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Objective. To describe the use of a large size deepithelized gingival graft (DGG) associated with full-split tunnel technique in a
clinical case of advanced gingival recession secondary to surgical failure (GRSF). Clinical Considerations. The presented case
report helped to achieve satisfactory root coverage, ideal keratinized tissue gain, improvement in soft tissue quality and
esthetics, scar deformity correction, and vestibular depth deepening with a one-step procedure of large size DGG associated
with full-split tunnel technique for a condition of deep gingival recessions of 7-11mm caused by a failed bone implantation
surgery. Conclusions. The large size DGG associated with full-split tunnel technique provided a versatile one-step procedure to
obtain ideal results for advanced GRSF. Clinical Significance. GRSF that is generally associated with inadequate keratinized
tissue and scar formation could be rather difficult to deal with. The large size DGG associated with full-split tunnel technique,
as a one-step procedure, provided a predictable and practical treatment modality.

1. Introduction

Gingival recessions are the exposure of tooth root as the api-
cal displacement of the gingival margin relative to cemento-
enamel junction (CEJ) [1]. The causes of gingival recession
are associated with many factors such as thin periodontal
phenotype, alveolar bone dehiscence, tooth malposition,
muscular pull, periodontal disease, and trauma from occlu-
sion or incorrect tooth brushing [1]. Moreover, gingival
recessions can also arise from iatrogenic factors such as sur-
gical failure, which are often associated with relatively large
amount of soft tissue missing, scar deformity formation
and poor soft tissue quality, decreased vascularization, and
severely impaired esthetics and function. The treatment for
such gingival recession secondary to surgical failure (GRSF)
could be rather difficult, and hitherto, the report on the
treatment of GRSF is scarce.

The reported surgical techniques for gingival recession
defect repair can be divided into the pedicle flap procedures
[2–4] and the soft tissue/substitute grafting techniques [5, 6].

The pedicle flap procedures can be excluded from the treat-
ment of GRSF considering the poor soft tissue quality and
scar formation of GRSF. The techniques of connective tissue
graft (CTG) associated with coronal advanced flap (CAF) or
tunnel flap have been demonstrated with ideal root coverage
in terms of the regular gingival recession defects [7]. Espe-
cially, the tunnel flap owns the advantage of minimal blood
supply impairment that can lead to ideal root coverage,
esthetics, gain of keratinized tissue width and thickness,
and vestibular depth maintenance when associated with
CTG [8]. Hence, it is proposed by us that with suitable mod-
ification, the tunnel flap associated with CTG technique may
be effective to treat GRSF.

Subepithelial CTG harvesting techniques, such as the trap-
door and single-incision approaches, are widely recom-
mended to achieve a primary intension palatal wound healing
to reduce the postoperative morbidity [9]. However, these
techniques require a certain amount of palatal thickness to
avoid desquamation of the undermined superficial flap due
to low thickness with compromised vascularization. Indeed,

Hindawi
Case Reports in Dentistry
Volume 2023, Article ID 8954257, 8 pages
https://doi.org/10.1155/2023/8954257

https://orcid.org/0000-0002-4881-1043
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2023/8954257


a common complication of these harvesting techniques is
dehiscence/necrosis of the primary flap [10]. To avoid the
complication, a certain amount of the subepithelial connective
tissue should be left to the primary flap, and consequently, the
deeper connective tissue harvested is less dense, less stable,
richer in fatty and glandular tissue, and more prone to shrink-
age with poorer root coverage effect [10, 11]. In addition, it
also shows the disadvantage of limited donor tissue in case
of relatively lesser palatal tissue thickness [10]. On contrary,
deepithelized gingival graft (DGG) approach may be more
favorable, especially for the lesser palatal thickness situations.
With the DGG approach, it is much easier to obtain adequate
thickness and size of connective tissue graft and simulta-
neously a residual thickness of soft tissue to cover the palatal
bone. After the removal of the epithelium, the most superficial
lamina propria can be kept in the graft, which is denser,
firmer, and richer in fibrous connective tissue [11, 12], leading
to decreased shrinkage of the grafts and better root coverage
effect [13]. The supposed less favorable and more painful
postoperative course from the secondary intention palatal
wound healing pattern of the DGG approach [14] was not
confirmed, but instead, comparable postoperative patient-
centered outcomes including pain, discomfort, and bleeding
for DGG (with the palatal wound being protected by collagen
matrix) and subepithelial CTG harvesting procedures were
reported [10, 15].

