
Clinical Evaluation of Platelet Rich
Plasma and Acellular Dermal Matrix

Allograft in the Management of
Gingival Recession

Thesis
Submitted to the Faculty of Dentistry Ain Shams University In
partial fulfillment of the requirements of master degree in Oral

Medicine, Periodontology and Oral Diagnosis

BY

RANIA FAREID AWAD ALLAH

Department of Oral Medicine, Periodontology and Oral Diagnosis
Faculty of Dentistry

Ain Shams University
201١



SUPERVISORS

Prof. Dr. Khaled Abdel Ghaffar

Professor and chairman of Oral Medicine,
Periodontics and Oral Diagnosis

Faculty of Dentistry
Ain Shams University

DR. Mohamed Sherif  El -Mofty

Lecturer of Oral Medicine, Periodontics and
Oral Diagnosis

Faculty of Dentistry
Ain Shams University



موية  ح الدَ فـائِ ية بالصْ نْ الغَ لازماللبِ كلينيكىقييم الإالتَ 
ويسْ لإِعم االطُ مادةِ ولِ 

ع اللثة  تراجُ لعلاج  " وديرملُ الأ"طرقْ لوى المُ خَ لدى اللاَ الجِ 

منةمقدمرسالة  

رانيا فريد السيد احمد عوض االله/ةالطبيب

ماجستيرل على درجة  توطئة للحصو 

طب الفم وعلاج اللثة  فى  

كلية طب الاسنان

جامعة عين شمس

2011



شرافتحت ا

خالد عاطف عبد الغفـار/ الاستاذ الدكتور

طب الفم وعلاج اللثة والتشخيص  أستاذ و رئيس قسم

جامعة عين شمس- كلية طب الاسنان  

محمد شريف المفتى/الدكتور

طب الفم وعلاج اللثة والتشخيصمدرس بقسم

عين شمسجامعة- كلية طب الاسنان  



Summary

93

Summary
The treatment of buccal gingival recession is a common

requirement due to aesthetic concern or root sensitivity in patients

with high standards of oral hygiene. The ultimate goal of a root

coverage procedure is the complete coverage of the recession defect

with good appearance related to adjacent soft tissues and minimal

probing depth (PD) (Miller 1985, Roccuzzo et al. 2002, Clauser et al. 2003). The

coronally advanced flap (CAF) procedure is a very common

approach for root coverage. This procedure is based on the coronal

shift of the soft tissues on the exposed root surface (Allen & Miller 1989,

Pini Prato et al. 2000). This approach may be used alone or in combination

with soft tissue grafts (Wennström & Zucchelli 1996), acellular dermal matrix

(ADM) (Harris 1998) and platelet-rich plasma (PRP) (Marx et al. 1998).

This study evaluated the clinical changes in terms of Gingival

recession depth, Probing Depth (PD), Clinical Attachment Level

(CAL), Width of keratinized gingiva, Plaque Index (PI), Gingival

index (GI) before and after treatment of gingival recession by using

the acellular dermal matrix graft or “Alloderm”& use of growth

factors by use of PRP with coronally positioned flap .

The present study was designed as a clinical trial for treatment

of gingival recession defects. Fourteen subjects were selected from

the outpatient clinic, Department of Oral Medicine, Periodontology

and Diagnosis, Ain Shams University. With an age ranged from 20

to 45 years.
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INTRODUCTION & REVIEW OF LITERATURE

Periodontitis is a worldwide disease often resulting in severe

bone loss around teeth. The most desirable goal of therapy is to

achieve the regeneration of tissues destroyed by Periodontitis

including alveolar bone, cementum and periodontal ligament (Lins

et al. 2003). (Lindhe 1989). Esthetics is another important consideration
(Allen 1988).

Buccal gingival recessions in the anterior region represent

one of the most important challenges for periodontists. A variety

of conventional surgical procedures have been described to

achieve soft tissue coverage of exposed root surfaces, such as the

laterally positioned flap ( Grupe & Warren 1956) , coronally positioned

flap (Harvey 1665), free gingival graft (Miller 1982), subepithelial

connective tissue graft (SCTG) with a coronally positioned flap

(Langer & Langer 1985), and guided tissue regeneration (Trombelli et al. 1994).

Few histologic studies have examined the quality of healing after

root coverage (Majzoub 2001& Cummings 2005). The formation of long

junctional epithelium is generally expected after conventional

mucogingival surgery (Caffesse et al. 1984). However, a limited amount

of regeneration can be achieved with the conventional techniques
(Weng et al. 1998).

Gingival recession is the exposure of the root surface

resulting from migration of the gingival margin apical to the

cementoenamel junction (CEJ). It may be localized or
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generalized and can be associated with one or more tooth

surfaces (Kassab and Cohen 2003).

Gingival recession as defined by the American Academy of

Periodontology is the location of the gingival margin apical to

the cementoenamel junction (AAP 2009). There may be several

causes for recession that include mechanical factors (trauma from

improper oral hygiene practices, tooth brush abrasion),

inflammatory factors (poor oral hygiene, periodontal disease,

restorative considerations plaque-induced inflammation,

calculus), anatomical factors (minimal vestibular depth, high

frenum attachment, thin periodontium, root prominence and tooth

position) and/or heredity factors. The effects of these factors

have been shown to contribute to sensitivity, cervical abrasion,

root caries and compromised esthetics (Tugnait & Clerehugh 2001). It is

evident that gingival recession is more prevalent in patients with

periodontal diseases and smokers. This higher rate of gingival

recession is in smokers compared to non-smokers. The higher

rate could be due to a decrease in gingival crevicular fluid, less

bleeding on probing and also fewer gingival blood vessels, which

is common during smoking. The other reason could be an

increase in colonization of periodontal pathogens both in shallow

and deep periodontal pockets. Alteration in immune response

such as altered neutrophil chemotaxis, Phagocytosis and an

increase in the production of prostaglandin (PGE2) by monocytes

in response to lipopolysaccharid (LPS) is also a contributing
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factor. The exact changes in the immunologic mechanisms

involved in the rapid tissue destruction seen in smokers are

currently unclear (Newman 2006).

Epidemiological studies show that more than 50% of subjects

in the populations studied have one or more sites with recession

of at least 1 mm, buccal sites being most commonly affected.

Higher levels of recession have been found in males than females

(Susin et al. 2004). Recession at the buccal surfaces is common in

populations with good oral hygiene (Neely et al. 2005). Whereas with

poor standards of oral hygiene it may affect other tooth surfaces

(Baelum et al. 1986). Gingival recession at the lingual surfaces of lower

anterior teeth showed a strong association with the presence of

supragingival and subgingival calculus (van Palenstein Helderman et al.

1998).

Gingival recession may occur without any symptoms it can

give rise to pain from exposed dentine, patient concern about loss

of the tooth, poor esthetics or root caries. The denuded root

surfaces cause deterioration in the esthetic appearance, dentin

hypersensitivity and inability to perform proper oral hygiene

procedures (Zucchelli et al. 2006)

The width of the attached keratinized gingiva varies in

different individuals and on different teeth of the same

individual. Recession refers to the location of the gingiva and not

its condition. Sites with gingival recession are more likely to


