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Abstract:

Introduction: Gingival recession could affect an individual’s quality of life with nutritional, functional and
psychosocial consequences when associated with clinical problems such as root surface hypersensitivity, root
caries, cervical root abrasions, erosions , calculus/plaque retention and chronic periodontitis. The purpose of
using tooth cleaning device like chewing stick and toothbrush is to attain good oral hygiene compatible with
good oral health. Gingival recession may be localized to one tooth, or a group of teeth, or may be generalized
throughout the oral cavity.

Objective: To evaluate the prevalence of gingival recession in a rural community in Nigeria

Methodology: A cross sectional study of 54 participants was carried out at Ozalla Model Primary Health
Centre. They were interviewed for socio-demographic characteristics using interviewer administered
questionnaire and an intra-oral examination using disposable instruments for each participant was conducted
for the presence/absence of gingival recession. Data was analysed using Statistical Package for Social Sciences
(SPSS) Version 20.

Results: The prevalence of gingival recession was 22.2 %; it was common in males than females [M:F 3:1], the
mandibular teeth were more commonly affected. The age range of participants examined was 17years to 84
years and the mean age was 44.5+ 17.4years.The predominant occupation was farming and small scale
business/trading.85.2% of the participants uses toothbrush only as an oral hygiene device and 53.7% had not
visited a dental clinic. P values < 0.05 were accepted as being statistically significant. P-value = 0.001.
Conclusion: Gingival recession was more common in mandibular teeth and both sides of the dental arch. It was
more common in males, which was similar with some previous studies across Africa and the World.
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I.  Introduction
Gingival recession is the exposure of the root of a tooth due to a receding gum, it could affect an individual’s
quality of life with nutritional, functional and psychosocial consequences when associated with clinical
problems such as root surface hypersensitivity, root caries, cervical root abrasions, erosions, calculus/plaque
retention and chronic periodontitis. For a patient, gingival recession usually creates an aesthetic problem,
especially when it affects the anterior teeth [1], and anxiety about tooth loss due to progressing loss of tooth
support. Gingival recession may be localized to one tooth, or a group of teeth, or may be generalized throughout
the oral cavity. It may be associated with apical shift of marginal gingiva on one or more surfaces resulting in
clinical attachment loss and root exposure.[2]
The purpose of using tooth cleaning aids like chewing stick and toothbrush is to attain good oral hygiene
compatible with good oral health. Unfortunately, the practice when not performed appropriately, may result into
unwanted ill effects such as recession of the gingival tissues, trauma to soft tissues and abrasion of dental hard
tissues [3].
The causes of gingival recession is multifactorial and several predisposing factors may play a role in gingival
recession development, such as vigorous teeth brushing, destructive periodontal disease, tooth malposition,
frenum pull ,chewing stick trauma, occlusal trauma and iatrogenic factors like inappropriate fixed prostheses,
poorly designed partial dentures, operative procedures, and some orthodontic treatment.[4-6]
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Mohamed et al., in 1991 examined the relationship between chewing sticks (Miswak) and gingival recession and
he reported that The Miswak users had significantly more sites with gingival recession than did the toothbrush
users[7]. They concluded that the Miswak should be considered as a possible factor in gingival recession.
Previous epidemiological studies in Tanzania have shown that Tooth cleaning devices commonly used include
plastic toothbrushes (52-68%), chewing sticks (26-32%), both plastic toothbrushes as well as chewing sticks
(17.0%), and dental floss (1%) [8-9].Most of the rural population that constitutes about 85% of the general
population in Tanzania uses chewing sticks rather than the toothbrush (8-9).

Some studies reported that the maxillary canines and premolars [10] were the teeth most frequently affected by
gingival recession, others reported that the mandibular lateral incisors and premolars , the maxillary and
mandibular first molars are commonly affected [11]. Sarpangala et al., in 2015 [12]reported that canines of both
the upper right and left were the most frequent regions affected by gingival recession. It has been discovered
that the distribution pattern of gingival recessions is related to different etiologic factors.[11] Gingival
recessions on the mandibular incisors were tied to poor oral hygiene [13] whereas those on the premolars were
linked to traumatic tooth brushing [14].

