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BACKGROUND 

The literature has given us copious evidence that 

gingival recession can be surgically treated successfully, 

if there is no loss of interdental soft and hard tissues 

height.
[1]

 The lateral pedicle flap technique is 

recommended if there is adequate amount of  keratinized 

tissue present lateral to the tooth with gingival 

recession.
[2-15]

 The original laterally sliding flap was 

described by Grupe and Warren in 1956 to minimize the 

the risk of recession at the donor site.
[2]

 Zucchelli et al. 

proposed the laterally moved coronally advanced flap in 

2004 which is highly effective and predictable in 

obtaining root coverage of isolated gingival recession.
[15]

 

The present case report describes a modified surgical 

approach of the laterally moved coronally advanced flap 

procedure for treating isolated gingival recession and for 

reducing the risk of recession in the donor site. 

 

Clinical selection and presentation  

The patient selected for this study had isolated defect (no 

recessions in the neighboring teeth) Class II defect 

according to Miller
14

 recession depth (RD) =10 mm; and 

lateral keratinized tissue height (KTH donor) was 5 mm 

(Figure 1).  Following examination the patient received 

oral hygiene instructions and scaling. A coronally 

directed roll type of brushing technique was 

recommended to the patient inorder to minimize the 

tooth brushing trauma to the marginal gingiva. After 

obtaining a verbal consent, surgical treatment of the 

recession defects was scheduled as the patient 

demonstrated an adequate standard of plaque control and 

there was absence of bleeding on probing (BOP) in the 

recession site to be treated. 

 

Case management 

The root surface of the recession defect tooth was 

mechanically treated by root planing with Gracey curets; 

only the exposed root surface with loss of clinical 

attachment (gingival recession + probeable gingival 

sulcus/pocket) was instrumented. The outline of the 

incision design for the proposed extended „M‟ incision 

surgical technique (Figure 2) is explained in detail. 

 

Recepient site: Initially, the recipient site was prepared 

according to the zucchelli‟s technique by 

deepithelialization of a wedge-shaped area which was 

marked by three incisions: 1) A horizontal incision at the 

level of the CEJ. 2) A vertical beveled incision. 3) A 

beveled intrasulcular incision.
[15]

 Flap site: The flap 

design comprised of three incisions: a) The beveled 
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ABSTRACT 

Introduction: The lateral pedicle flap technique is recommended if there is adequate amount of keratinized tissue 

present lateral to the tooth with recession type defect. Case presentation: This case report describes a modified 

version of the laterally moved coronally advanced flap by extending the horizontal submarginal incision. Placing 

this extended “M” incision helps to cover the accidentally exposed bone surface while preparing a split thickness 

flap and also allows primary intention wound healing as extended incision helps to cover the donor and the 

recipient site completely. The root coverage obtained using this technique was stable after 1 year of follow up. 

Conclusion: The Modified laterally moved coronally advanced flap – An extended „M‟ incision technique offers a 

predictable method of obtaining root coverage. The present technique relies on the placement of extended 

horizontal submarginal incision which widens the flap dimension allowing complete coverage. 

 

KEYWORDS: Periodontal surgery, wound healing, evidence based dentistry, cosmetic periodontal plastic 

surgery. 
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intrasulcular incision. b) A modified horizontal 

submarginal incision extending in the mesialdistal 

direction 9 mm more than the width of the recession 

defect at the level of the CEJ. Originally, zucchelli 

introduced a 6 mm extension to cover the 3mm of 

deepithelialised area and 3mm of the donor site distally 

(Figure 3).  Adding the additional 3 mm of mesial distal 

dimension to the incision will provide the adequate 

amount of softtissue to cover the recipient site and the 

donor site completely. c) A beveled oblique vertical 

incision. When the flap was moved in opposite direction 

away from the lip muscle insertions, cut back incision 

can be given at the most apical portion to mobilize the 

flap more mesially. (Figure 4, 5). 

 

The flap elevation was done in a split – full – split 

thickness approach as proposed by zucchelli. After 

achieving passive mobility of the flap laterally, flap 

elevation was terminated.  

