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ABSTRACT: 
Root coverage procedures are usually indicated to achieve better esthetics. Many different 

surgical procedures have been used to achieve root coverage with varying degrees of success. 

This case report suggests that the Coronally positioned flap (CPF) when used in combination 

with regenerative materials like Platelet rich fibrin (PRF) can attain both regeneration of 

functional attachment apparatus and root coverage.  
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INTRODUCTION: 

Gingival recession is defined as the 

displacement of the marginal tissue apical to 

the cemento-enamel junction(1). Marginal 

tissue recession are at a higher risk of buccal 

tactile and thermal hypersensitivity, root 

abrasion and deterioration of smile 

aesthetics (2).  

Several surgical modalities have been 

reported in literature for obtaining 

predictable root coverage. These procedures 

range from extensive  procedures like free 

mucosal grafts (3)  to simple procedures like 

coronally positioned flap (4,5,6). Coronally 

positioned flaps (CPF), in spite of having the 

benefits of predictable recession coverage 

with apparently satisfactory esthetic results 

(7, 8) have been found to be unstable on 

long term (9). Therefore CPF is frequently 

combined with various regenerative 

materials and biologic factors aiming to 

attain both regeneration of functional 

attachment apparatus and root coverage. 

Platelet-rich fibrin (PRF) is a second 

generation platelet concentrate. PRF 

predominantly consists of a fibrin matrix 

rich in platelet and leukocyte cytokines such 

as IL-1β, -4, and -6, and growth factors such 

as TGF-β1, PDGF-AB, and VEGF (10). The 

combination of fibrins and cytokines within 

PRF makes it a powerful bioscaffold with an 

integrated reservoir of growth factors for 

tissue regeneration (11).  

         In the case described in this article, the 

outcome of gingival recession therapy was 

compared using CPF alone or in conjunction 

with platelet rich derivative (PRF 

membrane) in a split-mouth design. 

  

CASE REPORT: 

A 32-year male reported to the Department 

of Periodontology, Faculty of Dental 

Sciences, KGMU with the chief complaint 

of unesthetic appearance in the maxillary 

front tooth region for 2 months. The patient 

was systemically healthy. He brushed twice 

daily with a soft toothbrush and toothpaste.  

Clinical examination revealed Miller's Class 

I recession in maxillary left lateral incisor, 

canine and premolar (test sites) and Miller's 

Class I recession in maxillary right lateral 

incisor, canine (control sites) [fig 1,2]. There 

was minimum amount of plaque seen and 

the gingiva was free of inflammation.  
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Initial therapy  
Initial periodontal therapy consisted of oral 

hygiene instructions and thorough scaling 

and root planing. After 4 weeks the patient 

was recalled and taking into consideration 

the amount of vestibular depth and the 

presence of optimal quantity of keratinized 

tissue available, CPF and PRF membrane 

combined with CPF was considered as the 

treatment option at control and test sites 

respectively. The purpose and design of the 

procedure was explained to the patient and 

an informed consent form was signed. 

Surgical procedure 

Intraoral antisepsis was performed using 

0.12% chlorhexidine rinse. Anesthesia was 

achieved with lidocaine 2.0% with 

1:100,000 epinephrine. For the control sites, 

the flap was started  with an intrasulcular 

incision at the vestibular aspect of the 

involved teeth and extended horizontally to 

the centre of the interdental gingiva, at CEJ 

level, mesial and distal to the defect. Two 

oblique apically divergent relaxing incision 

extending beyond the mucogingival junction 

complete the flap design. 

A full thickness trapezoidal mucoperiosteal 

flap was elevated until the crest of marginal 

bone was reached on the middbucal aspect 

of the tooth under treatment, then a split 

thickness flap was extended further apically 

to allow the flap to be positioned coronally 

at CEJ without tension.[fig3] 

The vestibular epithelium of the interdental 

papillae was removed to provide a proper 
wound bed for healing. Then the flap was 

coronally advanced so that the tissue margin 

slightly covered the CEJ . Flap was now 

sutured passively into position using 4.0 silk 

sutures (Ethicon) [fig 5,6]. A piece of dry 

foil was placed over the sutures. Area was 

covered with a non-eugenol periodontal 

dressing (Coe-Pak) 

For the test sites the procedure was identical 

to the one described, except for the addition 

of PRF .Prior to surgery, blood were drawn 

from the patient and placed in  anticoagulant 

free test tube and was  centrifuged. Blood 

was centrifuged using a tabletop centrifuge ( 

Systonic Lab and Scientific 

Instruments,INDIA) for 12 minutes at 3,000 

rpm. The PRF gel was compressed in order 

to obtain membrane. The PRF membrane 

was placed over the denuded roots[fig 4] 

The primary flap was then advanced 

coronally over the membranes and sutured 

delicately. 

