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Abstract

The oral function of periodontitis patients is maintainable only after inflammation is tightly regulated, and additionally.
after proper vertical and horizontal jaw position is established and occlusal relationship is restored as typically found in
posterior disocclusion with anterior guidance. Advanced periodontitis is however characterized by progressive periodontal
tissue breakdown leading to teeth mobility and pathologic migration. As a result, once the occlusal balance is disturbed,
excessive force load is applied in the form of traumatic occlusion, causing the periodontal tissue to surpass its adaptive
threshold, thereby generating secondary occlusal trauma, and in turn, further periodontal tissue destruction in more than a
few cases.

Treatment goals were established for a patient on the verge of experiencing occlusal collapse due to broad type
periodontitis, which was to stabilize inflammation and occlusion. We would like to present a case in which positive results
were achieved with interdisciplinary treatment team approach that includes specialties such as periodontal disease,
orthodontics, prosthetic treatment, which led to long term stability. The patient was a 39-year-old male at the time of initial
visit. He presented to the Periodontal Disease Department of the Matsumoto Dental University Hospital with a chief
complaint of teeth mobility across the full jaw length. After being diagnosed with broad type periodontitis resulting in teeth
separation and misaligned crowded teeth, basic periodontal treatment and periodontal surgery were performed with
improvement in the periodontal tissue. With subsequent treatment for oral function improvement, teeth misalignment
improved, and dentition continuity was achieved with orthodontic treatment. Ultimately, occlusion was established across
the full jaw length with prosthetic treatment, whereby healthy oral environment was achieved: the patient has been on
Supportive Periodontal Therapy (SPT) for 10 years.
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Introduction

Periodontitis is a chronic inflammatory disease caused by infectious permanent bacteria in oral cavity, characterized
by breakdown and resorption of gingival connective tissues and alveolar bones, which is a lifestyle disease contracted by
approximately 50% of the Japanese population that are 40 years or older.! After periodontitis has progressed, pathologic
mobility and migration generally occur as the disease progresses. Reports have indicated that pathologic teeth migration
was observed in 30 - 55.8% of periodontitis patients.>* Additionally, periodontal tissue breakdown is evident in advanced
periodontitis patients. In more than a few cases of such patients, the periodontal tissue cannot bear the chewing forces
and occlusal forces that were exerted when these patients were healthy. The occlusal forces exacerbate teeth mobility
after exceeding the adaptive threshold of the periodontal tissue, which results in occlusal trauma breaking down the
periodontal tissue, and in secondary trauma on the periodontal membrane, and thus further exacerbate the already
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compromised oral health of such patients. Furthermore, malalignment of teeth and malocclusion in patients with healthy
periodontal tissue cause poor occlusal contact relationship with the teeth on the opposite counterpart of the jaw, leading
to early occlusal contact, excessive lateral force, and traumatic occlusion, thereby causing primary occlusal trauma in
healthy periodontal tissues. Therefore, inflammatory periodontal diseases and traumatic occlusion are interrelated, and
mutually contribute to the exacerbation of one another, and thus, to provide long-term stability in oral health and to
prevent recurrence of various challenges, occlusal treatment for periodontitis involving traumatic occlusion, in addition
to controlling inflammations, is imperative for stabilizing occlusion and for dispersing occlusal force.

Moreover, patients with advanced periodontal disease often suffer from complex disorders involving dental caries,
dental pulp disease, esthetics, temporomandibular joints in addition to periodontal disease, and therefore in many cases
require interdisciplinary treatment in their treatment plans consisting of a combination of multiple treatment
approaches, such as coronal restoration, endodontic, orthodontic and prosthetic treatments in addition to periodontitis
treatment by specialists in each area.>”

Here we would like to present a case report on a patient whose periodontitis progressed at a young age. This patient
has been maintaining well on long-term SPT after a team of specialists in each department of Matsumoto Dental
University Hospital provided interdisciplinary treatment in a single mouth.

Case

Patient: 39 years old (at the time of initial visit), male
Initial visit: June 2007
Chief complaint: teeth mobility across the full jaw length

1. Systemic medical history
No systemic medical history to make note of.

2. Oral medical history

Sometime around 2004 (at age 35), the patient received treatment for caries on a few teeth at a nearby dentist. Until
then, he did not have any preexisting caries or periodontal diseases. and had never seen a dentist. In the same year
however, as he noticed movement in his teeth across his full jaw, he received his first diagnosis at the Matsumoto Dental
University Hospital (hereinafter “this hospital”). He was busy back then, and therefore, only received treatments for
carries a few times and had periodontal pockets cleaned. In 2005 (age 36), in addition to teeth movement, he began to
notice gingival bleeding, foul breath, food particles between teeth. In June 2007 (age 39), he returned to this hospital for
a visit and was referred to the periodontics.

3. Family history
Both parents have been wearing complete upper and lower dentures from age 65. The brother, who is 5 years older
than him, has been receiving treatments at a nearby dentist after being diagnosed with periodontitis.

4. Lifestyle and habits
The patient has a history of smoking 20 cigarettes a day for 5 years in his 20s. He did not drink regularly but
occasionally drank 180ml of alcoholic beverages with his work peers.

5. Present condition
1) Systemic findings

166cm tall, weighs 64.0kg, with BMI(Body Mass Index) of 23.2 , medium build medium height.
2) Intraoral findings
(1) Macroscopic findings

No obvious redness and swelling were present in the marginal gingiva across the full jaw; some blood congestion was
however observed. The gingival shape of the anterior teeth in the mandible and maxilla was that of a thick shelf.
Significant gingival recession was observed on the mandibular anterior teeth and the buckle side of the left and right
maxillary first molar. The dental arch on the maxilla and mandible had a parabolic shape. Teeth separation was however
observed between the maxillary central incisors, maxillary right central incisor and lateral incisor, maxillary right canine
and first premolar, maxillary left canine and first premolar, and crowding was observed in the mandibular central incisors
(Fig.1a).
(2) Examination of periodontal tissue

At the time of first visit, the average PD (Probing Depth) on the full jaw was 4.5mm, maximum PD was 10.0mm,
43.5% had PD of 3mm or less, 38.7% for 4-6mm, 17.9% for 7mm or above. The average BOP (Bleeding on Probing) on
the full jaw was 42.3%, teeth mobility on 17, 22, 23, 32, 33, 41, 46 was grade 1,grade 2 on 11, 12, 21, and grade
3on 16, 24, 26, 31 (Miller classification). Additionally, grade 1 on 36, 16(mesial, distal), 26 (mesial, distal) and 36,
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grade 2 furcation involvement (Lindhe & Nyman classification) was observed on 47. The plaque score at the first visit
(O’Leary’s Plaque Control Record : PCR value) was 83.9%, which indicated poor oral hygiene status (Fig.1b).
(3) X-ray findings

At the first visit, the findings showed moderate to advanced horizontal alveolar bone resorption in the entire jaw, and
advanced vertical bone resorption on 24, 36, 46, 47. Additionally, on 46, 47 were radiolucent findings that were likely
associated with furcation involvement, and radiolucent areas on the alveolar bone surrounding the root apex were shown
on16, 11, 26.Furthermore, distally on 47, radiolucent findings showed caries extending into the dental pulp. (Fig.1c).