 

Coronal mobilization of the flap till the cemento-enamel 

junction was done (Figure 6). Then the anatomic 

interdental papillae was deepithelialized, to which the 

surgical papillae of the lateral pedicle were sutured using 

resorbable 5-0 vicryl suture by  interrupted periosteal 

sutures in the most apical portion, then proceeded 

coronally with single interrupted loop sutures. Horizontal 

mattress suture was placed apical to the treated site to 

minimize lip tension. A sling suture was placed in the 

marginal segment of the pedicle to ensure precise of 

adaptation on the root surface. (Figure 7) Periodontal 

dressing was applied. Patients were instructed not to 

brush the surgical site and to use a chlorhexidine (0.12%) 

mouthrinse twice a day for 60 seconds.  

 

Clinical Outcomes: During the follow up appointments, 

complete root coverage was achieved in the treated site, 

and there was an increase in the height of buccal 

keratinized tissue of treated teeth. There was no change 

in the position of marginal gingiva and no change in the 

height of marginal gingiva at the donor tooth. (Figure 8, 

9,10) 

 

 
Figure 1: Preoperative view Miller’s class 2 recession 

in #6. 

 
Figure 2: Outline of the proposed technique. 

 

 
Figure 3: Incision outline of Zucchelli’s technique 

modified by adding an additional 3 mm of horizontal 

submarginal incision to the distal donor pedicle. 

(Modified from Zucchelli G, Cesari C, Amore C, 

Montebugnoli L, De Sanctis M. Laterally moved, 

coronally advanced flap: A modified surgical 

approach for isolated recession‐ type defects. Journal 

of periodontology. 2004 Dec;75(12):1734-41.). 

 

 
Figure 4: Incision placement done according to the 

proposed technique. 
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Figure 5: The recipient area has been prepared 

distally to the root exposure and the flap raised. The 

anatomic interdental papillae have been 

deepithelialized to create connective tissue beds to 

which the surgical papillae will be sutured. 

 

 
Figure 6: Following flap reflection, passive 

mobilization and coronal advancement of the flap was 

checked to ensure tension free flap closure. 

 

 
Figure 7: The flap has been positioned coronal to the 

CEJ. Note that the soft tissue (arrow) deriving from 

the deepithelialization of the receiving area has been 

used to partially cover the periosteum left in place at 

the donor site. This reduces the secondary intention 

wound healing area. 

 

 
Figure 8: Postoperative (one week) clinical view 

shows uneventful healing. 

 
Figure 9: Postoperative (6 months) clinical view shows that complete root coverage, increased amount and 

thickness of keratinized tissue of the treated area were achieved. 
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Figure 10: Preoperative and Postoperative (1 year) follow up clinical view. 

 

DISCUSSION 

Zucchelli indicated that atleast 2 mm keratinized tissue 

in the donor flap is desirable for better root coverage 

results. The preservation of periosteum is essential to 

preserve the donor region from the risk of developing 

scarring and for achieving an esthetic end result.
15

 

However during elevation of a split thickness flap, there 

is a chance of accidental stripping of the periosteum and 

exposure of the underlying bone. This will lead to loss of 

marginal bone and unaesthetic scarring during healing. 

Covering the donor site completely will facilitate 

uneventful healing as it reduces the secondary intention 

wound healing area. So the additional 3 mm of the 

proposed extended submarginal horizontal incision will 

help cover the accidentally exposed bone surface. This 

will allow uneventful healing of the donor site reducing 

the risk of unaesthetic scarring even after bone exposure, 

minimizing the chances of bone resorption, soft tissue 

recession. The main modification of the present surgical 

technique, with respect to the previously proposed, was 

the extended „M‟ incision (submarginal horizontal 

incision) which facilitates root coverage, and also 

eliminates the risks associated with the healing of the 

exposed donor sites.  

 

Summary 

Why is this case new information? 

 When performed carefully, the Modified laterally moved 

coronally advanced flap technique can result in predictable 

root coverage with no donor site morbidity. 

What are the keys to successful 

management of this case? 

 Atraumatic handling of pedicle flap. 

 Precise submarginal placement of “M” shaped horizontal 

incision. 

What are the primary limitations 

to success in this case? 

 Requires technical precision 

 Sensitive to any surgical trauma and tension 

 Presence of adequate amount of keratinized tissue lateral to 

the recession defect. 
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