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Abstract: The reduced periodontal support  in  periodotitis patient could give rise to tooth drifting, rotation,
over eruption and even mobility. It is common situation to receive such complaints from these patients.
However, when the conditions affect the anterior teeth in certain gender, it becomes a major esthetic problem.
Resolution of sign and symptom of the disease after periodontal therapy will satisfy both parties. Nevertheless,
gingival receding involves loss of single interdental papilla as the consequence of the therapy and present
tooth drifting on localized esthetic area bring about patient dissatisfaction. This condition created a dilemma
for the clinician to balance the management outcome and patient esthetic demand. Involvement of expertise from
multidisciplinary  field  in   dentistry can help to improve this condition.  Orthodontist  placed  the sectional
fixed appliance to align and intrude the tooth and helps to reduce the amount of recession. Further periodontal
plastic surgery was not recommended as it is less predictable and almost impossible for soft tissue to fill into
the embrasure. Without intervention of any regenerative procedure, periodontal tissue can still be regenerated
in these integrated procedures. This case report’s aim is to present the integration of orthodontic treatments
following surgical periodontal therapy for class III gingival recession on esthetic area and restored esthetic
demand as patient has standard smile line.
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INTRODUCTION patient is demonstrated by gingival recession. Soft tissue

The migration of gingival margin apical from apical migration of gingival margin [3]. The affected tooth
cemento-enamel junction is known as gingival recession. may appear longer with exposed root surface which
It is multifactorial  etiologies, which can be associated causes hypersensitivity and high risk of developing root
with unfavorable anatomical conditions, existing dental caries. The gingival recession associated with periodontal
appliance and pathological factors. The prevalence of disease can be seen on any tooth surfaces in conjunction
gingival recession is around 50% among population with loss of circumferential alveolar bone loss and
regardless of oral hygiene [1]. Vigorous tooth brushing interdental papilla loss. In turn it will affect the aesthetic
may  lead  to  the  occurrence of  gingival  recession. value and function.
Thus,  high  incidence  was  discovered among male as Reduced periodontal support provides opportunity
the age increases [2]. Location of thin buccal plate on for horizontal and vertical tooth migration. About 30% of
particular teeth such as mandibular anterior and molars, anterior teeth migration happens in moderate to severe
maxillary anterior and premolars, will ease the loss of periodontitis [4]. When gingival recession and tooth
connective tissue attachment. migration occur concurrently on anterior segment the

Despite deepened probing pocket depth, the aesthetic definitely will be affected. Sequentially, to
pathological alveolar bone loss in chronic periodontitis correct  the  chaotic  tooth alignment and discrepancy of

healing following periodontal therapy can result in further
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gingival margin due  to periodontal destruction will Generally, the oral hygiene was moderate and about
require the involvement of other disciplinary after the 12% of the sites bled on probing. Plaque mainly
periodontal disease  has been control. Therefore this accumulates at the interproximal surfaces and calculus
paper aims to report on adjunctive orthodontic movement detected on lingual surfaces of lower incisors and some of
in improving the destruction cause by periodontitis. molars teeth. Probing pocket depth of 4 to 5 mm was also

Case Report: A 23-year-old female was referred to 46). The periodontal destructions were consistence with
Periodontic   Specialist   Clinic,   Faculty   of   Dentistry; the present of calculus as plaque retentive factor at those
for further  management  of  periodontal  problem  after sites. The periapical analysis of 21 revealed wide vertical
the previous dental officer had controlled the localized bone loss on distal which involved about 80% of root
infection. The patient’s main complaint was about mobile length (Figure 2a). This is evidence of rapid periodontal
upper front tooth and fear of losing tooth. She had destruction. The prominent radiolucency indicated the
previous experience of recurrent gum swelling over the area of bone loss predicted was a pattern of one wall
tooth and it is slightly out of alignment. The condition defect.
affected  her  smile  appearance which  is  not  pleased.
The general medical history was not significant and none Periodontal Therapy: Patient was on motivation regarding
of her family members have gum problem. Having neither her periodontal status and at the same visit oral hygiene
significant habit nor other contributing factors was educated. Besides showing the Bass technique of
involvement. Extra-orally there was no significant sign of tooth brushing, dental floss was introduced to facilitate
traumatic injury. plaque control at the interproximal surface and interdental