6. Bacterial antibody test

Bacterial antibody test for periodontal disease (DEMECAL®, Leisure Inc., Tokyo) was performed. Blood was drawn
from the fingertip on an empty stomach, 3 hours after the meal. Antibody findings of 4 bacterias, A.a bacteria
(Actinobacillus actinomycetemcomitans), P.g bacteria (Porhyromonas gingivalis), P.i bacteria (Prevotella intermedia),
E.cbacteria (Eikenella corrodens) showed that antibody titer did not rise in any of the 4 bacteria species including A.a
bacteria that is unique to aggressive periodontitis.

7. Cause
1) Systemic risk factor: none
2) Local risk factor: Plaques, malalignment of teeth, traumatic occlusion

8. Diagnosis
After a comprehensive examination including medical history and clinical condition, the patient was diagnosed with
stage IV, grade C broad type periodontitis.

9. Treatment plan

Treatment strategy
A comprehensive treatment plan was established as follows to provide orthodontic treatment and prosthetic treatment

after the periodontal tissue has improved though periodontitis treatments.

( Examination of the periodontal tissue, bacteriological examination, diagnosis

@ Basic periodontal treatment (plaque control, Scaling & Root Planing: SRP, occlusal adjustment, tooth extraction,
temporary splint, provisional prostheses)

® Reevaluation testing
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(Fig.1a) Intraoral photo taken during first visit (June 2007)
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@ Periodontal surgery (areas with remaining PD)
® Reevaluation testing
©® Treatment for oral function recovery (orthodontic treatment, prosthetic treatment)
@ Reevaluation testing
SPT (Supportive Periodontal Therapy)
Treatment plan was established as shown above and treatment began after obtaining the patient’s consent. The patient
was verbally informed of future publication of this case and publication of clinical data, and consent was obtained in
writing.
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(Fig.1b) Results of periodontal tissue examination during first visit (June 2007)

(Fig.1c) Dental X-ray 14 during first visit (June 2007)
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10. Treatment progress (Fig.2)
1) Basic periodontal treatment

The patient was explained that teeth mobility on entire jaw is not only caused by resorption of the alveolar bone but
also by poor oral hygiene and thereafter began plaque control with manual toothbrush. The PCR value was as undesirable
as 83.9% , and therefore, a manual toothbrush (Butler # 211, Sunstar Inc. Osaka) was used, and scrubbing method was
taught. After improvement was shown on the labial and lingual surfaces, the patient was instructed to use an interdental
brush (DENT EX® 3M, interdental brush S, M, L, Lion Corporation, Tokyo) with an appropriate size for the interproximal
space of the teeth. Brushing has shown effectiveness in improving PCR value only after a significant time period due to
crowded mandibular anterior teeth, asymmetries of marginal gingiva caused by malalignment of teeth with interdental
diastema, uneven teeth axis inclination, gingival recession and changes in gingival position after tooth extraction. During
the 14th instruction session, the PCR value declined to 18.3%, and since then has been maintaining well at a steady level
with minor fluctuations.

After gingival margin plaque was reduced with brushing for self-care, SRP was performed for professional care in the
order of maxillary left premolar and molar, maxillary right premolar and molar, maxillary anterior teeth, mandibular
premolar and molar, mandibular anterior teeth, mandibular left premolar and molar; dental calculus in the gingival
margin was removed and scaling and root planning was performed to promote gingival attachment. After completion of
1 course of SRP, the remaining dental calculus in the gingival margin on the entire jaw was detectable by tactile means,
and therefore, another SRP was performed on the entire jaw. Despite basic periodontal treatment, continuous attachment
loss was apparent on 16 in February 2008 (age 40) , on 26 in May in the same year, on 24 in February 2009 (age 41), and
on 11 in April in the same year, and therefore teeth were extracted as the diagnosis showed that the teeth were not
preservable due to continuous attachment loss. In the sockets following teeth extraction, temporary prosthetic bridges
were placed for 23-27 with 23, 25 and 27 as anchors, temporary prosthetic bridges with 13, 14, 15 and 17 as anchors, for
12-22 with 12, 21 and 22 as anchors.

Focus was placed on occlusal trauma from the mid-early stage of basic periodontal treatment. To eliminate early
contact and cuspal interference, reduction and occlusal adjustment were performed. Ultimately, all units were connected
and each tooth was stabilized in consideration of esthetics, the extent of the breakdown of periodontal tissues
surrounding adjacent teeth, and future crown prosthesis application. From June 2007, along with periodontitis treatment,
treatment for infected canal began on 47, and temporary prosthesis was placed after root canal filling was completed.

2) Reevaluation testing (February 2010)

At reevaluation testing after basic periodontal treatment, the color of gingiva improved to pink, and findings showed
that inflammation in the marginal gingiva with primarily blood congestion had subsided. Class 4 gingival recession
(Miller’s gingival recession classification) was observed on the entire jaw. (Fig.3a). The average PD of the entire jaw was
2.8mm, maximum PD was 10.0mm, the ratio of PD of 3mm or below was 84.0%, PD of 4-6mm was 12.5%, PD of 7mm or
above was 3.5% and BOP rate improved to 11.8%. However, PD of 7mm remained on 17, 10.0mm on 27, 5.0mm on 36,
and 7.0mm on 46. Additionally grade 1 furcation involvement remained on the buckle and lingual side of 36, mesial
distal direction on the buckle side of 17, grade 2 on the buckle side of 27. Teeth mobility was grade 1 on 44 and 46
(Fig.3b). X-ray findings showed that dental calculus was removed from the gingival margin on the maxilla and mandible.
Despite the clearly visible alveolar hard line, no improvement was shown on the alveolar bone. (Fig.3c).
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(Fig.2) Treatment process
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3) Periodontal surgical therapy

