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Abstract:
Rough surfaces of dental implants, when exposed to the oral environment, are conducive to biofilm colonization 
and can predispose the affected implant to periimplantitis. Recession coverage using soft‑tissue grafts is one of 
the treatment modalities used for the treatment of exposed implant threads. Recession coverage on the palatal 
aspect of maxillary implants is difficult due to the firm nature of the palatal mucosa and, consequently has not 
been widely documented in the literature. This case report documents a novel double‑pedicle technique for palatal 
recession coverage on a dental implant.   Two pedicle grafts were obtained from either side of the implant with 
the mucosal recession: a full‑thickness lateral‑pedicle graft from the distal aspect and a subepithelial connective 
tissue pedicle from the mesial aspect.  The connective tissue pedicle was stabilized first on the area of mucosal 
recession and was then covered with the distal full‑thickness lateral pedicle. Complete recession coverage 
was obtained, and the result was observed to be clinically stable after 18 months of follow‑up. The technique 
demonstrated in this report can be a useful tool for the treatment of localized palatal recessions on dental implants.
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INTRODUCTION

Treatment of mucosal recession is an essential 
part of periimplant soft‑tissue management. 

On natural teeth, recession coverage may be done 
for several reasons such as esthetics, prevention 
of root caries, hypersensitive root surfaces, and 
the treatment of inadequate attached gingiva.[1] 
Recession coverage on dental implants may be 
done for better esthetics and to prevent the onset 
of biofilm‑induced periimplant mucositis or 
periimplantitis.[2] Exposed rough surface implants 
are niche areas for colonization by dental plaque. 
Re‑osseointegration in such areas is considered 
difficult or even impossible to achieve.[3]

As the palatal mucosa is firmly attached to 
the underlying bone, it is difficult to displace 
the mucosa coronally or laterally for recession 
coverage.[4] A few techniques have been described 
to mobilize the palatal mucosa, such as the 
palatal roll flap technique and modifications,[5,6] 
rotated split palatal flap,[7] the vascularized 
interpositional periosteal connective tissue 
graft,[8] and the palatal advanced flap[9] among 
others. Most of these techniques are used for 
buccal soft‑tissue augmentation or to achieve 
a primary closure over immediate implant 
placement or guided bone regeneration sites. The 
present case report describes a simple laterally 
displaced double graft technique for palatal 

recession coverage on dental implants and 
also demonstrates the stability of the obtained 
results after 18  months of follow‑up. The 
technique combines the advantage of a pedicle 
graft and that of a bilaminar technique using a 
subepithelial connective tissue graft.

CASE REPORT

A 35‑year‑old  female patient reported with 
soft‑tissue recession on the palatal aspect of a 
dental implant in the maxillary right first premolar 
region. A modified palatal roll‑flap technique, as 
described by Kulkarni et al.[10] had been used to 
augment the buccal tissue at the second stage and 
the palatal recession was caused due to the necrosis 
of the palatal split‑thickness flap [Figure 1]. The 

How to cite this art icle:  Kulkarni  MR, 
Bhatavadekar NB, Setty SB, Bakshi PV. A double 
lateral pedicle graft technique for palatal recession 
coverage on dental implants. J  Indian Soc 
Periodontol 2023;27:536-40.

This is an open access journal ,  and art ic les are 
distributed under the terms of the Creative Commons 
Attribution‑NonCommercial‑ShareAlike 4.0 License, which 
allows others to remix, tweak, and build upon the work 
non‑commercially, as long as appropriate credit is given and 
the new creations are licensed under the identical terms.

For reprints contact: WKHLRPMedknow_reprints@
wolterskluwer.com

Access this article online
Website:

https://journals.lww.com/jisp

DOI:
10.4103/jisp.jisp_379_22

Quick Response Code:

Address for 
correspondence: 

Dr. Mihir Raghavendra 
Kulkarni, 

Department of 
Periodontics, SDM 

College of Dental 
Sciences and Hospital, 

Shri Dharmasthala 
Manjunatheshwara 

University, Sattur, 
Dharwad ‑ 580 009, 

Karnataka, India. 
 E‑mail: mihir.mrk271@

gmail.com

Submitted: 16‑Aug‑2022
Revised: 13‑Jan‑2023

Accepted: 05‑Mar‑2023
Published: 01-Sep-2023

D
ow

nloaded from
 http://journals.lw

w
.com

/jisp by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

1y0abggQ
Z

X
dtw

nfK
Z

B
Y

tw
s=

 on 01/09/2024



Kulkarni, et al.: Palatal lateral pedicle technique

Journal of Indian Society of Periodontology - Volume 27, Issue 5, September-October 2023	 537

second corrective palatal surgery was done after 5 weeks of the 
palatal roll‑flap procedure. A  written informed consent was 
obtained from the patient at the time of implant placement as 
well as at the time of the soft‑tissue grafting surgery.

