal 

dimension has been described as gingival biotype10 which is 

classified commonly as thick, normal and thin. It has been 

quoted in several studies that a thick biotype is more resistant 

to recession. Since studies have concluded that the thickness 

of the gingiva plays a vital role in development of 

mucogingival problems and in the success of treatment for 

recession and wound healing, assessment of gingival thickness 

is relevant to clinical periodontics.11 It has also been shown 

that subjects with thin marginal tissue are more prone to the 

development of mucogingival problems, particularly in case of 

thin underlying bone. 

Classification of gingival recession 

Several classification systems have been proposed in the 

literature in order to facilitate the diagnosis of gingival 

recession.  

Sullivan’s and Atkins in 1968 classified recession into four 

categories.12 

1. Shallow – Narrow 

2. Shallow – Wide 

3. Deep – Narrow 

4. Deep – Wide 

Mlinek et al in 1973 classified recession as, 6 

1. Shallow-narrow clefts as being <3 mm in both dimensions. 

2. Deep-wide defects as being >3 mm in both dimensions. 

Miller’s classification of gingival recession.13 

Four types of recession defects were categorized on the 

basis of evaluation of the soft and hard periodontal tissues. 

Class I – Marginal tissue recession does not extend to the 

mucogingival junction (MGJ). There is no periodontal loss 
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ABSTRACT 
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of dent i stry.  Gingival  recession i s  defined as the ora l  exposure of the  
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denta l  aesthet ics.  I t  has been assoc ia ted wi th  many fac tors such as 

inf lammatory per iodontal  disease,  developmenta l  ana tomic  

abnormal i t ies (aberrant  frenal  at tachment,  thin bony plate) ,  too thbrush  

injury,  tooth malposit ion and iatrogenic factors.  Among t he var ious  

trea tment modal i t ies fo r  root  coverage,  Coronally Advanced Flap (CAF)  

procedure demonstra tes a  high percentage of root  coverage wi th a  high 

predic tab il i ty and wi thout s igni f icant  post -surgical  complicat ions .  

Management o f  gingival  recession usin g Choukroun’s Magic  Wand i .e .  

Plate le t  Rich Fibr in a long wi th CAF, undoubtedly i s  a  promising 

trea tment modal i ty for  root  coverage  in  vogue  and should defini te ly be  

exp lored in future.  
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(bone or soft tissue) in the interdental area and 100% root 

coverage can be anticipated. 

Class II - Marginal tissue recession that extends to or beyond 

the MGJ. There is no periodontal loss (bone or soft tissue) in 

the interdental area and 100% root coverage can be 

anticipated. Class III - Marginal tissue recession that extends 

to or beyond the MGJ. Bone or soft tissue loss in the 

interdental area is present or there is malpositioning of the 

teeth, which prevents the attempting of 100% of root 

coverage. Partial root coverage can be anticipated. 

Class IV - Marginal tissue recession that extends to or 

beyond the MGJ. The bone or soft tissue loss in the interdental 

area and/or malpositioning of teeth is so severe that root 

coverage cannot be anticipated. 

Ahajan's modification of Miller's classification.
14 

1. Class I:  Gingival tissue recession not extending to muco-

gingival junction. 

2. Class II:  Gingival tissue recession extending to muco-

gingival junction or beyond it. 

3. Class III:  Gingival tissue recession with bone or soft-tissue 

loss in interdental area up to cervical 1/3 of root surfaces 

and/or malpositioning of the teeth. 

4. Class IV:  Gingival tissue recession with severe bone or soft 

tissue loss in interdental area greater than cervical 1/3 of root 

surface and/or severe malpositioning of teeth. 

Prognosis according to Mahajan's modification 
BEST      - Class I and Class II with thick gingival profile. 

GOOD    - Class I and Class II with thin gingival profile. 

FAIR       - Class III with thick gingival profile. 

POOR     - Class III and Class IV with thin gingival profile. 

Management of gingival recession with choukroun’s magic  

Wand- PRF 
Treatment modalities for root coverage can be classified 

as pedicle grafts, free soft-tissue grafts or a combination of the 

two. Among the soft-tissue grafts, the subepithelial connective 

tissue graft combined with or without a coronally advanced 

flap (CAF), is the most widely used and predictable technique 

in the esthetic treatment of gingival recession.
15 

The goals of 

treatment are to restore the tissue margin to the CEJ and to 

create a normal gingival sulcus with functional attachment.
 