Upon intraoral examination revealed localized brush was advised for the use on gap between 21 and 22.
fluctuant swelling and redness of the gingival on palatal The following visit, her plaque control has improved
of upper left central incisor (tooth 21) and the tooth was and full mouth scaling and polishing and localized root
mobile grade I. The tooth itself was labially drifted and the debridement was carried out. After two weeks, her plaque
distal part overlaps on mesial of 22. Almost absent of control was tremendously improved and a month later the
plaque and calculus around 21 and about 2 to 3mm of probing pocket depth on distopalatal of 21 has reduced to
gingival recession depth was detected on labial and 5mm. During review after 3 months the sites with 5mm
palatal, which oblique directed to distal.There was also probing pocket depth have disappeared. However
evidence of loss dental papilla of distal 21 and creating recurrent  sign  of  inflammation  persevere  on  palatal  of
black triangle. The gingival recession generated as the 21 and the periodontal pocket increase to 6mm on
sequel of previous periodontal treatment and in this distopalatal. This condition indicates disease activity and
patient it was classified as class III. Deep periodontal suggested for surgical exploratory management.
pockets   were  discovered  of  7mm  on  distopalatal  (DP), The defective site on 21 was predictably one wall
5mm on middle of palatal (MidP) and concurrent of defect and poor expected of regenerative procedure.
bleeding on probing (Figure 1). The tooth 21 was found Therefore, excess flap surgery was carried out to
responsive to electric pulp test (EPT) and diagnosed as accomplish the objective of getting a better excess for
periodontal abscess. instrumentation.  The intracrevicular  incision  was  made

detected on lower anterior (32) and first molars (26, 36 and

Fig. 1: Pre operative clinical photos of frontal (a) and palatal (b) view of tooth 21.



World Appl. Sci. J., 30 (Innovation Challenges in Multidiciplinary Research & Practice): 365-369, 2014

367

Fig. 2: Periapical radiograph of tooth 21 comparison between before (a) and gain of alveolar bone after (b) treatment
complete.

Fig. 3: Open flap debridement

Fig. 4: Orthodontic examination
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Fig. 5: Complete orthodontic treatment (a) and standard smile line (b).

and raised flap designed to minimize lost of soft  tissue  in periodontal abscess [5]. Provided radiograph shows
the limited surgical area (Figure 3). In order to avoid normal widening of periodontal space or obvious bone
unnecessary gingival recession this can further affect the loss [6]. Periodontal abscess commonly detected at the
esthetic. All the infected granulation tissues were site with rapid bone loss. The management of periodontal
removed and root surface was debrided. During the abscess is ranging from non surgical to surgical
recovery period, healing was very good and gingival periodontal therapy. Sometime, administration of
recession remained the same. Review sessions have been adjunctive systemic antibiotics will be considered after
continuous for about a year and orthodontic referral was susceptibility testing is positive [5].
made to improve her esthetic. Resolution of inflammation and attachment of

Orthodontics Treatment: Upon orthodontic examination, following periodontal therapy created gingival recession.
she has a Class I skeletal pattern, Class II division 1 The distribution of gingival recession is not uniform and
incisor relationship and overjet of 21 is 4mm (Figure 4). can occur on any tooth. Nevertheless, more gingival
Her molar and canine relationships are in Class I on both recession can be found in patients that have delicate
sides and no other abnormalities. Her upper and lower periodontium [7]. There are different shape and size of
arches are U shape with mild crowding. Tooth number 21 gingival recession that are frequently seen on the buccal
was slightly extruded and proclined. There was also no surface. When the gingival margin migrated to or beyond
traumatic bite on 21. After a session discussion, the the mucogingival junction (MGJ) and loss of interdental
treatment plan involved just an upper sectional fixed papilla is apical to the cementoenamel junction (CEJ) but
appliance due to patient’s time and financial constraint. coronal to the apical extent of the marginal tissue
The  sectional   fixed appliance was  placed  from  canine recession  it  is  classified  as  class III according to Miller.
to canine (13 to 33) and the aim of treatment was just to In addition to gingival recession, tooth with reduced
correct the alignment  of  upper anterior teeth and periodontal support will have high potential of migrating
intrusion of 21. away from natural alignment. Tooth drifting or rotating on

