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C L I N I C A L P R A C T I C E

Fear of losing the teeth is common among patients
presenting with gingival recession, especially when
the patients realize that loss of periodontal structures

is linked to deterioration in esthetic appearance and, in
some cases, increase in dental hypersensitivity. These 
potential complications stimulate patients to seek proper
treatment.

The main agents causing gingival recession that have
been described in the literature are dental plaque,1 destruc-
tive periodontal disease,2,3 mechanical trauma,4,5 areas with
absence or a narrow zone (width) of attached gingiva,6

muscular inserts near the gingival margin,7 reduced thick-
ness of the alveolar bone in the buccolingual side,8,9 root
prominence,10 irregular tooth alignment in the dental
arch,11 margins of gingival restorations12,13 and viruses.14

Another agent that may produce mechanical trauma to
oral tissues and that might be associated with gingival reces-
sions is body piercing. This practice has been performed for
centuries by some ethnic groups as part of traditional ritu-
als,15 and has recently become more common among
youths;16 various areas of the body, such as the face and
parts of the mouth, may be subjected to insertion of metal-
lic objects. This practice has been directly related to dental
and gingival injuries on the lingual aspect of the anterior
lower teeth in cases of tongue piercing17–19 and to buccal
gingival recession in cases where the lip stud is located such
that it can traumatize the gingiva19,20 (Table 1). Other

complications caused by lip piercing, such as lip inflamma-
tion, localized tissue overgrowth17 and metallic stud of a
jewel that was embedded into the lip,21 have also been
reported, as well as several cases of pathologic conditions
caused by oral and perioral piercings, such as bacterial
infections, edema and allergies (particularly to nickel).22–24

This article reports a case in which unusual gingival
recessions were caused by lip piercing and describes the
results of periodontal treatment.

Case Report
A 19-year-old female college student was referred to our

private dental office with symptoms of dental hypersensitiv-
ity and gingival recession. The patient had undergone lip
piercing 6 months earlier; the lip stud was positioned 1 cm
below the medium portion of the inferior lip, where a metal-
lic sphere could be seen. The gingival lesions had developed
during the intervening 6 months. Clinical examination
revealed an area of gingival recession on the buccal gingival
walls of both lower central incisors; the exposed roots
presented areas that were abraded by the piercing barbell,
located in the lower lip mucosa (Fig. 1). This barbell seemed
to be the main causative agent of the dental injuries. The
defects were classified as Class II according to Miller’s 
classification of marginal tissue recession,25 in which the
extension of the defects crossed the mucogingival junction
without presenting any signs of interdental bone loss.
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The first step in therapy was removal of the traumatic
agent, after which the patient underwent scaling and root
planing procedures. After these basic procedures, the
patient’s periodontal status was healthy and her oral
hygiene acceptable (Fig. 2). A diagnostic cast was obtained
to help in surgical planning (Fig. 3). Correction of the
mucogingival defect was achieved through a subepithelial
connective tissue graft, with tissue removed from the palate,
in association with frenectomy to remove a high frenum
insert close to the marginal gingiva.

After 5 months satisfactory root coverage through gingi-
val wall restitution presented a more favourable esthetic
aspect; the attached gingival zone had increased, which

favoured mechanical plaque control; and dental hypersensi-
tivity was absent (Fig. 4).

Discussion
The development of gingival recessions subsequent to

oral piercings has been reported in a small number of
cases.18–20,26 Placement of the jewellery is usually performed
by nonmedical professionals who are sometimes unaware of
the anatomical characteristics of the oral and perioral area
or the need for asepsis of any materials inserted into the
tissues.

Campbell and others19 evaluated the effect of time (in
years) and size of the stem and the barbell of tongue 

Table 1 Reports of gingival recession and dental abrasion associated with lip piercing

Reference Age/sex Months of wear Gingival recession Tooth abrasion

Er and others20 26/F 6 Mandibular central None
incisors (31, 41)

Campbell and others19 18/M 24 Mandibular central None
incisor (41)

19/F 24 Mandibular central None
incisors (31, 41)

This report 19/F 6 Mandibular central Root surface
incisors (31,41) (both incisors)

Figure 1: Lip-piercing barbell. Figure 2: Clinical aspect after the basic procedures.