Postoperative Protocol 

Patient was prescribed antibiotics, 

amoxycillin 500 mg (Cap Novamox LB) one 

capsule three times a day for 5 days and 

analgesics, ibuprofen and paracetamol 

combination (Tab Combiflam) one tablet 

three times a day for 3days. The patient was 

put on chlorhexidine mouthwash 0.2% 

(Hexidine) for 2 weeks. Patient was 

instructed to abstain from brushing and 

flossing until suture removal. They were 

also instructed to avoid any mechanical 

trauma to the treated sites. Both the dressing 

and sutures were removed 10 days after 

surgery.  

 

RESULTS: 
Postoperative review of test sites  at 6 weeks 

revealed complete  root coverage on all 

three teeth with restoration of physiological 

gingival contour as compared to control 

sites. [fig7,8] 

 

DISCUSSION: 

The objective of root-coverage procedures 

consists in the complete resolution of the 

recession defect, with minimal probing 

depths after treatment, along with an 

aesthetic outcome which results in a 

complete blending of tissue colour and 
texture of the treated area with the adjacent 

soft tissues (12).There is extensive data in 

the literature which provides an insight into 

the various surgical modalities used for the 

treating gingival recession. But limitations 

of these procedures are lack of 

predictability, compromised blood supply, 

postoperative discomfort, and postoperative 

morbidity. CPF is easy, more predictable 

and reliable surgical procedure for treating 

recession (2,13,14) and it also eliminates the 

need for second surgical site. The aesthetic 

results are competitively better than free 

autogenous soft tissue grafts. 
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Graziani F et al(14) reported in the 

systematic review that the best treatment in 

terms of root coverage (recession reduction)  

was associated with the usage of CPF and a 

grafting procedure. Grafting may provide a 

scaffold to support wound healing and an 

increase of thickness of the wound area, 

favouring coverage (15). This specific 

feature influenced the decision to use 

platelet concentrates(PRF) as the grafting 

material of choice in this case report. 

PRF is superior to other platelet concentrates 

like PRP due to its ease and inexpensive 

method of preparation and also it does not 

need any addition of exogenous compounds 

like bovine thrombin and calcium chloride. 

It is advantageous than autogenous graft also 

because an autograft requires a second 

surgical site and procedure. Platelet rich 

fibrin has been claimed to enhance soft 

tissue healing, promote initial stabilization, 

revascularization of flaps and grafts in root 

coverage (16,17). 

Significant root coverage noted at sites 

treated with CPF in conjunction with PRF in 

this report could be attributed to the fibrin 

matrix of  PRF which shows mechanical 

adhesive properties and biologic functions 

like fibrin glue: it maintains the flap in a 

high and stable position, enhances 

neoangiogenesis, reduces necrosis and 

shrinkage of the flap, and guarantees 

maximal root coverage(18). It also 

stimulates the gingival connective tissue on 

its entire surface with growth factors and 
impregnates the root surface with key matrix 

proteins for cell migration (fibronectin, 

vitronectin, and thrombospondin-1). 

 

CONCLUSION: 
PRF is significantly superior in treatment of 

gingival recession compared to Coronally 

positioned flap  alone. It may also provide as 

a useful substitute for connective tissue graft 

procedures for root coverage. 

Statement of Competing Interests: 
The authors have no competing interests. 

 List of Abbreviations: 

CPF : Coronally Positioned Flap 

PRF: Platelet Rich Fibrin 

 

 

REFRENCES 
1. The American academy of periodontology 

Glossary of periodontal terms. Third edition 

Chicago, 1992. 

2. Massimo de Sanctis, Marco Clementini.Flap 
approaches in plastic periodontal and implant 

surgery: critical elements in design and 

execution. J Clin Periodontol 2014;  41(s15) : 
S108–S122 

3. Paolantonio M, Di Murro C, Cattabrigo. 
Subpedicle connective tissue graft versus free 

gingival graft in the coverage of exposed root 

surfaces.J Clin Periodontol 1997 ;24: 51-56 
4. Allen EP, Miller PD. Coronal positioning of 

the existing gingival: Short term results in the 
treatment of shallow marginal tissue 

recession.J Periodontol 1989;60:316-319 

5. Harris RJ,Harris AW. The coronally 
positioned pedicle flap with inlaid margins: A 

predictable method of obtaining root coverage 

of shallow defects. Int J Periodontics 
Restorative Dent 1994;14:228-241 

6. Trombelli L, Tatakis DN, Scabbia A, 
Zimmerman GJ. Comparsion of mucogingival 

changes following treatment with coronally 

positioned flap and guided tissue regeneration 
procedures. Int J Periodontics Restorative 
Dent 1997;17:448-455 

