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Protecting the root

Prof. Dr. Liviu Steier outlines a how
best to prevent gingival recession

ool surface exposure as a
Rgonsequence of gingival re-
essionisachallenge forthe
dental practitioner. Over the past
decade, many procedures have
been introduced and presented to
prevent and/or treated this com-
plex phenomenon. Most of the
treatment approaches consist of
mucoginigival graft techniques.

Variation in gingival thick-
ness (GTH) has been related to
different periodontal ‘biotypes’
(Seibert & Lindhe 1989):

.

Thick - flat biotype (quadratic
teeth with abroad zone of kera-
tinized tissue)

Thin - scalloped biotype (slen-
der teeth with a narrow zone of
keratinized tissue)

Gingival thickness not only
interferes with dental proce-
duresbutcanadvance untreated.
Among the most common found
clinical manifestations are:

Tooth sensitivity.
Long tooth appearance

Clinical picture showing ‘dark margin’ of a PFM crown in a thin gingiva bio-

type patient having multiple recessions.

Clinical picture demonstrating gingival recession around an implant.

A clinical case of generalised gingival recession in a patient with thin gingiva biotype and high muscular insertion.

Gingival biotype
and natural teeth

As a consequence of this thin
biotype, gingiva can receed during
life. Itisnot often that clinical situa-
tionslike the one below can be seen
in practice. Treatment which does-
n’taddressthe primary disease was
performed using adhesive filling
material to reduce tooth sensitivity
and mask esthetics.With time,
restorations have to grow and an
unpleasentimage occures.

Gingival biotype
and prosthetics

Ericsson &. Lindhe demostrated
inanexperimental study (1984) per-
formed on beagle dogs, that once
metallic strips inserted subgingi-
vally — recession was more likely to
appear in areas with thinn gingiva
architecture.

Gingival biotype and
surgical endodontics

It is a widely-accepted clini-
calimpressionthatathin, highly-

scalloped gingivatendstorecede
from source of irritation, for ex-
ample, an artificial crown. Mar-
gin ormicrobialirritants (Seibert
& Lindhe 1989), and gingival re-
cession often occurs following
traumatic, or surgical injury
(Claffey & Shanley 1986).

Gingival biotype and implant
therapy in the esthetic zone

(ITT Treatment Guide Vol T —
Implant Therapy in the Esthetic
Zone - Quintessence 2007)

Subgingival elements covered
byathick-gingival biotype assure
a predictable esthetical outcome
lowering the treatment risks.

A medium - gingival thick-
ness biotype is associated with
higher long-term esthetical risk.

The thin — gingival thickness
biotypeisassociated with therisk
of recession and may lead to es-
thetical insufficiency.

Miiller et al. (2007) demon-
strated that subjects with a thin
periodontal phenotype have
also relatively thin palatal mu-
cosa not very suitable for har-
vesting connective tissue grafts.
As a consequence, the use of
‘acellular dermal matrix’ de-
rived from donated human skin
(AlloDerm - Biohorizons) may
be the only treatement alterna-
tive in cases of thinn gingival
biotype.

Soft-tissue grafting
Soft-tissue grafting is per-
formed for different reasons:

1. Changing of the natural gin-
gival biotype by augmenta-
tion > a preventive ap-
proach.

2. Root coverage - a curative
approach in ready installed
disease.

Treatment Algorithm for Gingival Recession

Postoperative pictures

... placedin sterile saline bath for rehydratation

\‘\

... relyydratated and cut in strip

Tunnel periotome used to raise the flap
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Postoperative pictures

Placing the Alloderm under the raised tunnel flap The Algorithm below nosis and adequate treat-

<k page 21 should best exemplify diag- ment.

Alloderm

Alloderm is an acellular der-
mal matrix derived from donated
human skin. The donor material
is deprived of the epidermis and

. immunogenic cells. [tundergoes
a final freeze drying and an ex-
tensive pannel of serology tests

and a sterilization process.

for optimal
ICS

Preoperative pictures

Postoperative pictures

Gingival recession with AlloDerm graft placed Complete root One can say that the Allogrfat
root surface restorations.  in pouch and sutured. coverage at one year Tissue is transformed into a Re-

postoperatively. generative Tissue Matrix consis-
tend of a complex acellular het-
erogenous scaffold, containing
growth factors binding sies and
blood vessel architecture.