At the reevaluation examination after completion of basic periodontal treatment, deep periodontal pockets and grade
2 furcation involvement were observed. Therefore, in April 2010 (age 42), enamel matrix proteins were applied in a
procedure for periodontal regeneration (Fig.4), and in June of the same year, gingival flap operation and distal wedge
procedure were performed on 27 (Fig.5). For the remaining PD on the lingual side of 36 and 46, due to insufficient
keratinized gingiva, the option was to stabilize the condition with SRP.
4) Reevaluation testing (February 2011)

In the reevaluation testing after periodontal surgery, 4mm of PD remained on the palatal side, distally on 17 and mid-
buccal area on 27. BOP was no longer present and furcation involvement improved.
5) Orthodontic treatment of mandibular anterior teeth

6 months after completion of periodontal surgical treatment, the orthodontics at this hospital began orthodontic
treatment to improve the crowded mandibular anterior teeth. In October 2010 (at age 42), preoperative examination was
performed, and to first improve the imbalance of the perioral muscles, MFT (Myo Functional Therapy) began. With the
diagnosis of crowded mandibular anterior teeth thereafter, in December 2010, bands were attached to 36 and 46,
brackets were attached to 34, 33, 32, 31, 41, 42, 43 and 44, and these teeth were straightened upright. Wires were
adjusted every month thereafter. 1 year and 4 months after dynamic orthodontic treatment, in April 2012 (at age 44),
impression was taken on the retainer, and in May 2012, canine-to-canine retainer (FSW retainer) was attached.
6) Prosthetic treatment

After orthodontic treatment was completed, fabrication of the final prosthesis was started.. Preliminary impression of
the maxilla and mandible were taken, anatomic facebow and checkbite were obtained, and prosthetic diagnosis was
performed. In the treatment plan before surgery, the first choice for the maxilla was the full mouth bridge that connects
all teeth. However, since no parallelism was seen on the anchor teeth, and additionally all teeth were vital teeth,
convenient pulpectomy was sought as a possibility. Additionally, in designing treatment for patients with severe
periodontitis, to disperse the occlusal load to the entire jaw, which was most important, semi-fixed multi-tooth prosthetic
using key and keyway attachment was designed for final prosthetic in this case. After taking parallelism of anchor teeth
into consideration, multi-tooth models with attachments were designed for 13 and 14, and for 22 and 23. After deciding
on the shape of prosthetics, anchor teeth were formed, impression was taken, and subsequently final confirmation was
made on accurate fit with coping trial. After final prosthetic treatment on the maxilla, prosthetics were placed on the
mandible starting with 47. Since metal crowns were placed on both 47 and 36, onlay-type metal crowns were placed on
44, 45, 34 and 35 for occlusal support. After completion of prosthetic treatment on all teeth, confirmation was made with
an occlusal force tester (Dental Prescale®, GC, Tokyo) that occlusal force was equally distributed across the entire jaw.
Additionally, nighttime bruxism was addressed by producing and applying nightguards since the patient had the habit of
clenching.

(Fig.3a) Intraoral photo after completion of basic periodontal treatment has completed (2010.1)
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7) Reevaluation testing (December 2003)

At the reevaluation examination after treatment to restore oral function, the color of gingiva was pink, and with
prosthetics, intraoral harmony was replicated esthetically and functionally. (Fig.6a). The average PD across the entire jaw
was 2.1mm, maximum PD was 4.0mm, the ratio of PD of 3mm or below was 99.3%, no BOP was found and the condition
of the periodontal tissue was stable (Fig.6b). In the X-ray, continuity of the alveolar hard line was replicated and the
sequence of bone trabeculae was normal, and therefore, the patient transitioned to the SPT phase (Fig.6¢).

8) SPT (December 2013 onward)

After transitioning to SPT, the patient brushed 4 times daily after every meal and before bedtime and has continued to

use an interdental brush. PCR levels have been consistently in the 20% range. SPT , which primarily consists of
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(Fig.3b) Reevaluation and examination after completion of basic periodontal treatment (January
2010)

(Fig.3c) Dental X-ray 14 after completion of basic periodontal treatment (January 2010)
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instructions on brushing and dental surface cleaning, has been implemented every other month to present, and efforts
are made to maintain and manage oral hygiene in the long term to ensure that plaque control is not insufficient. While
minor discoloring is observed on the prosthetics, the color of the gingiva is salmon pink and a macroscopically healthy
appearance has been sustained (Fig.7a) . The average PD on the entire jaw is 2.1mm, maximum PD is 4.0mm, the ratio
of PD of 3mm or less is 99.3%. No BOP has been found and the condition of the periodontal tissue has been stable
(Fig.7b). In the X-ray, continuity of the alveolar hard line has been replicated and the sequence of the bone trabeculae
has been normal (Fig.7¢).

Discussion

Periodontitis is a chronic infectious disease caused by permanent bacteria in oral cavity and at the same time, the host
factors such as the defense mechanism, systemic diseases, age, and genetics, and environmental factors such as stress,

(Fig.4) Enamel matrix proteins were applied in a procedure for periodontal regeneration in the
maxillary left molar (April 1, 2020)

(Fig.5) Gingival flap operation and distal wedge procedure were performed on the maxillary left
second molar (June 2010)
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smoking, drugs among other things affect the progression of lesions, and therefore, long term maintenance of the oral
function is not only challenging during dynamic treatment but also after treatment. In advanced periodontitis, with the
progression of lesions, progressive periodontal tissue breakdown occurs, which leads to reduced periodontal tissue
support. In more than a few cases of such patients, the periodontal tissue cannot bear the chewing forces and occlusal
forces that were exerted when these patients were healthy, and therefore complications such as occlusal trauma develop.
In such cases, in addition to periodontitis treatment that aims to remove inflammation factors and to improve lesions, an
interdisciplinary treatment that targets occlusal reconstruction for occlusal stability is needed. To this end, each of the
following stages, basic periodontal treatment primarily for plaque control, periodontal surgery based on the results of
reevaluation examinations, treatment for oral function restoration considering secondary occlusal trauma, and the
relationship between SPT and occlusal relationship that is most important for the prognosis for long-term stability must
be evaluated and addressed properly.

In this case, at the time of the first visit, the patient was 39 years old with a chief complaint of teeth mobility across the
full jaw. He was a broad-type periodontitis patient and since moderate to advanced horizontal bone resorption was
observed in intra-oral X-rays, removal of inflammation in the periodontal tissues, disease progression control, occlusal
stability, restorative esthetics needed to be sought, and an interdisciplinary treatment including periodontitis treatment,
orthodontic treatment and prosthetic treatment was needed. Additionally, to stably preserve the functionality and
esthetics of the stomatognathic system that were achieved as a result of an interdisciplinary treatment, inflammations
(periodontitis) and traumatic occlusion must be controlled. Therefore, supportive periodontal therapy (SPT) must be
implemented continuously at appropriate intervals for each case to meet treatment goals and to maintain the patient’s
well-being.