Given the extensive scar deformity of GRSF, tension-free
coronal advancement of the tunnel flap to fully cover the graft
and the exposed root surface is rather difficult. The exposed
part of graft will have quite a poor early blood supply being
inclined to shrinkage. Hence, a large and thick DGG may be
used to compensate the poor blood supply and graft shrinkage.
The present report proposes such a large size DGG associated
with tunnel flap as a one-step surgery for treating GRSF.
Excellent root coverage, soft tissue quality improvement, scar
tissue deformity correction, and increase in keratinized tissue
width and thickness are achieved.

2. Case Report

A 53-year-old nonsmoking male patient presented for repair-
ing the gingival recessions on the mandibular central incisors,
caused by a failed bone graft surgery conducted two weeks
before. The initial intraoral picture (Figure 1) showed that
the two mandibular central incisors had crowns. With the
crown margin as the reference, the left mandibular central
incisor had a gingival recession of 7mm in depth, and the right
one showed a gingival recession of 11mm, measured with a
periodontal probe (Hu-Friedy, USA). The exposed root sur-
faces showed discoloration. The soft tissue apical to the reces-
sions was tender and fragile with immature epithelialization,
and many bone graft granules were seen in the soft tissue.
The left and right lateral incisors also had gingival recessions
of 3mm each, measured with a periodontal probe (Hu-Friedy,
USA). The defects were diagnosed as GRSF. The patient
showed a generally thick periodontal phenotype.

The wound was allowed to heal for another 50 days before
implementing the recession repair surgery (Figure 2). Com-
pared with the initial condition, a much more mature soft

tissue condition was achieved, and the depth of the gingival
recessions decreased slightly. The gingival recessions for the
left and right central incisors are 6 and 11mm, respectively.
There was minimal keratinized tissue apical to the recession
of the left mandibular central incisor, while the keratinized tis-
sue for the right mandibular central incisor was still absent.
Dense scar deformities with embedded bone graft granules
apical to the gingival recessions were observed. The patients
showed no gingival inflammation or bleeding on probing
around the mandibular anterior teeth.

The patient was instructed to irrigate with 0.2% chlorhex-
idine digluconate (Colgate, USA). After application of local
anesthetic with 4% articaine hydrochloride (Primacaine,
France), mechanical treatment of the denuded root surface
was conducted with the curette (Younger-Good 7/8, Hu-
Friedy, USA) (Figures 3(a) and 3(b)). For the deep recessions
on the two mandibular central incisors, intrasulcular incisions
were introduced carefully to the bone surface sparing the
papilla area (Figure 3(c)). With the gingival recession area as
the access, a full-thickness mucoperiosteal separation laterally
and apically to beyond the MGJ was performed on the facial
aspect of themandibular left canine to right canine with amicro-
surgical elevator (PPA-ELA, Hu-Friedy, USA) (Figure 3(d)).
Specially, care was taken to elevate the gingival band between
the two mandibular central incisors in full thickness, but
unfortunately, it teared off easily at the apical part
(Figure 3(e)). The gingival band was then cautiously deepithe-
lized to be kept under the graft later (Figure 3(f)). Papilla ele-
vation has been suggested by many periodontists in the tunnel
technique for tension-free coronal advancement of the flap
[16–18], while it was not employed in this case since our clin-
ical experience shows that such procedure frequently leads to
undesirable papilla recession and black triangle formation.
Afterwards, the tunnel dissection was further extended
apically in partial-thickness with a 15c blade (Medicon,
Germany) (Figure 3(g)) and a Modified Orban Knife (Hu-
Friedy, USA). The partial-thickness flap was conducted con-
secutively from one side of the tunnel flap to the other side
to form a completely interconnected underlying space for an
easy insertion of the graft. With the relative deep flap detach-
ment apically and the continuous severing of the periosteum
when commencing partial-thickness flap detachment, the tun-
nel flap could be coronally advanced to a great extent without
tension (Figure 3(h)). The prepared accepting site was shown
in Figure 3(i), and the length of the DGG graft needed was
estimated to be 30mm (Figure 3(j)). A free gingival graft
(FGG) of 30 × 10mm2 in size and about 2-2.5mm in thickness
was harvested from the left palate (Figure 3(k)). The palatal
wound was protected with a collagen matrix, which was main-
tained in situ with 5-0 continuous sutures. The graft was care-
fully deepithelialized with a new 15c blade to form DGG
(Figure 3(l)). DGG was then inserted through the gingival
recession site on tooth 31 and 41 into the tunnel flap easily,
aligned facial to teeth 33-43, and positioned to the crownmar-
gin levels (Figures 3(m) and 3(n)). The overlying tissues were
coronally positioned as far as possible under the premise of no
much tension and stabilized by 5-0 interrupted sling sutures
and compressive outer mattress sutures (Vicryl Rapide, John-
son & Johnson, USA). A great part of the graft, about 9mm in
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height, was exposed due to the difficulty in tension release
(Figures 3(o) and 3(p)). No periodontal dressing was adminis-
trated. The patient was instructed to gently rinsing with 0.2%
chlorhexidine digluconate twice a day for one week.

