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Gingival Recession: Prevalence,
Etiology, Prevention, Treatment

BY STUART J. FROUM,
D.D.S.

Periodontal disease result-
ing in progressive loss of
periodontal attachment is
currently the leading cause of
tooth loss in the adult
population in the United
States. This loss of attachment
has been shown to occur in
periods of active breakdown
alternating with periods of
remission. Often this break-
down progresses without pain
and can therefore go un-
detected unless professionally
diagnosed. However, what
frequently brings a patient
with progressive periodontal
disease into a dentist's office is
not pain, but rather the
objectionable aesthetics
caused by the disease. Patients
may notice bleeding or
reddened gingiva, migration
or extrusion of a tooth/teeth,
halitosis, unsightly recession
or "more spaces between my
teeth."

All of the above may be
secondary to loss of attach-
ment and osseous support.
But these cosmetic problems
are the patients' chief com-
plaint and the motivation
behind their seeking dental
care. Conventional peri-
odontal treatment including
scaling and root planing
combined with proper home
care (plaque control) pro-
cedures have been shown in
many well-controlled studies
to reduce inflammation. In
accomplishing this there is a
decrease in redness, bleeding,
and exudate along with
gingival shrinkage, all of
which improve gingival
aesthetics.

In the past, periodontal
surgery consisted mainly of
resective procedures, i.e.,
gingivectomy, ostectomy and
apically positioning of the
gingival margin, which
predictably resulted in pocket
and gingival inflammatory
reduction. Unfortunately, this
was often accomplished with
a resultant increased recession
and root exposure. Root
sensitivity, a potential for root
caries and most of all aesthetic
complications ("long teeth")
caused many patients to
question whether the cure was
worse than the disease.
Moreover, the treatment for
existing gingival recession
and gingival clefts consisted
of surgery designed only to
prevent further recession, not
to correct or reverse the
existing condition. Thus,
"periodontal surgery" and
"aesthetics" were almost a
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contradiction in terms.
Advertising referrring to
"painful unaesthetic peri-
odontal surgery," designed to
promote practice growth (by
offering unproven "alter-
natives" to surgery) pro-
pagated the belief that
periodontal surgery could
only result in cosmetic
compromises for a patient. In
fact, these "alternatives" did
very little to improve aesthetics
beyond what scaling, root
planing and improved home
care accomplished. Dentists
were still confronted with
patients complaining of
recession, "spaces," and roots
or crown margins exposed by
apical migration of the
marginal gingiva.

Over the last two decades
prompted by a greater under-
standing of the dynamics of
healing along with an in-
creased awareness of aesthetics
on the part of the public and
profession, various peri-
odontal procedures have been
introduced over the last two
decades to deal with the
problems of gingival recession.
Knowledge has increased
regarding the incidence and
prevalence, etiology, preven-
tion and treatment of gingival
recession. This article will
attempt to address these
findings.

Gingival recession, which
may be generalized to an
entire arch or area or localized
to a single tooth, has been
defined as the partial denuda-
tion of the root surface due to
apical migration of the
gingival margin. A localized
gingival recession is referred
to as a gingival cleft.

Incidence and Prevalence
Several studies have shown

that approximately 80% of
the subjects examined had 1.0
millimeter or more of root
exposure on one or more
teeth. Two separate studies
found 60.4% and 62% of
subjects under 29 years old
exhibited gingival recession.
Moreover, the occurrence of
recessions was found to
increase with age.

Studies have also shown
that the mandibular central
incisors and maxillary cuspids
and first premolars are the
teeth most often affected by
localized gingival recession.

Etiology
The exact etiology of

gingival recession is not fully
understood. However, there
are several factors that have
been found to be related to
and may be responsible for its
cause.

Two predisposing factors
are tooth malposition and the
anatomic tooth to alveolar
bone relationship. Studies
have shown that where the
shape and position of teeth
(i.e., a prominent root or
buccally malposed tooth)
results in a thin alveolar bone
housing these areas are
predisposed to fenestrations,
dehiscens.es, and gingival
recession. Other etiologic
factors that have been im-
plicated are toothbrushing
trauma, mechanical trauma
including biting habits, local
irritants including plaque and
calculus, iatrogenic restora-
tions, associated high frenum
attachments and periodontal
disease.