1) Diagnosis with periodontitis

The diagnosis used here as of 2023 is based on the new classification that was proposed as the new classification for
periodontitis by AAP/EFP during the EuroPerio 9 meeting held in Amsterdam in June 2018. The previous categorization
system is different in that periodontitis was divided into two categories, invasive periodontitis and chronic periodontitis.
In the new categorization system, these categories are combined to encompass periodontitis as one disease and are
grouped into stages and grades in its diagnosis framework. In this case, the probing depth (PPD) was 6mm or more at the
first visit. Vertical bone resorption of 3mm or more was observed in addition to furcation lesions occurring twice. 4 teeth
were ultimately extracted. However since prosthetic treatment was required on the full jaw, the patient in this case was
diagnosed as stage IV and stage C as the progression rate of the grade was as high as 1.0 or above with the primary factors
of bone resorption %/ age. Therefore, the patient in this case was diagnosed as stage IV, grade C under the new
periodontal classification based on international standards.

(Fig.6a) Intraoral photo after completion of restoration of oral function was completed(2013.4)
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2) Basic periodontal treatment

To begin basic periodontal treatment based on proper diagnosis, periodontitis is a bacterial infectious disease that
produces symptoms and develops over time from inflammation in the periodontal tissue, formation of periodontal
pockets and buildup of subgingival dental plaque, which are caused by proliferation of periodontal pathogens primarily
comprised of Anaerobic gram-negative bacteria. Such pathogens grow from dental plaque (dental biofilm) which is a
group of bacteria that increase in numbers and from dysbiosis. Taking all the above into account, one of the most
essential components of long-term stability during the dynamic treatment period and after treatment is likely to be to
improve dental cleaning and control inflammations with improved dental cleaning.

In advanced periodontitis however, along with alveolar bone resorption, morphological changes such as formation of
deep periodontal pockets, gingival recession, and pathologic migration occur; the continuity of each tissue is broken,
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(Fig.6b) Reevaluation and examination after completion of restoration of oral function (April 2013)

(Fig.6¢) Digital X-ray 14 after completion of restoration of oral function (April 2013)
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such areas become new plaque retention factors and cause diseases to increase in severity, and thus cause a vicious cycle
to amplify one another. Fortunately, in this case, continuity of dentition was preserved without missing teeth, and plaque
control was performed in a conventional matter with both, a manual toothbrush and interdental brush with the
appropriate size for the interproximal space of the teeth. At the first visit, the PCR value was as undesirable as 83.9%. With
the 14th brushing instructions, this value was dropped to 20% or lower. A significant time commitment was required to
improve the PCR value, and the periodontal tissue responded well. Secondary occlusal trauma is a local risk factor for
periodontal disease, and occlusal adjustment is necessary according to the disease status. In principle, except for first aid,
occlusal adjustments in periodontally ill patients should be made after removal of inflammation. This is because tooth
movement in periodontal patients may be caused and enhanced by inflammation of the periodontal ligament, and teeth
may move after removal of the inflammation, resulting in another occlusal trauma. In the present case, there was severe
alveolar bone resorption in all jaws, and almost all teeth had secondary occlusal trauma. In the mandibular anterior and
maxillary molars where the teeth were protruding and moving, the contact points were shaved from the early stage of
basic periodontal treatment to reduce the harmfulness of traumatic occlusion, and inflammation was reduced by SRP,
etc. After the teeth that could not respond to the treatment were extracted and a temporary restorative appliance was
installed sequentially, secondary occlusal trauma was noted and the fremitus should be checked at all times. The patient
was guided by the group function from the canine to the bicuspid during the occlusal fit position and lateral movement.
3) Orthodontic Treatment

In this case, orthodontic treatment was performed during the oral functional rehabilitation phase to improve the
crowding in the lower anterior teeth region. Orthodontic treatment is a highly effective therapeutic method for both
aesthetic and functional improvement, even in adults. However, orthodontic treatment in adults often involves issues
such as dental caries, pulp diseases, periodontal disease, and dental deficiencies. Furthermore, many adults undergoing
orthodontic treatment may also have systemic diseases, requiring even greater consideration and a broad range of
knowledge. When treating such patients, a deep understanding of both orthodontics and periodontics is essential.
Management of periodontal tissues is necessary at all stages, from orthodontic diagnosis to evaluation of periodontal
tissues during treatment, plaque control, and postoperative assessment.

If inflammation of the gums is controlled, there is research indicating that orthodontic treatment does not have a
detrimental effect on periodontal tissues.!! Fixed orthodontic appliances can create barriers that compromise oral
hygiene and may lead to plaque retention.'>!® However, it has been reported that comprehensive dental care during

(Fig.7a) Intraoral photo: 15 years after first visit (December 2022)
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orthodontic treatment reduces adverse changes such as gum bleeding'#!® and plaque accumulation.!®'® Therefore,
orthodontic treatment should only be performed when active periodontal disease is under control. Recent reports
suggest a consensus that establishing and maintaining inflammation-free periodontal tissues during and after
orthodontic treatment is essential.!” Additionally, it is desirable to apply light forces of 5g to 15g continuously in
orthodontic treatment when the periodontal ligament is compromised.!® Thus, in orthodontic treatment for periodontal
disease patients, it is important to apply appropriate orthodontic forces according to the extent of remaining periodontal
tissues.

In this case, in addition to the stabilization of the condition through periodontal basic treatment, there was no
progression of organic changes in the alveolar bone, such as abnormal root resorption or alveolar bone resorption,
compared to the initial visit based on X-ray findings after orthodontic treatment. Furthermore, significant enlargement of
the periodontal ligament space was not observed, and in some areas, there was improvement in the level of the alveolar
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(Fig.7b) Examination for reevaluation: 15 years after first visit (December 2022)

(Fig.7c) 15 years after first visit: dental X-ray 14 (December 2022)

12



JICD,Vol.5, No.1, 003, 2024

bone, with clearer delineation of the alveolar crestal lamina dura. This is believed to be due to the appropriate
orthodontic forces during treatment. During orthodontic treatment, plaque control was performed monthly in the
periodontal department, and examinations for early contacts and occlusal interferences occurring during dynamic
treatment were conducted, with occlusal adjustments performed if necessary. The integrated approach of orthodontics
and periodontics is beneficial and can contribute to ideal qualitative, functional, and aesthetic planning, particularly in
complex clinical cases, leading to optimal treatment planning.!®

4) Prosthetic treatment

In selecting and designing the final prosthetic treatment for this case, mainly dentures, implants and crown bridges
were considered. The patient did not choose dentures from the time temporary prosthetics were adopted during basic
periodontal treatment. Implant placement for the maxilla anterior region and molar region were then considered.
However, the alveolar bone mass was insufficient in all areas, and due to the need for sinus lift, bone graft, and
subsequent periodontal surgery, considering the balance between alveolar bone mass of antagonistic implants, the risk
of implants causing traumatic occlusion was present. Additionally, the patient did not wish to place implants due to the
treatment period and finances, and therefore. implants were excluded from the options, and the decision was to proceed
with designing crown bridges.