The first 2-day follow-up displayed an early wound heal-
ing with minimal edema and no infection for the recipient
site (Figures 4(a) and 4(b)). At day 15 after surgery, the
exposed part of the graft showed ischemic necrosis with a
yellowish color (Figure 4(c)). After removing the suture
and the superficial necrotic tissue, it was found that the dee-
per layer of the graft achieved an ideal healing (Figure 4(d)).
The 9-month follow-up showed a satisfactory, though not
complete, root coverage (residual recession depths of 2, 2,
3, and 2mm for the four incisors from left to right), excellent
chromatic and texture tissue integration of the graft, correc-
tion of the scar deformity, great gain in keratinized tissue
width and thickness, and deepening of the vestibule.

For the donor site, immediately after the surgery, a blood
clot was formed on the palatal wound with the help of the
collagen matrix (Figure 5(a)). After two days, there was
minimal edema and no sign of infection, and a yellowish
pseudomembrane was observed (Figure 5(b)). The patient

reported of minimal pain, and no pain killer was taken. After
15 days of healing, the wound achieved a near complete clo-
sure (Figure 5(c)). The 9-month follow-up showed that the
donor site healed well with minimal scar, and no discomfort
was reported by the patient (Figure 5(d)).

3. Discussion

Treatment of deep GRSF constitutes a clinical challenge
owing to several anatomical factors, such as generally large
amount of soft tissue missing, scar formation, poor soft tis-
sue quality with poor vascularization, insufficient keratinized
tissue, and limited vestibular depth. Hitherto, the report on
the treatment of such GRSF is scarce. The present report
shows that the large DGG associated with tunnel flap can
serve as a one-step procedure for treating GRSF to achieve
predicable root coverage, ideal keratinized tissue gain,
improvement in soft tissue quality and esthetics, and vestib-
ular depth deepening concurrently.

GRSF is generally associated with inadequate keratinized
tissue, and gain of keratinized tissue width is considered to
be essential for a long-term success. Traditionally, the gain

(a) (b)

Figure 1: Front view (a) and lateral view (b) of the deep gingival recessions on the mandibular central incisors.

(a) (b)

Figure 2: Front view (a) and lateral view (b) of the deep gingival recessions in the mandibular central incisors 50 days after initial
presentation and immediately before surgery.
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(a) (b)

(c) (d)

(e) (f)

(g) (h)

Figure 3: Continued.
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of keratinized tissue width is believed to be generated by the
unsubmerged application of soft tissue graft, exemplified by
FGG. The submerged CTG technique associated with pedi-
cle flaps has been thought to generate no or minimal effect
of keratinized tissue width gain for a long time. Hence, for
GRSF, the FGG procedure may be a preference of many sur-
geons. Nonetheless, FGG will result in obviously less than
ideal results in terms of root coverage and unsatisfactory
esthetics of a patch-like appearance. Since the patients are

concerned about their esthetic appearance more and more,
FGG shall not be the treatment of choice. Laterally posi-
tioned flap procedure with CTG was also proposed for root
coverage [19]. However, this technique is more suitable for
limited (one or two) gingival recessions.