Figure 3: Diagnostic cast. Figure 4: Clinical aspect 5 months after treatment.
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piercings in relation to gingival trauma and tooth damage.
They found that tongue piercing can be an important
causative agent in the development of gingival recession of
the lower anterior teeth and was also associated with dental
trauma in molars.

The development of gingival recessions linked to lip
piercing has been described in 2 case reports.19,20 The
mandibular central incisors were affected after 6 months20

and 2 years19 of usage, but no tooth abrasion was observed
in these cases. In the case reported here, recessions and
tooth abrasion developed after 6 months of use.

The patient described here was initially reluctant to
remove the lip stud, although the oral trauma that had
occurred and a fear of loosing her teeth stimulated her to
change her mind. However, in other cases the patient has
refused to remove the traumatic agent.20 Other complica-
tions, such as chipped or fractured teeth,19,23,27 interproxi-
mal bone loss,26 tooth abrasion and galvanic currents
produced by the jewellery, and lingual gingival trauma,18,19

have been observed in patients with tongue piercings. There
are potential risks of postoperative complications, such as
infection, edema and mechanical trauma, among patients
who have not been instructed about proper maintenance
and hygiene of oral piercings.22–24 If an oversized (long-
shank) barbell is not used during the initial placement, the
barbell can become stuck in the tongue and surgical
removal may be required.22 Conversely, if a long-shank
barbell used for initial placement is not replaced after 2
weeks, other adverse consequences, such as dental fractures,
may occur.

In response to questioning, the patient indicated that 
she had not received enough information about caring for
the piercing. This problem was also reported by Er and
others.20 During the recovery period after lip and tongue
piercing, patients must wash their hands before touching or
cleaning the pierced area; they should also check the ends of
the barbell twice a day to ensure that they are tight against
the mucosal surface (to avoid damage to the teeth or swal-
lowing of the barbell), avoid public swimming pools and
use an antibacterial mouthwash that does not contain alco-
hol for rinsing after meals.24

It is likely that cases similar to the one described here will
occur more frequently as the popularity of piercing grows
among young people.16 In addition, many athletes now
display various forms of intraoral piercings, which might
lead to a greater risk of dental complications where use of a
mouthguard is mandated.28

The number of cases in which oral and dental complica-
tions are associated with lip piercings is smaller than those
related to tongue piercings. However, dentists must be
prepared to address their patients’ individual needs with the
aim of avoiding or intercepting the course of potential
complications and removing the causative agent when

required.18,27 As piercing extends to an increasing number
of intraoral areas, such complications and adverse conse-
quences are also likely to increase.

In addition to the loss of attached gingiva, observations
in this case included ulcerations at the free gingival margin,
tooth abrasion, deposits of dental plaque related to the
affected area and an increase in dental hypersensitivity. The
therapeutic measures applied yielded satisfactory root
coverage, an increase in the zone (width) of keratinized
gingiva, improvement in hygiene status and absence of
dental hypersensitivity. C

Dr. L. Chambrone is a volunteer assistant professor, division of peri-
odontics, and a post-graduate student, department of orthodontics,
faculty of dentistry, Methodist University of São Paulo, São Bernardo
do Campo, Brazil.

Dr. L.A. Chambrone is professor and chair, division of periodontics,
faculty of dentistry, Methodist University of São Paulo, São Bernardo
do Campo, Brazil. 

Correspondence to: Dr. Leandro Chambrone, Rua Cristianópolis
220, Moóca, São Paulo – SP, 03128-030, Brasil. E-mail: chambras
@bol.com.br.

The authors have no declared financial interests.