In cases in which patient’s tooth mobility is caused by significant alveolar bone resorption, and treatments are not
effective after occlusal adjustment, crown shape change or temporary splints, a treatment plan is imperative to
encompass temporary splints and permanent splints with a broad-spectrum periodontal treatment device. Since
significant alveolar bone resorption was observed in this case, a plan was established to build fixed dental prosthesis as
the final prosthesis to properly disperse the chewing load not for each individual unit but along the arch overall and to
prevent overload on the anchor tooth caused by diminished periodontal support. Reports indicate that a cross-arch fixed
bridge provides a degree of rigidity and can prevent overload on the anchor tooth caused by diminished support of the
periodontal tissue as the chewing load is properly dispersed not for each individual unit but along the arch overall.?%!
Additionally, reports show that if contamination of the periodontal tissues are under control, an anchor tooth can provide
sufficient anchorage with the original alveolar bone support of 20 — 30%.2%24
5) Maintenance and SPT

Long term follow-up reports suggest that if the periodontal tissues are stable and SPT is introduced to prevent the
recurrence of periodontitis, a tooth with poor periodontal tissue support may anchor a fixed prosthesis covering a wide
range,?*2> which is a vitally important factor in patient’s compliance leading to long-term success, in addition to the
individualized dental recall system. These reports indicate that proper level of plaque control may be achieved and
maintained not only in full mouth treatments but also in all treatment cases.?® Additionally, some literatures have
concluded that long-term success rate may be achieved with patients undergoing a significant periodontal tissue loss
after receiving a combination treatment of periodontitis treatment and prosthetic treatment with proper and consistent
maintenance case.?? Since periodontal disease is prone to relapse, maintenance and SPT are imperative for long-term
maintenance of the periodontal tissues that were cured or stabilized by periodontal treatments. In various literatures,
different terminologies such as supportive periodontal care (SPC) and supportive periodontal therapy (SPT) are used.?”
The Japanese Society of Periodontology however differentiates maintenance from SPT. The designated meaning of
maintenance is “health monitoring” to maintain the periodontal tissues for the long term, whereas SPT is a “treatment”
to maintain the periodontal tissues that are symptomatically stable.?

Long-term health of periodontal tissues and stability of dentition depends on the quality and frequency of
maintenance care and SPT. Reports show that without regular maintenance and SPT, the probability of losing teeth is 5
to 6 times greater than with such care.?’ Therefore, prior to periodontal treatments, the patients must be well informed
and understand the objective and necessity of maintenance and SPT.3° Although visible, subgingival calculus and
infected tissues are difficult to remove completely with basic periodontal treatments and periodontal surgery. If
subgingival biofilms are not sufficiently removed, despite the lack of clinical symptoms, continuous attachment loss
would ensue. Therefore, continuous biofilm removal is imperative after completion of APT.

The American Academy of Periodontology (AAP) sets forth the following treatment approaches in its guideline for
maintenance and SPT: @ update of medical and dental histories, @ evaluation of current extra- and intraoral, periodontal
and peri-implant soft tissues: @ assessment of oral hygiene status, @ assessment of the patient’s oral hygiene, ®
assessment of the periodontal tissues and risk factors, ® Removal of supragingival and subgingival bacterial plaque and
calculus, @ Re-treatment of the disease as needed. Distinction is made from daily examinations in that after-treatment
care such as thorough assessment of the periodontal tissues, assessment of risk factors, mechanical debridement of
plaques and calculus deposits are included.’! Additionally, making proposals of the timing for individualized
maintenance and SPT are of vital importance. An appropriate time period must be established, taking into consideration
systemic diseases and patient’s compliance. During the SPT period, various factors including damages to prosthetics,
tooth root fractures progression of the disease in the tooth that was once determined to be preservable, aging of the
patient, outbreak of systemic disease become intricately relevant. In this case, the patient had progressive periodontitis
that required particular attention, and an interdisciplinary approach, including orthodontic treatment and prosthetic
treatment was taken on this patient. The SPT period was set at 2 months, during which occasional inflammation was
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observed in the gingiva. Owing to early interventions, the patient has been maintaining well after 10 years from SPT. With
continuous SPT and early intervention of acute symptoms, anchor teeth and periodontally treated teeth are likely
preservable in the long term.

The authors declare no conflicts of interest associated with this manuscript.
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Periodontal Examination " of treatment (Year)

Plaque Control
Initial Periodontal . it Oral Functi
nitial Periodon ntal ral Function
Therapy T,.;:""’,.. Recovery Treatment SPT(Supportive periodontal therapy)
Intraoral Photography
Periodontal Examination =] u }l H E B §E E E R E R E R R B H
Full-mouth periapical radi Y
Active Periodontal Treatment
2007 2008 2009 2010 2011 2012 2013 2014
(Year)
TBI ( Tooth Brushing Instruction )
Periodontal
Scaling SRP(Scaling and Root Planing) Surgery
Tooth Treatment(17,27)
o Temporarily fixed, Provisional Restoration prosthetic
1

n treatment
orthodontic treatment

Periodontal Splintm

2) Treatment process
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3) FEFRIEIT

TE S IR IR YT G W BB A AR A rh , SR B URBE A AN 2 AR 4y Lib Ko B, T2 20104E 4 A (42
%), T THMREREANHRFREAETER (LB 4), F4EGCH. X 27 SIF#T 7 F T AR M EE
PIBEAR (B 5)o T 36 5H 46 5 FEMFRE KL, BHTMAETFRAR, H5 7#i SRP 2wkl
4) BEHFPEEIR (201142 H)

TEZF JA F A BB EAG S, 00, 17 52w 27 5 25 g X ST 5% B 4mm B F FRARIRE . AT
HILBOP (Hfs) BLG, FFHARS S R IG AT 2.
5) FRIHA IERRTT