The CTG techniques with CAF or the tunnel flap [18]
have been demonstrated to produce high predictability of
root coverage [20] and ideal esthetics regarding color and
texture match. Delightfully, more and more evidence suggest

(i) (j)

(k) (l)

(m) (n)

(o) (p)

Figure 3: The step-by-step preparation of the tunnel flap for 33-43 (a–i), the harvest of DGG (j–l), and the insertion of DGG into the tunnel
flap and suturing (m–p).
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that they are also effective in gaining keratinized tissue width
and thickness [21, 22]. In the present case, DGG instead of
subepithelial CTG was used. Compared to the subepithelial
CTG, DGG possesses many advantages in terms of obviating
the complication of the dehiscence or the necrosis of the pri-
mary flap [10], easing to obtain adequate thickness and size
of connective tissue graft and, meanwhile, a residual thick-
ness of soft tissue covering the palatal bone. In the present
case, a large (30 × 10mm2) DGG was used considering that
coronal advancement of the tunnel flap to fully cover the
graft is impractical, and the exposed part of graft will have
quite a poor early blood supply. According to the study of
Yotnuengnit et al., the graft tissue area: visible denuded area
ratio is the most important factor to be considered to maxi-
mize root coverage when part of the graft on the denuded
area is exposed. The size of the graft tissue is suggested to
be at least 11 times greater than the visible denuded area
[23]. That is why a, as large as possible, DGG was used in
our case. In addition, the DGG used was thick (2mm in
thickness) considering that the poor vascularization of the

scar tissue in GRSF may lead to considerable shrinkage of
the graft. A thicker DGG may lead to obviously thickened
keratinized tissue, which may give rise to improved root cov-
erage in the long-term follow-up due to creeping attachment
[24]. Additionally, some unexplored variables can have a sig-
nificant influence on oral environment. The use of probiotics
[25] and natural compounds [26] can modify clinical and
microbiological parameters in periodontal patients, and they
could have an effect also in tissue healing. All these variables
should be considered in future clinical trials.

There was a concern of vestibular depth reduction for
the tunnel technique. With such a concern, FGG might be
the treatment choice of many periodontists for GRSF. None-
theless, the follow-up of our present case demonstrates that
the DGG associated with tunnel technique leads to even
deepened vestibular depth. The recipient tunnel bed prepa-
ration can displace the muscle attachments followed by the
insertion and attachment of the graft to the bony bed pre-
cluding their reattachment, and thus, the vestibule is main-
tained or displaced apically [27]. Superior to FGG, the

(a) (b)

(c) (d)

(e)

Figure 4: The follow-up intraoral view showed the healing process of the recipient site after (a) 1 day, (b) 2 days, (c, d) 15 days, and
(e) 9 months.
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tunnel technique associated with DGG technique results in a
much more natural and esthetic vestibular form.

The surgical technique applied in the case is not a com-
plete tunnel. Due to the unexpected tearing off of the papilla
between the two middle incisors at the apical part, modifica-
tion of leaving the interdental papilla area for secondary
healing was made. It would have been possible if the part
of the graft left for secondary healing had not been deepithe-
lized. The crowns show high marginal adaptation, which
should have no impact on the outcome. One limitation of
the present report is short period follow-up period with only
one case included. Case series as well as clinical trials of long
period follow-up are needed to show the treatment effect.
Checklist of the various procedures described in the present
report is shown in Table 1.

4. Conclusion

The full-split coronally advanced tunnel flap associated with
large size DGG leads to predicable root coverage accompa-
nied with ideal keratinized tissue gain, scar correction, and
satisfactory esthetics for GRSF, which may constitute a ver-
satile approach for the treatment of GRSF. Further investiga-
tion on the clinical effects and predictability of the procedure
is required.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

References

[1] G. Zucchelli and I. Mounssif, “Periodontal plastic surgery,”
Periodontology, vol. 68, no. 1, pp. 333–368, 2015.

[2] H. E. Grupe and R. F. Warren Jr., “Repair of gingival defects by
a sliding flap operation,” The Journal of Periodontology, vol. 27,
no. 2, pp. 92–95, 1956.

