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The gingival recession is clinically defined as the
apical movement of the gingival margin to the ce-
mentoenamel junction (CEJ) (1). Histologically it
is characterised by the loss of connective fibres of
the periodontal tissue and alveolar bone (2). This
clinical condition is frequently noticed in the pop-
ulation and particularly among patients with high
oral hygiene standards. In fact, in addition to the
inflammation caused by the bacterial plaque, the
traumatic brush is considered one of the major
causes of gingival recession. 

Gingival recession increases with age; the inci-
dence varies from 8% among children to 100% in
the adult population with more than 50 years of
age (3). In addition to a wrong brushing technique
and the gingival inflammation, the dental malposi-
tioning can also cause recession. In fact the predis-
position to the recession is linked to the position of
the teeth in the dental arch, the dental-root angula-
tion and the mesiodistal curvature of the dental
surface. Teeth rotated, inclined or moved in the
buccal direction show an osseous lamina thinned
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SUMMARY
The surgical treatment of the multiple gingival re-
cessions
The growing emphasis on aesthetics puts the dentist be-
fore new requests for intervention aimed at improving the
smile not only in dental component but also in the gingi-
val. Infact, even among patients is now widespread
awareness that the beauty of the smile comes from bal-
ance existing, in the relations and proportions, between
the dental and gum component.
The development of plastic periodontal surgery tech-
niques increasingly sophisticated allows the dentists to
correct those deteriorations of the gingival tissues, such
as multiple recessions, which are responsible for trouble-
some increases of the dental sensitivity and aesthetic
worsening of the smile.
The description of a case report of multiple recessions
surgically treated with Zucchelli/De Santis’ technique
demonstrates that, having carefully selected patient, it’s
possible to resolve with a fine but not invasive surgery
these smile’s deteriorations.
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RIASSUNTO
Il trattamento chirurgico delle recessioni gengivali
multiple
La crescente attenzione per l’estetica pone l’odontoiatra
davanti a nuove richieste di intervento finalizzate a mi-
gliorare il sorriso non solo nella componente dentale ma
anche in quella gengivale. Infatti, anche fra i pazienti, è
ormai diffusa la consapevolezza che la bellezza del sor-
riso derivi dall’armonia esistente nei rapporti e nelle pro-
porzioni tra la componente dentale e quella gengivale.
Lo sviluppo di tecniche di chirurgia plastica parodontale
sempre più raffinate permette ai professionisti di correg-
gere quelle alterazioni dei tessuti gengivali, come ad
esempio le recessioni multiple, responsabili di fastidiosi
aumenti della sensibilità dentale e di peggioramenti este-
tici del sorriso. 
La descrizione di un caso clinico di recessioni multiple
trattato chirurgicamente con la tecnica di Zucchelli/De
Santis dimostra come sia possibile, dopo aver seleziona-
to con attenzione il paziente, intervenire precocemente e
risolvere con una chirurgia raffinata ma non invasiva
queste disarmonie del sorriso.

Parole chiave: recessioni gengivali multiple, chirurgia
plastica gengivale, estetica del sorriso.
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or reduced in height. Mastication or brushing pres-
sure, even moderate, damage the unsustained gin-
giva and causes recession (4).
The basis for surgical treatment of gingival reces-
sions are codified by the American Academy of
Periodontology: patients’ demand for aesthetic
reasons, reduction of root sensitivity, management
of caries or cervicular abrasions (5).
The treatment of gingival recession focuses on
covering the exposed surface of the dental root
and arrest the progressive loss of tissue. Several
mucogingival procedures have been used success-
fully including pedicle flaps procedure, implants
of free gingival grafts and coronally advanced
flaps procedure (6). It has been proved that reces-
sions treated with coronally advanced flaps recov-
er with the formation of a long epithelial junction
between the root surface and the covering tissue in
humans and animals (7-10). In fact only a small
fraction of the regeneration of variable extent has
been observed in the most apical portion of the ex-
posed root surface (7, 11, 12).
Mucogingival surgery can be satisfactory in the
coverage of the root although it doesn’t set a ma-
terial increase of the attachment apparatus. The re-
covery takes place mainly through a epithelial
junction. 
The strategy to increase gingival tissue dimen-
sions, in width and thickness, where the kera-
tinised tissue is considered clinically inadequate,
at present is not supported by enough scientific
studies which consider the dimension of the gingi-
val tissue as important to the prevent the gingival
recession and therefore this strategy as valid ther-
apeutic option (13, 14).
The clinical and histological results obtained in
the coverage of the recessions through coronally
advanced flaps procedure are analogous to the
ones obtained through lateral sliding flap proce-
dures and even in cases where the exposed root
has been citric acid conditioned results were dif-
ferent (15, 16).
Therefore, the objective of all of these mucogingi-
val procedures is simply to increase the quantity of
keratinised tissue achieving a valid coverage of
the root coverage equivalent to between 56% and
98% of the exposed root (17-22).

