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Abstract
Gingival recession, defined as the apical migration of the gingival margin 
relative to the cementoenamel junction, is a noteworthy complication associated 
with orthodontic treatment. Its prevalence ranges from 3% to 38% among 
orthodontically treated patients and is influenced by multiple factors, including 
treatment mechanics, individual periodontal phenotype, and oral hygiene. The 
buccal surfaces of maxillary and mandibular teeth are particularly susceptible 
to post-treatment recession. Contributing factors include the application of 
excessive or improperly distributed orthodontic forces, tooth movement into 
areas with thin periodontal tissue, and plaque accumulation around orthodontic 
appliances. Effective prevention and management of gingival recession require 
a multidisciplinary approach. Key preventive strategies include comprehensive 
pre-treatment periodontal assessment, applying light and controlled forces, and 
strict oral hygiene maintenance during treatment. Post-treatment monitoring is 
essential for early detection and timely intervention. In cases where significant 
gingival recession develops, mucogingival surgical techniques, such as 
coronally advanced flaps or connective tissue grafts, offer predictable outcomes 
for the reconstruction of gingival tissues and stabilizing periodontal health. 
Collaboration between orthodontists and periodontists is crucial to optimize 
functional and aesthetic outcomes and ensure long-term stability of the dento-
periodontal complex. Tailored treatment planning and early clinical intervention 
represent the cornerstone of successful orthodontic therapy with minimal 
periodontal risk.
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Introduction
Gingival recession, characterized by the apical shift of the gingival margin from the 
Cemento Enamel Junction (CEJ) and root exposure1, has garnered considerable 
attention in recent years, particularly in orthodontic treatment. It is often considered 
a significant post-treatment concern for orthodontic professionals and patients, as it 
may lead to aesthetic concerns, increased tooth sensitivity, and potential for further 
periodontal complications2.

Prevalence of Gingival Recession After Orthodontic Treatment
Several studies have investigated the prevalence of gingival recession following 
orthodontic procedures, highlighting the variability in outcomes based on factors such 
as treatment approach, individual patient characteristics, and the specific areas of the 
mouth involved. The overall prevalence of gingival recession following orthodontic 
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can exacerbate gingival inflammation and gingival 
enlargement (GE)9 but also create gingival recession, 
so maintaining clean and healthy gums is essential 1. 

4. Gingival Grafting Procedures
For patients who show site-specific risk factors 
(thin phenotype) or experience significant recession 
during or after orthodontic treatment, mucogingival 
reconstructive surgery is an effective treatment option. 
Procedures such as Coronally Advanced Flaps or 
Tunnel Techniques, with or without a connective tissue 
graft, or free gingival grafts can help to restore lost 
tissue and prevent further recession. These procedures 
involve moving coronally or laterally the residual 
keratinised tissue and/or harvesting tissue from the 
patient’s palate or other areas and grafting it onto the 
receded area to enhance the gingival architecture and 
prevent further loss of gingival tissue10-11-12.

5. Post-Treatment Monitoring
After orthodontic treatment, regular follow-up visits to 
monitor the health of the gingiva are essential. Early 
detection of any signs of recession or compromised 
periodontal health allows timely intervention13. 
Periodontal maintenance care, such as professional 
cleanings and oral hygiene instructions, is strongly 
recommended to prevent further gingival tissue loss14.

Conclusion
Gingival recession remains a significant 
concern following orthodontic treatment, with a 
prevalence influenced by factors such as the force 
magnitude, treatment modality, and patient-specific 
characteristics15. However, the risk of recession can be 
minimized with careful treatment planning, application 
of light orthodontic forces, and proper post-treatment 
care. Preventive measures, early detection, and timely 
intervention through mucogingival reconstructive 
surgery can successfully manage the condition and 
enhance long-term oral health outcomes for patients 
undergoing orthodontics.
Effective collaboration between orthodontists and 
periodontists is essential in providing comprehensive 
care to mitigate the potential for gingival recession and 
ensure the stability of both functional and aesthetic 
results post-treatment.
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Prevention and Treatment of Gingival Re-
cession
Given the potential for gingival recession following 
orthodontic treatment, preventive strategies and 
effective management are critical for mitigating the 
condition. Several approaches can be taken to prevent 
or manage gingival recession, which include careful 
treatment planning, clinical management during 
orthodontics, and post-treatment care.

1. Thorough Pre-Treatment Assessment
A detailed pre-treatment periodontal evaluation is 
crucial to identify at-risk patients. Factors such as the 
thickness of the gingiva, tooth position, and existing 
periodontal health must be carefully assessed. 
Orthodontic treatment planning should consider these 
factors to minimize the risk of recession4 .

2. Use of Light Forces
Applying light, controlled forces during orthodontic 
treatment can reduce the risk of gingival recession. 
Excessive or poorly distributed force can place undue 
strain on the periodontal tissues, leading to recession. 
Orthodontists are increasingly moving towards 
techniques and appliances that use lighter forces to 
align teeth, reducing the potential for adverse effects 
on the gingival margin.

3. Proper Oral Hygiene
Patients undergoing orthodontic treatment must be 
educated on the importance of proper oral hygiene. 
Brushing techniques that avoid trauma to the gingiva 
and the use of adjuncts like interdental brushes or floss 
can help maintain periodontal health. The accumulation 
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