FESEIIF I FARIGIT 6 MH G, ZIERER BTG IERGYY . DISGE T 8aT F 95 g 3. 2010 4F 10
H (42%), #47 7T REEE, BT EeESEE O ANARAESE, FiE T MFT (WIZhRETE) . ZJE2MA T
AT HHT . T 2010 4F 12 HAE 36 T 46 5 F F2%e THRIAH . 78 34, 33, 32, 31, 41, 42, 4344 5F
2R T RO, XX PG HEAT T B AL IE. RSN A RN, ISEREITT1E4NAE. T
20124F 4 H (44 %) TE(RFra8 EEUBL, FFF 2012 4 5 H 2238 7 RIG R G- FFEs (FSW RERES)
6) BEIRIT

IEWHRIT SRR, AR ERARIEE R, it R4E EHM T B EENE, 105 HR IR AR ARk iEE
LW YERFNIRITIHRIF, FAUEE RTS8, Bl TEFRA R PATE,
HEEGESF, AT ERR, #ERA R T BT AR BT BB TUE A Al GX— S FE% )
P IF R BE BTSRRI UML), IR 6] LA B LB B IR TT BT A i R AR e . e
ANIENE, HREBIFEFREAT R, A6 13 0 14 LI 22 F1 23 Z ¥ T — N EHNUH . e TBERNIES)E.
MR HAT T, B, R F AN T REANESE. LENREEERITENRE, FTHMEBERT M
47 SIFFIG, TE47 SHM 36 5F L RFE2ERE, TE445F, 455 F, 3455 35 5 F Fiedeh 4kl 4
J@5t, DS AT . TESERTA FRIEERITE, FIRE IR (Dental Prescale®, GC, #Axt) ik
P SR P 1385 o EA IR VEF R TR R R . DASR A 18] S I ) R

3a) Intraoral photo after completion of basic periodontal treatment has completed (2010.1)
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7) B A (2003 412 H)

TERE D IhAE AT G M EH PR R &, FIRM B 2R, JE s ik, 780 N SE2ERhEE B seal
TNEAE (B 6a). BA FHREYFESEE (PD) A 2.1mm, K PD & 4.0mm. PD % 3mm 5
PLFHIELGI A 99.3% , A %I BOP (i) . FRAMALH RS (IWE 6b). 7 X Jeh b, FREmEL
PIESLYERR R TR, B/NRRFAIEY . RILEE N T4 M B (ME 6¢).

AL 2&6 345(533(a54(|3za 6§45455(553 339 675
B |
PD 564 223[322|222[222 222|292(322 222 56 4
PP“ 2 2°F co2oloeeleoalzea 422|2e2l22% 229 328]
AL 337 332|234|334(385 632222336 334 535
B 5 [ 4|3 [ 2 123 S-J_-
& 6 5 4 3 2 1 1 2 3 4 5 6 7
L'AL e543aglessferosb3fsesccalErelsosc86[654465[065/4563]
PD 634la27623|325(33z2[222223|322|222(233|333(333[432[22%
BPD s35(227|222|z22(azz|lez22|z22]|222(s2s|a2a|z22[aza[saalazo
AL 555[(34108565|5765|(5657|o0eleoa/weBleeo|s55|633[3aaloss|azn
Total No of teeth: 24 Total PD: 144 Bleeding 71(11.8%) PD average:2.8mm 1-3mm:121{84.0%) 4-5mm:15(10.4%) 6mm-:8(5.6%)
@ Periodontal Examination
B I 1
P 171
5 | 413 |2 1|23 5 7
7 6 5 4 3 2 1 1 2 3 | 4 5 6 7
L I
B I
@ Furcation
E 0 0 0 0 0 0 0 0 0 0
- Bl 5 2 3| 2 1 | 2 | 3 5 7
7 5 4 3 2 1 1 2 3 4 5 6 7
L
B 0 1 0 1 Q 0 0 0 0 0 0 0 0
@ Tooth Mobility
B
P
7 5 4 3 2 2 3 5 f 3
7 6 5| 4 3 2 1 1 2 3 4 5 6 i
L
B

Total No of teeth: 24 No. of plaques measured:96 Areas with plague: 19 Plague score:19.8%

@0 Leary' s Plague Control Record

& 3b) Reevaluation and examination after completion of basic periodontal treatment (January
2010)

3c) Dental X-ray 14 after completion of basic periodontal treatment (January 2010)
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8) SPT (2013 4F 12 A i)

R SPT 2 )5, BEEGRIER G MER R MUK, FHaksd R . PCR K FIEARFRE 20% BI7E
I, A8 TR F R BRI AT, £ WA H #7—IR SPT, FEARER T8 SMES, Dgei s
KR O . BE W ORGSR 7 KR4 mETE. BREBGEAR EWgEs—iut, (AR Eakfn
e, PRI TR RS (B 7a). A NEHSPYE PD A 2.1 2Kk, 5K PD 4 4.0 2K, PD 1E 3 2Kk
PLFHIELB R 99.3%, FRMALURBFRE, o BOP (B 7b). MARSMIER . FIERH LA s rE 153 DU
BRI IER (B 7c).

& 4) Enamel matrix proteins were applied in a procedure for periodontal regeneration in the
maxillary left molar (April 1, 2020)

B 5) Gingival flap operation and distal wedge procedure were performed on the maxillary left
second molar (June 2010)
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g

IF R 9 — P B TS N 7k TR 20 5 S R 18 1 e e, TR, 1 R B L, 4 SrVER AR
WL, DIRMSEFEWMES), W, A% aagnimamiie, Bk, OEDRERNKINGEF MUTESIRR
TR, TEIRIT R IE G Pk TEMIR A AR, AR AR, FRARNSZAEFITHRIR, ST
WAL I T FEMREBE P, FRALUTCTER Z (BRI UG A & TS AE DS, R B T e
A EILAE. TEXPIEOLT, BT LAWSRR RAE P 3RS AR J H B 2F R SRIGIT A, I TRZE LI &
J BRI S FRNGYT, DLSCEIR AR E . Ak, WAFUN DU SANBY BelE AT VAl A2 AL ¢ DI A BB h
PIFEAR T FIRTT , ARE AR & 45 AT F TR, Z IR 4R &0 0 D IEDIRe R EIRTT ., DL
Kk e WG e M E A SPT 5 AR R IR R.