A high prevalence of gingival recession has been reported in America (63%-89%) [15-17], Europe (25%-84%)
[18-23] and Australia (71%) [24] , but a lower prevalence has been found in Africa (28%) [14, 25,] and Asia
(15%) [26].Humagain and Kafle in 2013 reported [2] a prevalence of 65.44% from a study conducted in Nepal,
India. Mumghamba et al., in 2009 from reports in East-Africa, conducted a study in Tanzania and reported a
prevalence of 33.6%][3]. Arowojolu in 2000 reported [25] a prevalence of 27.7% from a study done in Ibadan,
Nigeria.

There are various studies and reports of the prevalence of gingival recession in other parts of the country and the
World. The aim of this study is to determine the prevalence of gingival recession in a rural community in order
to contribute to the existing data on gingival recession in Nigeria and the West African sub-region. It will also
compare findings with published reports from Nigeria and other countries of the World.

Il. Materials And Method

The study was conducted on participants who presented at Ozalla model primary health centre at the time of the
study[March,2019].0Ozalla town is one of the thirty three (33) towns that make up Nkanu -West local
Government Area of Enugu State [27].The area is largely rural and its inhabitants are primarily farmers, small-
scale business people and traders. Nkanu-West Local Government area of Enugu State is one of the
seventeen(17) local government areas of Enugu State and has its headquarters at Agbani [27].Ethical clearance
for this study was sought and obtained. Permission was sought from the head of the community and health
centre, while individual verbal consent (not written to encourage anonymity) was obtained from the respondents
before giving out the pre-tested questionnaire which was interviewer-administered and an intra oral examination
using disposable instruments for each person examined was conducted for the presence/absence of gingival
recession. Data were analysed using a computer software programme, Statistical Package for Social Sciences
(SPSS) Version 20. Pvalues < 0.05 were accepted as being statistically significant.

I11. Results

A total of 54 participants were seen and examined, 27(50 %) were males and 27(50%) were females with male
to female ratio of 1:1.The age of the participants was 17years to 84 years with a mean age of 44.5 + 17.4years
(Table 1).12 (22.2%) of the participants presented with gingival recession,42 (77.8%) of the participants did not
present with gingival recession. The participants who presented with gingival recession were 9 males and 3
females with a ratio of 3:1[M:F] (Table 3).85.2% of the participants uses toothbrush only as oral hygiene
device(Table 2) and 53.7% had not visited a dental clinic. Mandibular teeth were more commonly affected with
gingival recession.(Table 4)

Table 1: Socio-Demographic Characteristics Of Respondents

Variable Number Percent
Gender
Male 27 50
Female 27 50
Age group(yrs)
Less than 30 14 25.9
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30-49 18 33.3
50-69 16 29.7
70 and above 6 11.1
54 100
Level of education
Primary 15 27.8
Secondary 24 44.4
Tertiary 15 27.8
54 100

Table 2 oral hygiene device used by the participants

Oral hygiene device used Number Percent
Toothbrush 46 85.2
Chewing stick 4 7.4
Toothbrush& chewing stick 4 7.4
Total 54 100.0

Table 3Age and gender relationship of participants with gingival recession

Variable Number
[Age group(yrs)

20-40 3
50-60 3
Over 60 6
P- value = 0.001

Gender

IMale 9
Female 3
Total 12
P =0.051

Table 4 Teeth with gingival recession

Jvariable Number Percent
[Maxillary teeth 1 8.3
Mandibular teeth 3 66.7
Both 3 25

12 100

IV. Discussion

Gingival recession has been defined as a displacement of gingival margin apically from the cemento-enamel
junction (CEJ), leading to root-surface exposure[1]. It is commonly observed in adult subjects and can be
localized or generalized[2].The prevalence of gingival recession was 22.2 % of the studied population, which
was slightly less than previous studies ranging from 22.5% to 28 % [25,28]. This study demonstrated higher
prevalence of gingival recession in mandibular teeth as compared to maxillary teeth, which is in agreement with
the findings of previous studies.[8,11, 14,29]Lower occurrence of gingival recessions in maxillary teeth is
probably related to the characteristics of keratinized mucosa, which is wider and thicker in maxilla than in the
mandible.[22]