Case courtesy of Dr. Edward P. Allen

It has been demonstrated that
B = I = S I t = due toretained vascular channels
I 0 O g I C O u I O n S the patientsbloodinfiltrationisfa-
cilitated and accelerated — revas-
BioHorizons comprehensive Biologic product portfolio offers a wide range of evidence-based regeneration options to cularization can start as early as
ensure ideal site development. Delivering optimal aesthetics and successful implant placement is the goal of our proven one wekk after implantation.
hard and soft tissue products.
Clinical case

A 29-year-old male was ref-

° ® _ S . . ered for the management and
AlloDerm® - regenerative tissue matrix for use as an effective prevention of recession. The

alternative to palatal tissue for soft tissue augmentation* medical history was uncompli-

% cated with no special recording

in the dental history.

e
"‘-.“..-

. . The clinical dental examina-
el oo * MinerQOss™ - blend of mineralized allograft cancellous and cortical tion proved:
chips that provide an osteoconductive scaffold for bone regeneration ¢ Thinn gingiva biotype.
* Temperature sensitivity
° Gingival recessions with ten-
dency to expansion
* There were no signs of inflam-

e Mem-Lok™ - resorbable collagen membrane that is cell occlusive mation or ulceration

\ and slowly resorbing to promote clot maintenance and bone formation

The initial management was
conservative and consisted in
cleaning and hygiene instruction.
Follow-up a few weeks later
showed a clear improvement in
oral hygiene. The patient was ex-
plained treatment goals and dif-
. ferent available treatment op-

For more information, contact BioHorizons
Customer Care: 01344 752560
Email: infouk@biohorizons.com

visit us online at www.biohorizons.com tions.
B I O I_I O R I Z O I S ® The selected and agreed
o ) - I treatment plan was two-fold:
*Histologic Evaluation of Autogenous Connective Tissue and Acellular Dermal . . . .
Matrix Grafts in Humans. Cummings LC, Kaldahl WB, Allen EP. J Periodontol * First to thicken the gingiva us-

2005,76(2):178-186. MinerOss manufactured by Osteotech. Mem-Lok SCIENCE « INNOVATION ¢ SERVICE lng graft technique (A]loderm)

manufactured by Collagen Matrix, Inc. AlloDerm manufactured by LifeCell.

CPMIPO9095 REV A APR 2000 © atalaterstage for complete roqt
coverage a ‘coronally reposi-

toned flap’. Consent was ob-

tained.




DENTAL TRIBUNE United Kingdom Edition - August 7-13,2000

23

Preop mirrow view ofthe left side

Postop view of the same side

.

Preop mirrow view of'the right side

Postop mirrow view of the same side

Step-by-step treatment
Preparing Alloderm for use:
The package is opened and the
graftisdropedinto a sterile saline
bath where it is kept for 30 min-
utes. The paper back is removed
from the graft. It is important to
identify the two side of the graft.
The basement of the memebrane
is rough and does not absorbe
blood while the dermal side does.

Preparation of
therecipient side

Adequate anesthesia is ad-
ministrated — usually infiltration
will suffice.

The surface of the root is
scaled and planned. Papillary in-
cisoins are made using a Swann
Morton blade to a depth of 3-4
mm apically. The papillaisleftin-
tactto preventflapretraction and
improve blood supply to the graft
during the healing phase.

To lift the tunneled papillae, a
microsurgical papilla elevator is
used and amucoperiosteal pouch
(pastthemucogingival junctio)is
created.

The Alloderm graft is cut to fit
from the distal of the canine to the
mesial ofthemolar. The graftisin-
serted into the pouch preparation
under the intact papilla using the
micro papilla elevator. The graftis
than positioned with the connec-
tive tissue side facing the bone.

The margins of the garft are
fixed to the tooth with Histoacryl
glue. No suture needed.

The patient was instructed
not to brush the area for 6 weeks,
to start rinsing the mouth with
saline solution for seven days. Af-
ter seven days, disinfection was
performed with oral rinse with
CHX solution. The patient was
seen forpostsurgical check up af-
ter two days, seven days and six
weeks.

After six weeks, a through
cleaning was perfromed and the
patientinstructed torestartregu-
larhygiene.Healing wasre-eval-
uated after three months and the
next treatment step scheduled.

Conclusion

Earlydiagnosis and preventive
regenerative periodontal treat-
ment canlong-term avoid gingival
recession. Patients having a thin
gingiva biotype will also lack ade-
quate connective tissue in the
palate for transplant. The use of
donated human tissue represents
aviable alternative technique.

References areavailableonrequest.
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