[3] R. J. Harris and A. W. Harris, “The coronally positioned ped-
icle graft with inlaid margins: a predictable method of obtain-
ing root coverage of shallow defects,” International Journal of
Periodontics & Restorative Dentistry, vol. 14, no. 3, pp. 228–
241, 1994.

[4] D. W. Cohen and S. E. Ross, “The double papillae repositioned
flap in periodontal therapy,” The Journal of Periodontology,
vol. 39, no. 2, pp. 65–70, 1968.

[5] P. Miller, “Root coverage using the free tissue autograft citric
acid application. Part 111: a successfuI and predictable

(a) (b)

(c) (d)

Figure 5: (a) The donor site immediately after surgery. The follow-up intraoral view showed the healing process of the donor site after (b) 2
days, (c) 15 days, and (d) 9 months.

Table 1: Checklist of the various procedures described in the
present report.

Large size DGG associated with tunnel flap

Pedicle flap procedures

Soft tissue/substitute grafting techniques

CTG associated with CAF

CTG associated with tunnel flap

DGG harvesting procedures

Subepithelial CTG harvesting procedures

Laterally positioned flap procedure with CTG

FGG procedure

7Case Reports in Dentistry



procedure in deep wide recession, fnt,” International Journal
of Periodontics & Restorative Dentistry, vol. 5, no. 2, pp. 15–
37, 1985.

[6] B. Langer and L. Langer, “Subepithelial connective tissue graft
technique for root coverage,” Journal of Periodontology,
vol. 56, no. 12, pp. 715–720, 1985.

[7] M. S. Tonetti, S. Jepsen, andWorking Group 2 of the European
Workshop on Periodontology, “Clinical efficacy of periodontal
plastic surgery procedures: consensus report of group 2 of the
10th European Workshop on Periodontology,” Journal of
Clinical Periodontology, vol. 41, pp. S36–S43, 2014.

[8] L. Tavelli, S. Barootchi, T. V. Nguyen, M. Tattan, A. Ravidà,
and H. L. Wang, “Efficacy of tunnel technique in the treatment
of localized and multiple gingival recessions: a systematic
review and meta-analysis,” Journal of Periodontology, vol. 89,
no. 9, pp. 1075–1090, 2018.

[9] M. B. Hürzeler and D. Weng, “A single-incision technique to
harvest subepithelial connective tissue grafts from the palate,”
International Journal of Periodontics & Restorative Dentistry,
vol. 19, no. 3, pp. 279–287, 1999.

[10] G. Zucchelli, M. Mele, M. Stefanini et al., “Patient morbidity
and root coverage outcome after subepithelial connective tis-
sue and de-epithelialized grafts: a comparative randomized-
controlled clinical trial,” Journal of Clinical Periodontology,
vol. 37, no. 8, pp. 728–738, 2010.

[11] K. Bertl, M. Pifl, L. Hirtler et al., “Relative composition of
fibrous connective and fatty/glandular tissue in connective tis-
sue grafts depends on the harvesting technique but not the
donor site of the hard palate,” Journal of Periodontology,
vol. 86, no. 12, pp. 1331–1339, 2015.

[12] E. L. Azar, M. A. Rojas, M. Patricia, and N. Carranza, “Histo-
logic and histomorphometric analyses of de-epithelialized free
gingival graft in humans,” The International Journal of Peri-
odontics & Restorative Dentistry, vol. 39, no. 2, pp. 221–226,
2019.

[13] O. Zuhr, D. Bäumer, and M. Hürzeler, “The addition of soft
tissue replacement grafts in plastic periodontal and implant
surgery: critical elements in design and execution,” Journal of
Clinical Periodontology, vol. 41, pp. S123–S142, 2014.

[14] J. R. Wessel and D. N. Tatakis, “Patient outcomes following
subepithelial connective tissue graft and free gingival graft pro-
cedures,” Journal of Periodontology, vol. 79, no. 3, pp. 425–430,
2008.

[15] H. Bakhishov, S. C. Isler, B. Bozyel, B. Yıldırım, M. A. Tekindal,
and B. Ozdemir, “De-epithelialized gingival graft versus sube-
pithelial connective tissue graft in the treatment of multiple
adjacent gingival recessions using the tunnel technique: 1-year
results of a randomized clinical trial,” Journal of Clinical Peri-
odontology, vol. 48, no. 7, pp. 970–983, 2021.