TEAFGI, BEFIORIZH 39 %, ST GBI i —a SCFRREE, HTHN XA W
SB| P ACE BRI, R R F AL RIE, BHRmEERE, RO ERE, KEFEW, HHTaEHE
FRRIBIT . EWHATT RS EIRIF EN M ERHAIT . 1Ah, B T RGO AR LK T RERISEN . Wb Ji
Wl RAE (CFRSR) FAMAYER Ao B, WAZUTEREA 5 191 )38 24 I i) o) B PN 4R 82 S il SRk 2F BT (SPT
PLSEIUIRYT H AR I ORFR R 1 8RR o
1) FHEREH

X AR 2023 ERIZ R 2 2018 4 6 H 7EMT B HIFEP1 2447/ EuroPerio 9 &BUMIE, AAP/EFP
R TF R RF R SUENSRRGEARMRE, TR IFZ, REBETHRIEETE K. 1
H R R G X BB A IR T JH R IX— R, FEE S WREZE 4y AR BBy BE R A5 0. TEX AR B
HURZEHRZRE (PPD) 4 6 2K o BT W BRERVAFRAS b, 4% 2 1 B R GE 2 st 3
2K BRZRBRT 4 WAV R, TR EX e TR IRIT, A A B2 W TV A C
BRI %/ E R BB R E, QR RER 1.0 L. Bk, ARIERET B ERbs i 9o o 256k,
ABIEFE LW R TV I C o

6a) Intraoral photo after completion of restoration of oral function was completed(2013.4)
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2) FERRF HIGIT

TFJARAE— PR RGP . P AL GUIRAE . OF SR AR TR SN 2F T SRR MERR SRR AR . Rl I i)
FHERL I 5 Je , 2F JA 9 BR G J AR B B 2 IR T o X S8 IR R WP R BE CF AR vp AR R AY, if
OF B S BRI 20 R &%%ﬁ%ﬁ &R Zi BRTR . FESAIRITIIRANAIT R . KRR i gk
AEFRZ T RERSCE A E . I O A ORI S AR FERRIVIE R P R TR B
SHBRF FARITE A, TP lRaBYE . R GRS E A . B AL ESERIR . XL XS M T R
PEAT R SEPORINE, g SO EEEN, B s, FERXAREIT . 25 SR DURE

BRL 2]z 2 sipialaiaiala oot his e P g8y 222
PD 222 222lzz2zl222]222 444lz3alzze 222 443
PPIB 222 g22lz22l022{222 sz2z2lzgzafzze2 222 222
AL 333 222|022 22(2220 l222]a23fe22 222 344
& [ &% |3 [ 2 123 N 5 N 7
7 6 5 4 3 2 1 1 2 3 4 5 6 7 3
LM' 228(3a4lz22l222/(322(222/222/222[222]222[222[223]322[223]
PD 223556555[5655(645(575[90R8B095|5655(433[665666B33|335
BPD 322[azsle22fp2z2]o22]222|222[222]222]222[222[222[322[333
AL s3zz2lpeslsesls7alsesonslonoooosesalssalasssssloss|oda
Total No of teeth: 24 Total PD: 144 Bleeding:0{0.0%) PD average:3.1mm 1-3mm:106(73.6%) 4-5mm:24{16.7%) 6mm-:14{9.7%)
(1) Periodontal Examination
B
P
i 5 4 3 2 1 2 3 5 7
7 6 ] 4 3 2 1 1 2 3 4 5 7
L
B
@Furcation
Ej 0 olo|o]o ololo 0 0
5 4 3 z 1 2 3 5 7
7 6 5 4 3 2 1 1 2 3 4 5 6 7
L
B 0 0 0 0 0 0 ¢} ¢} 0 g 0 0 0 0
@Tooth Maobility
B
P
i 5 4 3 2 3 2 3 5
f 4 6 6 4 3 2 1 1 2 3 4 5 6 i 8
L
B

Total No of teeth: 24 No. of plagues measured:96 Areas with plaque:18 Plaque score:18.8%

@0 Leary' s Plague Control Record

6b) Reevaluation and examination after completion of restoration of oral function (April 2013)

6¢) Digital X-ray 14 after completion of restoration of oral function (April 2013)
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WABRLE . AP R R I A T, BEEA T FEh R, W T IFERL, SRR R NE A
FHREEL B, HUORIZE, PCRAERN 83.9%. TE4E 14 KRI85 )5, %MEME R 20% S K. %% PCR
EFR BRI E], W ALY B F. tea, @i IERHEYT . R AT RSO BT, s AR
PR DL K I SR B A R S 44 R A AR AT RO T LTI RR

URERIBE A 0 42 5F 50 1) SR XU TR 26, ARTE R IR S TR AT B . R b, ZERCEBRAMAUTE DL T
PFE T 9 B R R G AT S A T o X IR R OF J 9 AR B OF 1 A% Sl T RE R R T OF R DS Y JORE 5 S A R
W, RRBEFIGTTRESHED), S8 —MA0I0 . ARG, Fia e A ™ = F gk, JUrEa
TG RBIE A BT o FE TR A LA oF , P2 IR 8l , IEARI 7F F AT R 46k 2 vzl st
LA B & i 53 . @it SRP &R FEARLL Tk B SHATT I oF th 31 B0 F 12 4 e I i 42 2%
s MIERRBE AR, JHRAR AN . TERG G B iE, 835 HRETFENRS .

3) IEWHRIT

XA B, T T IERSIATT . DASCE T AR PR S Bl . X RAE AR . IERS AT R 0 I 1A S5
FIHRER —FhAEH A RMIGIT k. R, EFSIET, BN ERSRIT I RIER , FResem, FRRAF %
Brede, AN, XMTRAESMPRIRNERY ., BFEFE LR REMEZ AR JAIT X KBS T R 22/
OF R T VR AR . WIERHZWT, FRAZUER, 157 A oF s B ) B AR B 9, . 1897 AN o B
HALTFN F AL AT — 2o R L, R FURRAES B, IR AT NS AL A R
L EEFRIGA RN T O AN R SECF AR I AR 12 R, AR BN, WURTE ER G
JH 18] S B 2R SRR, SRR I S R R B R 110 SR AR b S R, R FETE S R
B SO A BB T B o FERGE M — iR, AMESE R 76N, AIYEERRITRMZ G, %
AT A LR oF L7 oAb, AN, TEFFBEZ RS, SR 7E IERIRYT sh R L2

7a) Intraoral photo: 15 years after first visit (December 2022)
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MR E 5g-15g MG 1® PRI, AR 8 A% 2 S 2 23 AR D of HE G I 24 1Y) TE MR 752 2F JA 9 = 3 IR YR 7 A o]
BB —ER S o