The occurrence of gingival recession correlated with age, which is supported by reports of other studies around
the World [14,17,25 30]. This study confirms that the prevalence of gingival recession increase with age; which
is consistent with most of the epidemiological studies on several age groups.[2,31-32]. The relationship between
increased prevalence of gingival recession and age could be due to the cumulative effect of age, periodontal
disease and longer period of exposure to the agents that cause gingival recession [2].Majority (85.2%) of the
participants used a plastic toothbrush, and few used chewing sticks (7.4%) and a combination of chewing sticks

DOI: 10.9790/0853-1804171821 www.iosrjournals.org 20 | Page



Gingival recession In A Rural Community In Nigeria: A Pilot Study

and plastic toothbrushes (7.4%).This study showed greater gingival recession in males than in females which
was similar with previous reports. [1,33]

V. Conclusion

The occurrence of gingival recession increased with age in this study, affecting more mandibular teeth on both
sides of the dental arch. It was more common in males than females, which was similar with some previous
studies across Africa and the World. The predominant occupation was farming and small scale business/trading.

1.
[2].
[31.

[4].
[5].

[6].
7.
[8].
[9].

[10].
[11].
[12].
[13].
[14].
[15].
[16].
[71.
[18].
[19].

[20].

[22].

[23].

[25].

[27].

[28].

[29].
[30].

[31].