[16] A. Sculean and E. P. Allen, “The laterally closed tunnel for the
treatment of deep isolated mandibular recessions: surgical
technique and a report of 24 cases,” International Journal of
Periodontics & Restorative Dentistry, vol. 38, no. 4, pp. 479–
487, 2018.

[17] R. Azzi, D. Etienne, H. Takei, and P. Fenech, “Surgical thicken-
ing of the existing gingiva and reconstruction of interdental
papillae around implant-supported restorations,” Interna-
tional Journal of Periodontics & Restorative Dentistry, vol. 22,
no. 1, pp. 71–77, 2002.

[18] O. Zuhr, S. Fickl, H.Wachtel, W. Bolz, andM. Hurzeler, “Cover-
ing of gingival recessions with a modified microsurgical tunnel
technique: case report,” International Journal of Periodontics
and Restorative Dentistry, vol. 27, no. 5, pp. 457–463, 2007.

[19] W. Bednarz, J. Majer, J. Pakuszynska-Blaszczyk, M. Dominiak,
T. Gedrange, and A. Zielinska-Palasz, “Laterally positioned
flap procedure with augmented or nonaugmented palatal
connective tissue grafts in the treatment of multiple adjacent
gingival recessions: a two-year follow-up study,” International
Journal of Environmental Research and Public Health, vol. 19,
no. 19, article 12208, 2022.

[20] P. V. Jahnke, J. B. Sandifer, M. E. Gher, J. L. Gray, and A. C.
Richardson, “Thick free gingival and connective tissue auto-
grafts for root coverage,” Journal of Periodontology, vol. 64,
no. 4, pp. 315–322, 1993.

[21] J. S. Han, V. John, S. B. Blanchard, M. J. Kowolik, and G. J.
Eckert, “Changes in gingival dimensions following connective
tissue grafts for root coverage: comparison of two procedures,”
Journal of Periodontology, vol. 79, no. 8, pp. 1346–1354, 2008.

[22] P. F. Carvalho, R. C. da Silva, P. R. Cury, and J. C. Joly, “Modi-
fied coronally advanced flap associated with a subepithelial con-
nective tissue graft for the treatment of adjacent multiple
gingival recessions,” Journal of Periodontology, vol. 77, no. 11,
pp. 1901–1906, 2006.

[23] P. Yotnuengnit, A. Promsudthi, T. Teparat, P. Laohapand, and
W. Yuwaprecha, “Relative connective tissue graft size affects
root coverage treatment outcome in the envelope procedure,”
Journal of Periodontology, vol. 75, no. 6, pp. 886–892, 2004.

[24] W. Wan, H. Zhong, and J. Wang, “Creeping attachment: a lit-
erature review,” Journal of Esthetic and Restorative Dentistry,
vol. 32, no. 8, pp. 776–782, 2020.

[25] A. Butera, S. Gallo, C. Maiorani, and A. Scribante, “Manage-
ment of gingival bleeding in periodontal patients with domicil-
iary use of toothpastes containing hyaluronic acid, lactoferrin,
or paraprobiotics: a randomized controlled clinical trial,”
Applied Sciences, vol. 11, no. 18, p. 8586, 2021.

[26] A. R. Costa-Pinto, A. L. Lemos, F. K. Tavaria, and M. Pintado,
“Chitosan and hydroxyapatite based biomaterials to circum-
vent periprosthetic joint infections,” Materials, vol. 14, no. 4,
p. 804, 2021.

[27] E. P. Allen, “Soft tissue grafting with the tunnel technique in
the mandibular anterior: myths and realities,” Journal of
Esthetic and Restorative Dentistry, vol. 33, no. 1, pp. 152–157,
2021.

8 Case Reports in Dentistry


	Treatment of Advanced Gingival Recession Secondary to Surgical Failure with Large Size Deepithelized Gingival Graft Associated with a Modified Tunnel Flap
	1. Introduction
	2. Case Report
	3. Discussion
	4. Conclusion
	Conflicts of Interest



