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Miller's Classification of Marginal Tissue
Recession: 40 Years of a Game Changer

lassification systems of diseases and
conditions are fundamental tools that
standardize diagnosis, guide prognosis
and treatment recommendations, support data
collection and stratification in research, provide
structure for educational purposes, and facilitate
effective communication among health care pro-
fessionals and with patients. Since the emergence
of periodontics as a distinct dental specialty in
the early 20th century,> numerous classification
systems for diseases and deformities affecting the
periodontium have been proposed and applied.
Notably, the evaluation of gingival recession
defects (GRDs) in the context of mucogingival
deformities has garnered sustained interest from
both clinicians and researchers, which has trans-
lated into the development of numerous classifi-
cation systems.®>"°
From the original classification proposed by
Sullivan and Atkins in 1968° to the most recent
system published by Chambrone and Avila-Ortiz
in 2021/ classification frameworks have been uti-
lized to identify key anatomical features associated
with GRDs, aiding clinical decision-making for the
selection of surgical root coverage interventions.
Arguably, the most influential and groundbreaking
classification system for marginal tissue recession
was introduced by Dr P. D. Miller in a 1985 publi-
cation in The International Journal of Periodontics
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& Restorative Dentistry.* In this article, Miller
described four classes (or types) of GRDs and
their anticipated treatment predictability, based
on three critical variables: (7) the apical extent
of the defect relative to the mucogingival junc-
tion (coronal to, at, or beyond it); (2) the level of
integrity or degree of loss of interproximal tissues
(bone or soft tissue); and (3) the presence of tooth
malposition.*

Reflecting on the past 40 years, Miller's clas-
sification has undoubtedly been the most widely
employed system in clinical practice, education,
and research. It was revolutionary for practice,
enabling clinicians to plan surgical interventions
based on predictable treatment outcomes. Its
straightforward and reproducible interpretation
catalyzed its widespread adoption in clinical
research and contributed to its appearance in
hundreds of publications. As of April 25, 2025,
the article has accumulated 886 citations in
Scopus. Remarkably, the establishment of this
classification as a user-friendly and reliable
diagnostic tool led to the implementation of
standardized criteria that continue to guide the
development of evidence-based strategies in
periodontal plastic surgery, particularly in eval-
uating the efficacy and feasibility of different
surgical techniques based on specific defect
characteristics.
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It is noteworthy that two of the most iconic
papers on the management of GRDs were pub-
lished in the same year: Miller's classification
system* and Langer and Langer's description
of the combination of a coronally advanced flap
with a subepithelial connective tissue graft," which
remains the gold-standard approach for the sur-
gical treatment of GRDs?® The simultaneous
publication of these landmark articles symbol-
ically marked the beginning of a prolific era in
periodontal plastic surgery, during which major
advancements were introduced that “changed the
game” for patients requiring treatment for GRDs“

Although other frameworks have gained traction
in recent years, it is important to emphasize that,
four decades after its publication, P. D. Miller's
classification system remains relevant in both
clinical practice and research. Why? Because it
is simple, easy to apply, reproducible, and directly
linked to treatment prognosis and clinical deci-
sion-making based on site-specific variables.
Some may argue that "Miller’s classification sys-
tem presents important inconsistencies” or that
“more comprehensive and precise classifications
are now available."*” While these are valid points,
it must be acknowledged that all GRD classifi-
cation systems possess inherent limitations.”®®
Moreover, we should not lose sight of the fact
that today’s most widely accepted classifications
systems are clearly built upon Miller's foundational
work. Rather than engaging in endless debates or
exhaustive analyses over which system is superior,
and to make a long story short, we would like to
paraphrase Drs Pini Prato and Di Gianfilippo, who
aptly stated that Miller's classification “reflected
the state-of-the-art clinical practices and knowl-
edge of its time!"°

Kudos to you and your legacy, Dr Miller!