References
Khosya B, Devaraj CG. Etiology and severity of different grades of gingival recession in adult population. National Journal of
Medical Research,2014, Volume 4,Issue 3:189-192.
Humagain M, Kafle D. The Evaluation of Prevalence, Extension and Severity of Gingival Recession among Rural Nepalese Adults,
Orthodontic Journal of Nepal, 2013,Vol. 3, No. 1:41-46.
Mumghamba EGS, Honkala S, Honkala E , Manji KP. Gingival Recession, Oral Hygiene and Associated Factors Among
Tanzanian Women. East African Medical Journal ,2009,Vol. 86. No. 3:125-132.
Tugnait A, Clerehugh V. Gingival recession: its significance and management. Journal of Dentistry.2001; 29: 381-394.
Kundapur PP, Bhat KM, Bhat GS. Association of Trauma from Occlusion with Localized Gingival Recession in Mandibular
Anterior Teeth. DRJ 2009; 6(2): 71-74.
Greenwell H, Fiorellini J, Giannobile W, Offenbacher S, Salkin L, Townsend C, et al. Oral reconstructive and corrective
considerations in periodontal therapy. J Periodontol 2005;76(9): 1588-1600.
Mohamed AE, Abdullah R, Hassan AS. The relationship between chewing sticks (Miswak) and periodontal health. 111 relationship
to gingival recession. Quintessence International 1991 ; 21 (1) : 61-64.
Mumghamba EGS, Fabian FM. Periodontal health status and oral hygiene practices among middle-aged adults in Mtwara rural,
Tanzania. Afr.J. Oral. Health Sci. 2003; 4: 192-197.
Sarita PTN, Tuominen R. Tooth cleaning methods and their effectiveness among adults in rural Tanzania. Proc. Finn. Dent. Soc.
1992; 88: 139-145.
Watson PJC. Gingival Recession. Journal of Dentistry.1984; 12(1):29-35.
Anarthe R, Mani A, Marawar PP. Study to Evaluate Prevalence, Severity and Extension of Gingival Recession in the Adult
Population of Ahmednagar District of Maharashtra State in India. IOSR Journal of Dental and Medical Sciences (IOSR-
JDMS).2013; 6 (1): 32-37.
Sarpangala M, Suryanarayan MA, Shashikanth H, Shanker KR, Mohamed M, Devasya A. A study on etiology and occurrence of
gingival recession - An epidemiological study. Indian Soc Periodontol. 2015;19(6):671-675.
Addy M, Mostafa P, Newcombe RG .Dentine hypersensitivity: the distribution of recession,sensitivity and plaque. Journal of
Dentistry.1987; 15(6): 242-248.
Van Palenstein Helderman WH, Lembariti BS,van der Weijden GA, van’t Hof MA. Gingival recession and its association with
calculus in subjects deprived of prophylactic dental care. Journal of Clinical Periodontology.1998; 25(2): 106-111.
Khocht A, Simon G, Person P, Denepitiya JL. Gingival recession in relation to history of hard toothbrush use. Journal of
Periodontology.1993; 64: 900-905.
Marini MG, Greghi SL, Passanezi E, Sant’ana AC. Gingival recession: prevalence, extension and severity in adults. Journal of
Applied Oral Science.2004; 12: 250-255.
Susin C, Haas AN, Oppermann RV, Haugejorden O, Albandar JM. Gingival recession: epidemiology and risk indicators in a
representative urban Brazilian population. Journal of Periodontology.2004; 75: 1377-1386.
Checchi L, Daprile G, Gatto MR, Pelliccioni GA. Gingival recession and tooth brushing in an Italian School of Dentistry: a pilot
study. Journal of Clinical Periodontology.1999; 26: 276-280.
Kozlowska M, Wawrzyn-Sobczak K, Karczewski JK, Stokowska W. The oral cavity hygiene as the basic element of the gingival
recession prophylaxis. Roczniki Akademii Medycznej wBialymstoku. 2005; 50Suppl 1: 234-237.
Sarfati A, Bourgeois D, Katsahian S, Mora F, Bouchard P. Risk assessment for buccal gingival recession defects in an adult
population. Journal of Periodontology.2010; 81: 1419-1425.
[21]. Serino G, Wennstrom JL, Lindhe J, Eneroth L. The prevalence and distribution of gingival recession in subjects with
a high standard of oral hygiene. Journal of ClinicalPeriodontology.1994; 21: 57-63.
Tenenbaum H. A clinical study comparing the width of attached gingiva and the prevalence of gingival recessions. Journal of
Clinical Periodontology. 1982; 9: 86-92.
Toker H, Ozdemir H. Gingival recession: epidemiology and risk indicators in a university dental hospital in Turkey. International
Journal of Dental Hygiene.2009; 7: 115-120.
[24]. Thomson WM, Broadbent JM, Poulton R, Beck JD. Changes in periodontal disease experience from 26 to 32 years of
age in a birth cohort. Journal of Periodontology.2006; 77:947-954.
Arowojolu MO. Gingival recession at the University College Hospital, Ibadan: prevalence and effect of some aetiological factors.
African Journal of Medicine and MedicalSciences.2000; 29: 259-263.
[26]. Slutzkey S, Levin L. Gingival recession in young adults: occurrence, severity, and relationship to past orthodontic
treatment and oral piercing. American Journal of Orthodontic and Dentofacial Orthopedics.2008; 134: 652-656.
Adekola G, Nwoye CE. Traditions and Customs in  Community  Development: The Case of
Nkanu West and Nkanu East Local Government Areas of Enugu State, Nigeria. Journal of Education and Practice. 2016: Vol.7,
No0.18:120-127.
Muller HP, Stadermann S, Heineeke A. gingival recession in smokers and non-smokers with minimal periodontal disease. J Clin
Periodontol 2002 Feb; 29(2): 129-136.
VehkalahtiM. Occurrence of gingival recession in adults. J. Periodontol. 1989; 60: 599-603
Mumghamba EGS, Markkanen HA, HonkalaE. Risk factors for periodontal diseases in llala, Tanzania. J. Clin. Periodontol.1995; 5:
347-354.
Anerud A, Boysen H. The natural history of periodontal disease in man: prevalence, severity and extent of gingival recession. J
Periodontol 1992 Jun; 63: 489- 495

DOI: 10.9790/0853-1804171821 www.iosrjournals.org 21 | Page



Gingival recession In A Rural Community In Nigeria: A Pilot Study

[32]. Guimaraes MG, Aguiar EG. Prevalence and type of gingival recession in adults in the city of Divinopolis, MG, Brazil. Braz J Oral
Sci 2012; 11(3): 357-361.

[33]. Dodwad V. Aetiology and severity of gingival recession among young individuals in Belgaum district in India.Annal Dent Univ
Malaya 2001;8: 1-6.

o - - = = = e = e - - ]

DOI: 10.9790/0853-1804171821 www.iosrjournals.org 22 | Page