The case report showed below proves the effec-
tiveness of the Zucchelli/De Santis surgery tech-
nique in establishing the root coverage in patients
with gingival recessions compromising the aes-
thetic of the smile and the dental sensitivity.

Case report

The patient, a 37-year-old man with negative med-
ical history and non-smoker, came for a visit suf-
fering from gradual gingival recessions which was
causing a deficit in his smile and was increasing
his dental sensibility.
During the clinical observation, in a context of
thick gingival biotype, we discovered multiple re-
cessions on the elements 2.1, 2.2, respectively of
mm 2 e 3, ordered as I class of Miller (Figs. 1-3).
The analysis of the patient’s house dental care
shows immediately a use of a wrong brush tech-
nique, which might be the cause of his recessions.
Since the smile line was high, we proposed to the
patient a plastic cover of the radicular exposed
surface in order to improve his appearance and his
dental sensibility.
We decided to make a coronally advanced flaps
procedure following the Zucchelli/De Santis’ tech-
nique. We realized the local infiltration anaesthe-
sia with 2% of carbocaine, with vasoconstrictor
1:100.000 without avascularizing the papillas.
Considering the measurements of the recessions, a
partial-thickness dissection was raised starting
from the line of enamel-cement of the adjacent
teeth (2.1, 2.3) and convergent to the lateral inci-
sor, drawing the new surgical papilla (Fig. 4).
Then we proceeded with a full-thickness flap until
the mucogingival junction without carring out re-
leased cuts (Fig. 5). After unsticking gently the
mucogingival tissues we smoothed carefully the
radicular surfaces by means of curets and we pas-
sivated the flap eliminating the periosteus inser-
tions bewaring not to damage the muscle fibres
(Figs. 7, 8). 
Once the interproximal papillas were dis-
epitelized, we verified the passive positioning of
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the flap in order to avoid any possible muscular
tension which may move up the flap.
After passivating the entirely flap (Fig. 6) we pro-
ceeded to suture it using stitches distant from the
base of the surgical papilla with Vicryl 5/0 threads
(Fig. 9).
Finally, we provided the patient with the essential
postoperative indications in order to obtain a good
recovery: we prescribed to the patient a non-
steroidal anti-inflammatory, Brufen 600mg 1
every 8 hours and in case of need, we advise an
appropriate home hygiene for his mouth (exclud-
ing the area surgically treated) and an antiseptic
with 0,12% of clorexidina for 15 days, 2 times per
day (Figs. 10-13). 
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Figure 2 
Vision of the recessions by a greater magnification.

Figure 4 
A partial-thickness dissection was raised starting
from the line of enamel-cement of the adjacent
teeth (2.1, 2.3) and convergent to the lateral inci-
sor, drawing the new surgical papilla.

Figure 1 
Multiple recessions on the elements 2.1, 2.2 respec-
tively of mm 2, 3, ordered as I class of Miller.

Figure 3 
Panoramic Rx; it’s possible to see the good level of
the interproximal bone around 2.1, 2.2 and 2.3.

Figure 5 
A full-thickness flap until the mucogingival junction
without carring out released cuts.
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We advised a soft post-surgical toothbrush only
from the third week and then a middle bristle
toothbrush from the fourth week. 
We removed the suture after seven days from the
surgical operation, while the following check-ups
were after 2, 3, and 4 weeks and then after 3, 6 and
12 months.

Conclusions

The patients’ growing attention for the appearance
and the harmony of him smile, considered as the
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Figure 6 
Interproximal papillas disepitelized.

Figure 8 
Radicular surfaces smoothed.

Figure 7 
Passivating the entirely flap.

Figure 9 
Suture with Vicryl 5/0.

Figure 10 
Healing at the suture removal.
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complex of teeth and gums, put the dentist in front
of new problems.
Today the patient detects easily the aesthetic dam-
age, due to the presence of some gingival reces-
sions that can modify the normal smile line. In
consequence he addresses to the professional ask-
ing for an operation in order to solve such problem
which may get worse if it is not blocked at the
proper time. 
So the unskilled general dentist must have basic
knowledges of the periodontology to carry out a
correct diagnosis and to propose to the patient
valid solutions. 
The case report we described shows how often the
solution of such gingival problems doesn’t require
big surgical operation but only very refined tech-
niques which permit a perfect recovery of the
smile in a short time and with a minimal trouble
for the patient. 
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Figure 13 
Control after 3 months; by a greater magnification
it’s possible to observe the perfect healing of the pe-
riodontal tissues.

Figure 11 
Control after 2 weeks.

Figure 12 
Control after 3 weeks.
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