References
1. Baker DL, Seymour GJ. The possible pathogenesis of gingival 
recessions. A histological study of induced recession in the rat. 
J Clin Periodontol 1976; 3(4):208–19.
2. Yoneyama T, Okamoto H, Lindhe J, Sockransky SS, Haffajee AD.
Probing depth, attachment loss and gingival recessions. Finding from a
clinical examination in Ushiku, Japan. J Clin Periodontol 1988;
15(9):581–91.
3. Löe H, Anerud A, Boysen H. The natural history of periodontal disease
in man: prevalence, severity, extent of gingival recession. J Periodontol
1992; 63(6):489–95.
4. Smukler H, Landsberg J. The toothbrush and gingival traumatic injury.
J Periodontol 1984; 55(12):713–9.
5. Khocht A, Simon G, Person P, Denepitiya JL. Gingival recession in
relation to history of hard toothbrush use. J Periodontol 1993;
64(9):900–5.
6. Tenenbaum H. A clinical study comparing the width of attached
gingiva on the prevalence of gingival recessions. J Clin Periodontol 1982;
9(1):86–92.
7. Camargo PM, Melnick PR, Kenney EB. The use of free gingival grafts
for aesthetic purposes. Periodontol 2000 2001; 27:72–96.
8. Steiner GC, Person JK, Ainamo J. Changes on the marginal periodon-
tium as a result of labial tooth movement in monkeys. J Periodontol 1981;
52(6):314–20.
9. Wennström JL, Lindhe J, Sinclair F, Theilander B. Some periodontal
tissue reactions to orthodontic tooth movement in monkeys.
J Clin Periodontol 1987; 14(3):121–9.
10. Gartrell JR, Mathews DP. Gingival recession. The condition, process
and treatment. Dent Clin North Am 1976; 20(1):199–213.
11. Stoner J, Mazdyasna S. Gingival recession in the lower incisor region
of 15-year-old subjects. J Periodontol 1980; 51(2):74–6.
12. Donaldson D. Gingival recession associated with temporary crowns.
J Periodontol 1973; 44(11):691–6.
13. Parma-Benfenati S, Frigazzato PA, Ruben MP. The effect of restora-
tive margins on the postsurgical development and nature of the 
periodontium. Part I. Int J Periodontics Restorative Dent 1985; 5(6):30–51.
14. Prato GP, Rotundo R, Magnani C, Ficarra G. Viral etiology of 
gingival recession. A case report. J Periodontol 2002; 73(1):110–4.



Journal of the Canadian Dental Association508 September 2003, Vol. 69, No. 8

Chambrone, Chambrone

21. Folz BJ, Lippert BM, Kuelkens C, Werner JA. Hazards of piercing
and facial body art: a report of three patients and literature review. Ann
Plast Surg 2000; 45(4):374–81.
22. Farah CS, Harmon DM. Tongue piercing: case report and review of
current pratice. Aust Dent J 1998; 43(6):387–9.
23. Botchway C, Kuc I. Tongue piercing and associated tooth fracture.
J Can Dent Assoc 1998; 64(11):803–5.
24. Armstrong ML. You pierced what? Pediatr Nurs 1996; 22(3):236–8.
25. Miller PD Jr. A classification of marginal tissue recession. 
Int J Periodontics Rest Dent 1985; 5(1):9–13.
26. Kretchmer MC, Moriarty JD. Metal piercing through the tongue and
localized loss of attachment: a case report. J Periodontol 2001;
72(6):831–3.
27. Maibaum WW, Margherita VA. Tongue piercing: a concern for the
dentist. Gen Dent 1997; 45(5):495–7.
28. McGeary SP, Studen-Pavlovich D, Ranalli DN. Oral piercing in
athletes: implication for general dentists. Gen Dent 2002; 50(2):168–72.

15. Cheong YH. The fading links between tradition and oral health in
Singapore. Int Dent J 1984; 34(4):253–6.
16. Mayers LB, Judelson DA, Moriarty BW, Rundell KW. Prevalence of
body art (body piercing and tattooing) in university undergraduates 
and incidence of medical complications. Mayo Clin Proc 2002;
77(1):29–34.
17. Boardman R, Smith RA. Dental implications of oral piercing. 
J Calif Dent Assoc 1997; 25(3):200–7.
18. De Moor RJ, De Witte AM, De Bruyne MA. Tongue piercing and
associated oral and dental complications. Endod Dent Traumatol 2000;
16(5):232–7.
19. Campbell A, Moore A, Williams E, Stephens J, Tatakis, DN. Tongue
piercing: impact of time and barbell stem length on lingual gingival reces-
sion and tooth chipping. J Periodontol 2002; 73(3):289–97.
20. Er N, Özkavaf A, Berberoglu A, Yamalik N. An unusual cause of
gingival recession: oral piercing. J Periodontol 2000; 71(11):1767–9.