Orthodontic bond up was done on the second visit the anterior region in young adult will tremendously
and 0.014’’ NiTi archwire was placed. Initial thin archwire compromised the aesthetic [4].
was use to apply light force to aligned and leveled upper Recovery from periodontal infection following the
anterior teeth. A 0.016’’ Niti and then 0.018’’ss were therapy is a trophy for operator and patient. However the
placed after several visit. After 6 months, the upper front consequence due to destruction usually leads to
teeth were nicely aligned and tooth 21 was leveled. unaesthetic appearance and affects the function. Patient
Bonded retainer was placed in between 13 to 33 and attending regular follow-up in maintenance periodontal
Hawley retainer was made after the removal of fixed care usually promise of adequate plaque control.
appliance (debond). Movement using orthodontic appliance to realign and

DISCUSSION periodontium support without jeopardizing the

The gingival swelling and suppuration inside the condition is not a contraindication for orthodontic
periodontal pocket and bleeding on probing indicated of treatment provided the oral  hygiene can be maintained

connective tissue along the remaining alveolar bone

intrude this patient has resulted in gaining the

periodontal health (Figure 6) [7]. A stable periodontal
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[8]. In this case, patient’s periodontal condition is stable 2. Serino, G., J.L. Wennstrom, J. Lindhe and L. Eneroth,
and under routine management by periodontist. A light 0000. The prevalence and distribution of gingival
force was used to align and leveled upper anterior teeth recession in subjects with a high standard of oral
[9]. This is done to minimize any bone lost that could hygiene.   Journal   of   Clinical  Periodontology;
occur during treatment and minimize any root resorption. 21(1): 57-63.
A fixed retainer is placed at the end of treatment to 3. Tugnait and V. Clerehugh, 2001. Review: gingival
prevent relapse and increased stability of 21 intrusions. recession-its significance and management. Journal
This is also done because of the reduced bone support of Dentistry, 29: 381-394.
around 21.

The adjunctive  orthodontic treatment helps to 4. Towfighi,  P.P.,  M.A.  Brunsvold,   A.T.   Storey,
reduce size of gingival  recession and hide the apparent R.A. Arnold, D.E. Willman and McMahang, 1997.
on the approximal (Figure 5a). There are various Pathologic migration of anterior teeth in patient with
techniques of root coverage available, but the procedure moderate to severe periodontitis. Journal of
was not recommended for this patient because of having periodontology; 68(10): 967. 
complete coverage is less predictable in class III gingival 5. Jaramillo, A., R.M. Arce, D. Herrera, M. Betancourth,
recession and almost impossible to restore the embrasure J.E. Botero and A. Contreras, 2005. Clinical and
between 21 and 22 [10]. Unnecessary  procedures and microbiological characterization of periodontal
cost are avoided as they do not pose significant impact. ascesses.   Journal    of     Clinical   Periodontology;
Explanation regarding the entire management and 32: 1213-1218.
expected outcome have been previously informed to the 6. Corbet, E.F., 2004. Diagnosis of acute periodontal
patient. Fortunately she is having a standard smile line lesion. Periodontology 2000; 34: 204-216.
that is partially exposed the gingival margin and papilla 7. Marianne, M.A. and H.L. Wang, 2001. Periodontic
(Figure 5b) [11]. and orthodontic treatment in adults. Am J Orthod

CONCLUSION 8. Johal, A.S. and R.T. Lee, 1998. The periodontal-

In summary, patient with previous periodontal problem. British Journal of Orthodontics; 25: 95-99.
disease is not a contraindication for orthodontic 9. Melsen, B., et al., 1988. New attachment through
treatment. This  case  has  demonstrated the possibilities periodontal treatment and orthodontic intrusion.
of restoring an extruded upper anterior tooth with history AJODO; 94: 104-116.
of gingival recession and deep pocket into a stable and 10. Potarnichie, O., S. Solomon, L. Pasarin, A. Martu,
well aligned dentition. The patient smile aesthetics and D.C. Nitescu and S. Martu, 2013. Statistical study on
periodontal health have also improved with the the prevalence of gingival  recession in young
interdisciplinary approach between periodontal and adults. International Journal of Medical Dentistry.
orthodontic treatment. The treatment was done in minimal July/September; 3(3): 219-224.
time frame and patient was very satisfied with the result. 11. Jensen, J., A. Joss  and  N.P. Lang, 1999. The smile
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