7. Santana RB, Mattos CML, Dibart S. A clinical 

comparison of two flap designs for coronal 

advancement of the gingival margin: 
Semilunar versus Coronally advanced flap. J 

Clin Periodontol 2010; 37: 651-658 

8. Zucchelli G, Mele M, Mazzotti C, Marzadori 
M, Montebugnoli L, DeSanctis M. Coronally 

advanced flap with and without vertical 
releasing incisions for the treatment of 

multiple gingival recessions: A comparative 

controlled randomized clinical trial. J 
Periodontal 2009; 80: 1083-1094. 

9. Pini Prato G, Rotundo R, Franceschi D, Cairo 
F, Cortellini P, Nieri M. Fourteen-year 

outcomes of coronally advanced flap for root 

coverage: Follow-up from a randomized trial. 
J Clin Periodontol 2011; 38: 715-720. 

10. M. Dohan, J. Choukroun, A. Diss et al., 

“Platelet-rich fibrin (PRF): a second-
generation platelet concentrate. Part II: 

platelet-related biologic features,” Oral 
Surgery, Oral Medicine, Oral Pathology, Oral 

Radiology and Endodontology 2006; 101(3): 

45–50.  
11. Y. H. Kang, S. H. Jeon, J. Y. Park et al., 

“Platelet-rich fibrin is a bioscaffold and 
reservoir of growth factors for tissue 
regeneration,” Tissue Engineering A 2011; 17 

(3-4): 349–359. 
12. De Sanctis, M. & Zucchelli, G.  Coronally 

advanced flap: a modified surgical approach 



Divya J. et al. 

647 
International Journal of Medicine and Allied Health Sciences | 2015 | Vol 7 | Issue 2    E-ISSN: 2348-3229  

www.ijmahs.com 

for isolated recession-type defects: three-year 
results. Journal of Clinical 

Periodontology 2007; 34: 262–328. 

13. Santana, R. B., Mattos, C. M. & Dibart, S.  A 
clinical comparison of two flap designs for 

coronal advancement of the gingival margin: 

semilunar versus coronally advanced 
flap. Journal of Clinical Periodontology 

2010; 37: 651–658. 
14. Graziani F, Gennai S, Roldán S, Discepoli N, 

Buti J, Madianos P, Herrera D. Efficacy of 

periodontal plastic procedures in the treatment 
of multiple gingival recessions. Journal of 

Clinical Periodontology 2014; 41(s15):63-76  
15. Baldi, C., Pini Prato, G., Pagliaro, U., Nieri, 

M., Saletta, D., Muzzi, L. & Cortellini, 

P.  Coronally advanced flap procedure for root 
coverage. Is flap thickness a relevant predictor 

to achieve root coverage? A 19-case 
series. Journal of Periodontology 1999; 70: 
1077–1084. 

16. Aroca S, Keglevich T, Barbieri B, Gera I, 
Etienne D. Clinical evaluation of a modified 

coronally advanced flap alone or in 

combination with a platelet-rich fibrin 
membrane for the treatment of adjacent 

multiple gingival recessions: A 6-month 

study. J Periodontol. 2009;80:244–52.  
17. Choukroun J, Diss A, Simonpieri A, et al. 

Platelet-rich fibrin (PRF): A second-
generation platelet concentrate. Part IV: 

Clinical effects on tissue healing. Oral Surg 

Oral Med Oral Pathol Oral Radiol Endod 
2006;101:e56-e60. 

18. Del Corso M, Sammartino G, Dohan Ehrenfest 
DM. Re: ‘‘Clinical evaluation of a modified 

coronally advanced flap alone or in 

combination with a platelet-rich fibrin 
membrane for the treatment of adjacent 

multiple gingival recessions: A 6-month 
study’’. J Periodontol 2009; 80:1694-1697; 
author reply 1697-1699. 

 

 
Fig. 1       Fig. 2        Fig. 3        Fig. 4 
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Captions: 
Figure 1: Pre-operative view (control sites)  

Figure 2: Pre-operative view (test sites) 

Figure3: Intra-operative view (control sites) 

Figure 4: PRF membrane placed over denuded roots (test sites) 

Figure 5: Flap sutured (control sites) 

Figure6: Flap sutured (test sites) 

Figure7: Postoperative view after 6 weeks (control sites) 
Figure 8: Postoperative view after 6 weeks (test sites) showing complete root coverage 
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