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Hard tissue augmentation to minimize a risk of buccal gingival recession in lower
anterior teeth associated with orthodontic treatment: case report

Department of Periodontology, Ajou University School of Medicine
Ji-Soo Yoo*, DDS, MSD., Seung-Jin Baek, DDS, MSD., Jae-Suk Jung, DDS, Ph.D. Suk Ji, DDS, Ph.D

Patients with malocclusion may present with preexisting mucogingival problems susceptible to attachment loss during or after
orthodontic treatment. Lower anterior teeth especially show a high prevalence of gingival recession following orthodontic
treatment. This case report demonstrates hard tissue augmentation of labially thin or deficient alveolar bone (dehiscences and
fenestrations) to prevent attachment loss during or after orthodontic treatment. Three patients presented clinically prominent root
surfaces and dehiscences and fenestrations on cone-beam computed tomography (CBCT) in lower anterior teeth. Labial hard
tissue augmentation of lower anterior teeth was performed with deproteinized bovine bone mineral and collagen membrane. Six
months later, hard tissue augmentation reduced root prominence and created a greater volume of hard tissue on lower anterior area
in clinical and radiographic findings. Hard tissue augmentation using xenograft could prevent attachment loss associated with
orthodontic treatment and maintain stability of healthy periodontium.
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Fig.1. (A) Mandibular root prominence was showed in clinical photograph at base line. (B) In CBCT axial view, dehiscences and fenestrations
were found. (C) Thin labial plate, dehiscences and fenestrations were observed in CBCT sagittal view.

Fig. 2. (A) Atter flap reflection, areas of dehiscences and fenestrations of the labial plate were noted. (B) Tent screw was inserted and Bio-0ss®
and Bio-gide® were placed over the root surface. (C) Primary closure was done using interrupted suture to stabilize flap.

Fig. 3. (A) At the 6 month post-treatment, root prominence was reduced in clinical view. (B) Augmented labial alveolar bone at the level of lower

incisor was well maintained in CBCT sagittal slice

210 | chahx|2tolARR3IR| ®56H H4S 2018




CASE REPORT .

e H5E YA O biotype®] A&, BFR A o 2 o4 AWF F BT HAKFig 5B- 1
2 99 el o & YATHFig. 4A). CBCT  5D). & 5 6708 7 QM Aol oot AR 82 a
of AxN] Aol WAFUT  © A o] AW 2L AT & UYUN(Fig.

6A) CBCT sagittal viewollA &4 A

axial viewolA] 3}

>
i
=
=

AT ZASHA GEIAIRE Al

oF 2mm F7FHcHFig. 6B). -

>

ot

isci)

Y

ﬁ'.
N

MR el
2

%o

Case 3 1o
=2 =

S oy 9Fo] glojA o] FZ(Bio—-0ss”, Class 11l 2Awgo 2 Ache 184 o4 A= flo

Geistlich, Switzerland)¥} X}#2H(Bio—gide®, #31, #41H o} AAA AL X2F S22l

Geistlich, Switzerland)& o-83to] sfof AR AESUE S 3f Zol4le A”sialh. ¥4 4 3

—

& 1

1

lo

=
3

Ak

Fig.4. (A) Mandibular root prominence was showed in clinical photograph at base line. (B) In CBCT axial view, fenestrations were found.
(C) Thin labial plate and fenestrations were observed in CBCT sagittal view.

Fig. 5. (A) After flap reflection, areas of fenestrations of the labial plate were noted. (B,C) Lower anterior area was grafted using Bio-0ss®
and Bio-gide® . (D) Flap was repositioned using interrupted suture.

Fig. 6. (A) At the 6 month post-treatment, root prominence was reduced in clinical view. (B) Augmented labial alveolar bone at the level
of lower incisor was well maintained in CBCT sagittal slice.
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Fig.7. (A) Mandibular root prominence was showed in clinical photograph at base line.

) In CBCT axial view, dehiscences were found.

(C) Thin labial plate and dehiscences were observed in CBCT sagittal view.

Fig. 8. (A) After flap reflection, areas of dehiscences of the labial plate were noted. (B) Tent screw was inserted. (C,D) Lower anterior
area was grafted using Bio-oss® and Bio-gide®. (E) Flap was repositioned using interrupted suture.

Fig. 9. (A) At the 6 month post-treatment, root prominence was reduced in clinical view. (B) Augmented labial alveolar bone at the level

of lower incisor was well maintained in cephalometric view.
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Table 1. Characteristics of patients according to predisposing factors of gingival recession related to orthodontic treatment
Alveolar bone  Alveolar bone Sl Gingival biot Svmohvsi Amount of facial
dehiscence fenestration eletal pattern Inglval biotype ymphysis bone support
Case 1 0 0 Class Ill hyperdivergent Thin Narrow <0.5mm
Case 2 X 0 Class Ill hyperdivergent Thin Narrow <0.5mm
Case 3 0 X Class Ill hyperdivergent Thin Narrow <0.5mm
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