References

1. Armitage GC. A brief history of periodontics in the United
States of America: Pioneers and thought-leaders of the past,
and current challenges. Periodontol 2000 2020;82:12-25.

2. Nevins M. Periodontal clinical practice: The past, the present,
the future. J Periodontal Res 2025;60:203-205.

3. Sullivan HC, Atkins JH. Free autogenous gingival grafts. 3.
Utilization of grafts in the treatment of gingival recession.
Periodontics 1968;6:152-160.

4. Miller PD Jr. A classification of marginal tissue recession. Int J
Periodontics Restorative Dent 1985;5:8-13.

5. Cairo F, Nieri M, Cincinelli S, Mervelt J, Pagliaro U. The inter-
proximal clinical attachment level to classify gingival reces-
sions and predict root coverage outcomes: An explorative
and reliability study. J Clin Periodontol 2011;38:661-666.

6. Cortellini P, Bissada NF. Mucogingival conditions in the natu-
ral dentition: Narrative review, case definitions, and diagnos-
tic considerations. J Periodontol 2018;89:5204-s213.

7. Chambrone L, Avila-Ortiz G. An evidence-based system for
the classification and clinical management of non-proximal
gingival recession defects. J Periodontol 2021;92:327-335.

8. Pini Prato G, Di Gianfilippo R. On the value of the 2017 clas-
sification of phenotype and gingival recessions. J Periodontol
2021,92:613-618.

9. Pini Prato G, Di Gianfilippo R, Pannuti CM, et al. Diagnostic
reproducibility of the 2018 Classification of Gingival Re-
cession Defects and Gingival Phenotype: A multicenter
inter- and intra-examiner agreement study. J Periodontol
2023,;94:661-672.

10. Di Gianfilippo R, Pini Prato G, Franceschi D, et al. Diagnostic
reproducibility of the 2018 Classification of Gingival Reces-
sions: Comparing photographic and in-person diagnoses. J
Periodontol 2024;1-11.

1. Langer B, Langer L. Subepithelial connective tissue graft
technique for root coverage. J Periodontol 1985;56:715-720.

12. Chambrone L, Botelho J, Machado V, Mascarenhas P,
Mendes JJ, Avila-Ortiz G. Does the subepithelial connective
tissue graft in conjunction with a coronally advanced flap re-
main as the gold standard therapy for the treatment of single
gingival recession defects? A systematic review and network
meta-analysis. J Periodontol 2022;93:1336-1352.

13. Carbone AC, Joly JC, Botelho J, et al. Long-term stability
of gingival margin and periodontal soft-tissue phenotype
achieved after mucogingival therapy: A systematic review. J
Clin Periodontol 2024;51:177-195.

14, Chambrone L, Pini Prato GP. Clinical insights about the
evolution of root coverage procedures: The flap, the graft,
and the surgery. J Periodontol 2019;90:9-15.

15. Chambrone L, Armitage GC. Commentary: Statistical signif-
icance versus clinical relevance in periodontal research: Im-
plications for clinical practice. J Periodontol 2016;87:613-616.

16. Chambrone L, Garcia-Valenzuela FS, Avila-Ortiz G. Errors
and complications in clinical periodontal practice due to
methodologic bias and bad interpretation of the evidence.
Periodontol 2000 2023;92:373-381.

Leandro Chambrone, DDS, MSc, PhD

Evidence-Based Hub, Centro de Investigagao Interdisci-
plinar Egas Moniz (CiiEM), Egas Moniz School of Health
& Science, Almada, Portugal; Unit of Basic Oral Investiga-
tion, Universidad El Bosque, Bogota, Colombia.

Gustavo Avila-Ortiz, DDS, MS, PhD

Department of Oral Medicine, Infection, and Immunity,
Harvard School of Dental Medicine, Boston, Massachu-
setts, USA.

Correspondence to:
Dr Leandro Chambrone, leandro_chambrone@hotmail.com

© 2025 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY.
NO PART MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER.

Editorial

435