Among these treatment modalities, root coverage with 

coronally advanced flap holds the most promising results and 

hence could be considered as the ―gold standard‖ procedure in 

the treatment of gingival recession defects.
16 

Although CAF has been regarded as gold standard yet 

long term studies have shown post-operative recurrence of 

recession.
17

 One of the reasons for recurrence can be the 

presence of thin tissue at the site of recession so an attempt to 

increase the thickness of mucosa can prevent chances of 

recurrence. For this purpose subepithelial connective tissue 

graft (SCTG) can be used. But SCTG has got its own 

limitations, such as lack of graft availability, need for a second 

surgical site, proximity to palatine neurovascular complex and 

unaesthetic tissue contour at the recipient site. To overcome 

these limitations and to accomplish optimum root coverage by 

increasing the thickness of mucosa, many newer generation 

biomaterials have been proposed such as EMDOGAIN, 

Amnion-Chorion allograft, Platelet Rich Plasma etc. But they 

have certain drawbacks such as lack of availability, cost-

effectiveness, difficulty of preparation etc. which make them 

less favourable. A more favourable biomaterial is the 

autologous Platelet Rich Fibrin clot (PRF) which has the 

advantages of ease of preparation/application, minimal 

expense, and lack of biochemical modification i.e. no bovine 

thrombin or anticoagulant is required.
18 

Platelet Rich Fibrin 
Platelet-rich fibrin (PRF), a second generation platelet 

concentrate, developed in France by Choukroun et al. (2001) 

was initially intended for specific use in oral and maxillofacial 

surgery.
19

 It is widely used to accelerate soft and hard tissue 

healing. PRF consists of an intimate assembly of cytokines, 

glycan chains and structural proteins enmeshed with a slowly 

polymerized fibrin meshwork. These biochemical components 

have well known synergistic effects on healing processes. 
 

Method of Preparation 

10 ml of blood is drawn intravenously from the 

antecubital vein of each patient and centrifuged by using a 

temperature controlled centrifuge machine for 10 minutes at 

3000 revolutions per minute (rpm). (Fig.1) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 1. PRF preparation 

The resultant product consists of three layers. 

• Platelet poor plasma supernatant.  

• Platelet rich fibrin in the middle layer.  

• Red blood cells at the bottom. 

 Because of the absence of an anticoagulant, blood begins 

to coagulate as soon as it comes in contact with the glass 

surface. Therefore, for successful preparation of PRF, speedy 

blood collection and immediate centrifugation, before the 

clotting cascade is initiated, is absolutely essential.  

 PRF can be obtained in the form of a membrane by squeezing 

out the fluids in the fibrin clot. PRF is separated from the other 

two layers. PRF can be obtained in the form of a membrane by 

squeezing out the fluids in the fibrin clot. Then it is placed 

over the denuded root surface. 

Discussion 

A recent innovation in dentistry is the preparation and use 

of platelet concentrates such as platelet rich plasma (PRP) and 

platelet rich fibrin (PRF), a concentrated suspension of growth 

factors found in platelets. These growth factors are involved in 

wound healing and are postulated as promoters of tissue 

regeneration. Using platelet concentrates, is a way to 

accelerate and enhance the body’s natural wound healing 

mechanisms. Platelets contain important growth factors that, 

when secreted, are responsible for increasing cell mitosis, 

increasing collagen production, recruiting other cells to the 

site of injury, initiating vascular in-growth, and inducing cell 

differentiation.18,19
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One of the main differences between fibrin adhesives, 

PRP and PRF is attributable from the gelling mode. PRF 

belongs to a new generation of platelet concentrates with 

simplified processing. PRF preparation techniques require 

neither anticoagulant nor bovine thrombin. Clinical 

implications and advantages of PRF membrane as graft 

material are related to advanced tissue healing postoperatively. 

Similarly, the exposure of root surface to PRF provides a 

scaffold for cell migration, proliferation and upregulation of 

collagen synthesis in the extracellular matrix. Platelet 

degranulation releases various growth factors like platelet- 

derived growth factors (PDGFs), transforming growth factor - 

beta (TGF-β), vascular endothelial growth factor (VEGF), and 

epidermal growth factor (EGF), insulin like growth factor-1 

(IGF-1) which promotes regeneration, rapid angiogenesis and 

easier remodeling of fibrin in a more resistant connective 

tissue, thereby enhancing wound healing. PRF has also shown 

to improve the final esthetic result of periodontal soft tissues 

along with hard and soft tissue maturation when used in 

conjunction with various root coverage procedures.20 

Conclusion 

Among the various treatment modalities of root coverage 

Coronally Advanced Flap (CAF) procedure demonstrates a 

high percentage of root coverage with a high predictability and 

without significant post-surgical complications. The root 

coverage gained by this technique has been reported as stable 

over long term.21 

Therefore, CAF procedure has commonly served as ―gold 

standard‖ to evaluate the safety and results of new root 

coverage techniques. CAF has been frequently used because 

of its demonstrated advantages, which improved color 

blending and high degree of clinical success. 

Management of gingival recession using Choukroun’s 

magic wand i.e. PRF undoubtedly is a promising treatment 

modality for root coverage in vogue and should definitely be 

explored in future. More well-designed and properly 

controlled studies are needed to provide solid evidence of 

PRF's capacity for and impact on wound healing, soft tissue 

reconstruction and augmentation procedures, especially in 

periodontal therapy. 
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