A partial thickness, lateral pedicle graft was outlined on 
the distal aspect of the recession and the recipient area was 
de‑epithelized  [Figure  2]. A  second pedicle graft composed 

Figure 2: Preparation of the recipient bed and outline of the lateral pedicle graft

Figure 3: Connective tissue pedicle from the anterior palatal rugae area obtained

Figure 1: Palatal recession associated with the implant in 14 region

Figure 4: Connective tissue pedicle sutured around the implant using a sling suture

Figure 6: Lateral pedicle graft from the posterior aspect secured over the 
connective tissue pedicle

Figure 5: The yellow arrow denotes the direction of sliding the mesial connective 
tissue pedicle
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of subepithelial connective tissue was obtained from the 
anterior rugae area  [Figure  3]. A  split‑thickness pouch was 
prepared under the rugae area using a 15c Bard‑Parker blade. 
A connective tissue pedicle was dissected out from this area 

underneath the split‑thickness flap and rotated over the 
recipient area. The connective tissue pedicle was then sutured 
on the recipient area using a sling suture belayed around 
the healing abutment  [Figures  4 and 5]. This site was then 

Figure 8: Stable palatal soft‑tissue margin seen at the 1‑month recall visit

Figure 9: Mucosal tissue contour seen after 18 months

Figure 7: Tissue contours and healing as seen at the 1‑month recall visit

Figure 10: Healthy peri‑implant sulcus at the area of recession coverage

Figure 12: Palatal tissue thickness seen after 18 monthsFigure 11: Firm peri‑implant mucosa seen after 18 months
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covered with the lateral pedicle graft obtained from the distal 
aspect  [Figure  6]. The epithelized lateral pedicle graft was 
also secured around the healing abutment with sling sutures 
in combination with mattress bites and the mesial edge of the 
epithelized pedicle was secured anteriorly to the rugae area 
using 5‑0 polyglactin 910. The patient was prescribed 400 mg 
of ibuprofen, three times a day for 4 days. A 0.2% chlorhexidine 
mouth rinse was also prescribed two times a day for 2 weeks.

Complete healing and closure of the recession defect was 
observed at the 1‑month recall visit  [Figures  7 and 8] and 
the prosthesis was delivered. At the 18 months of follow‑up 
visit, the palatal mucosa was stable with no residual 
recession  [Figures  9 and 10] and a probing depth of 3  mm 
was seen [Figure 11]. No bleeding on probing was seen and 
on the removal of the prosthesis, a well‑contoured mucosal 
architecture was observed [Figures 12 and 13].

DISCUSSION

Palatal recession coverage has been very sparsely reported 
in the literature. The technique used by Harris[4] is relatively 
simple and could be used as an effective alternative to the 
technique described in this report. Artificial soft‑tissue 
substitutes such as acellular dermal matrix may also be 
employed in the management of mucosal defects. However, 
with the use of free grafts, the success of the procedure is 
influenced by factors such as graft shrinkage and necrosis. Graft 
shrinkage of 25%–45% has been reported with free grafts.[3] 
Pedicle grafts demonstrate less shrinkage and faster healing 
due to the partially maintained blood supply to the graft.[11]

In the present case, the predisposing factor for the palatal 
recession was the inadequate crestal bone width on the palatal 
aspect of the implant. The precipitating factor for the recession 
was the surgical mobilization of the subepithelial connective 
tissue at the site during the palatal roll flap procedure. The 
overlying partial‑thickness flap then underwent necrosis 
leading to the recession. The presence of a smooth collar on 
the dental implants may be advantageous for such clinical 
situations as the smooth machined collar is more amenable 
to effective plaque control. Clinical decision‑making for the 

choice of dental implant systems and designs is always a 
challenge, and the choice should always be based on sound 
clinical evidence.[12]

As the tissue thickness too needed to be augmented, a 
subepithelial pedicle from the anterior rugae area was also 
used. The subepithelial connective tissue pedicle graft has been 
popularized recently by techniques such as the vascularized 
interpositional connective‑tissue graft technique.[8] This is 
an intuitive technique and can be used to mobilize palatal 
connective tissue efficiently but it requires a higher level of 
expertise on the part of the operator. Thickness of the marginal 
tissue is an important attribute that influences the stability of 
the tissue; for example, in a randomized controlled trial by 
Tavelli et al., a gingival thickness of ≥1.2 mm was found to 
be a significant predictor of future stability.[13] The addition of 
a connective‑tissue graft to a recession coverage procedure is 
known to improve the long‑term stability of the outcome.[14]

The laterally displaced flap was first described by Grupe 
and Warren[15] and was later revised to exclude the marginal 
gingiva from the flap.[16] In the present case report, a laterally 
displaced flap was obtained along with the marginal gingiva. 
This was done to ensure an adequate tissue volume at the 
recipient site. The anticipated gingival recession at the donor 
site was a conscious choice based on the clinical judgment 
that a recession on a tooth would be easier to maintain as 
compared to exposed implant threads. It was also anticipated 
that the resulting recession would reduce over time due to the 
creeping attachment of the keratinized palatal mucosa akin to 
that observed with free gingival grafts.[17]

At the 18th‑month follow‑up visit, minimal residual recession was 
seen on the second premolar tooth [Figure 12]. The palatal mucosa 
around the implant was stable with a 3‑mm sulcular depth and no 
bleeding on probing. This indicated a clinically healthy and stable 
soft‑tissue attachment associated with the implant.

CONCLUSIONS

The double lateral pedicle technique described here is an 
effective technique to treat localized palatal recessions on 
single implants and to obtain sufficient tissue volume. The 
obtained soft‑tissue contours have also been seen to be stable 
after 18 months of follow‑up. Further investigation with more 
cases is essential to decipher the technical nuances and clinical 
performance of this technique.
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Figure 13: Palatal view of tissue contours seen after 18 months
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