TEZIRBIH . AMUIEARZF G 7 i TR . W HM XL ELSIORE . T Ha R iEsvE - &
H O AR CAN 2 B AR IE AT JE SIS A LGB BEJ . BbAh, 25 R B0 ) B DR R A 98 . R 2F R
AR, PR R DT MR 2R . X T R T IE RIS AR TS M A IR ). FEIERTIRI TN,
HE AR BEER] . BRIGT T R A W A P RROF T TR A, FRARYE R AT A R . IR R
R LEE IR T EAER AR, A THLRIBARR BTR . DHRERISES: . M A A9 (9] ) 5 fre B 1 BRYR YT
)‘j%ol‘)

BM. HER 22222235_55_32 7551434222 232 222
PD 323 222|222|235|522 325|222|222 222 222
PI‘D 222 2222221222222 333|1232|223 323 222
AL 236 222|122 2|333|2223 333|232|223 323 222
el 5 | 4 [ 3| 2 123-5-7-
7 6 5 4 3 2 1 1 2 3 4 5 6 7
LM- 222.7_785551091088877?55?5654?4333997797753555
PD 6 26|622|222|222|223|223|222|222|222|222|222[(222|232|22°2
BI’D E6EE22|222|222(222(222|222(222(2333(2333(222(222(522(|222
AL S 65|63 2|343|453|333|78 7|77 T7|(089|785|555|333(343|733|222

Total No of teeth: 24 Total PD: 144 Bleeding:8(5.6%) PD average:2.4mm 1-3mm:133(92.4%) 4-5mm:7(4.9%) 6mm-:4(2.8%)
(D Periodontal Examination

B

P
5 | 4 | 3 | 2 1] 2 | 3 5 7
7 1 6 | 5| 4 3 2111 2 1 3 4|5 6|7

L

B I
@Furcation
gooooo ololo|l Jofl |o
--543212357
7 | 6| 5 | 43 21112 3|45 6|7
:;0000000000 o|l0| O
(3 Tooth Mability

B

P
5 | 4 | 3 | 2 [ 1] 2| 3 4 5 hew 7
7 | 6| 5 | 4|3 | 21111 2 3|45 6|7

L

B

Total No of teeth: 24 No. of plagues measured:96 Areas with plague:19 Plaque score: 19.8%
@0* Leary’ s Plaque Control Record

7b) Examination for reevaluation: 15 years after first visit (December 2022)

7c) 15 years after first visit: dental X-ray 14 (December 2022)
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4) BEIRITY

FERIZR PR BT R SR IRIT T B, REE B TRT, MRARRGER . BE 7 ARG TT Rk
BRI, Wik T REHEE . FJE . % B LT XA o KA NPREAR . SR, T B K o
Mg REA R, TR T LRI, RS AT, R B RSPURE AR 0 RE E E 8) )T
TR A 1 B0 5 VE IS A R KB AR TE R o BBAN, B TRIT I AT IR, B A A NP, T e b
RWEHERRFE R T RZ AN, DB AR BETT e o TN SR R B 2F Ui R% Bl ph 2 A ™ EE RO s A A . T 28
WA VR, OF bR AE B I S S TR T SR AN . IR AR ST T S LR I B S AR RN Ak A e, I
FAT 38 SF FAITA . BT EX A0 sP oS 2] 7 B 00 R i, R ERATHI E T — AN, K R e S
FEAEE R, DI Y 4 BOH I gy, AR B AN B SO I s, TR 4 O oF 5 I fader, B Ik
P 8 SRR s 1TSS OF i e R RO, B HEE e L T — e R R WIE W DARA Ik O A 4L
R 07855 100 B A A DR A LR ST A A I 2 BB A SRR L TR S AR 202 Ab,
B SR, WERFEALNTG AR EH, 8 0 DUEFA R R 20-30% M1 00 F SR 4 2 65 i 4 5
jj ,22-24

5) 4kfrFn SPT

KIARET 50, R FRALGEE, HRH SPT Bilkh F R RE L, FRAL SR M F 5T ITER K
TEREIN B E B R A, BT M TG E B R GEAN, XREE RSB IRII — MR E B R .
KRR, AMUTERIRITH . W HAEFARTORBI , #RT LA B PR I5E Y I B B KT .2 BhAb,
—EERIN R, FRRBETERZ T RGBT SSRGS A IRIT e, F AL SE i i) (B3 T DR
BRIAK K2 BT FRBRAESE L, ik, A 7RIS T RIRITFIGE SRR e i) F A, WA T4
0 SPTo TEAFCHERS, T TARBIARE, 2Rt A (SPC) FIZREF FIGYT (SPT).27 AN,
HAF R 2E s B 4E 40 5 SPT K HFok . 4efr it & SO " il ", DIKIAORREF FZHZL, T SPT & "
BIT ", DARRREIRAS R 0 7 4 4,28

oF JE AL 4R AR K 03 AN 2F 5 B R e PE R T e B SPT BB AR . ARE Bn, WUREA Sy
M SPT, FiBivg i LR EA IR BN 5 8] 6 5.2 Wik, ETFEIBITZRT, BELIRIES T g
YR SPT ) B IR ENE S0 RF 45 R G4 21 B AR vl D, (AR eI 1o S A oF J8 YA 7 0 oF Ji T R )RS 5 ko
WRER T AR A P iE R, REWAIERAER, s SEMERR. Bk, Y%K APT J5, WAHRE:
TR

YR e SPT WIRIAIGIT I E . SEEF %S (AAP) fEHYEY R SPT e HLE 1 L FIBIT ik
OFFR LA 5 QPSR T NS, FIFMRE AR S B - Ak 0 BARRSL PRl R 1 O R
A OFEFRALMGER K E ; ©FRR L. B THEEEM TS0 ORE T EXERETERT. 5
H A 1 X B E TIRIT G 3B, A il 2 AR, TR KU B 26, UGS IG F B BER I 45 A DU 3!
IeAh, $R AL GE R SPT I it B R B, % B 24 B R R M E . 20 E — AN 1E Y
FIET I Br. ¥E SPT M, SFEE, GRREEERMBIR, FHREIr, GHHhE AT RGN I miE R, B
HREYE, EHWRRNRES, METREEE N AW, BEBEHTETFRAR, FEEIER,
PP X 2 R SR T LA IE R VAT RS B IRTT E N I 524 R T i SPT I 2 24 H L 3 ) /R 4% ) TP i A 4%
H TR T TR, 2% B TE SPT10 4R J5 — BT RIPIRAS . @i FRL2r) SPT AU St RE bR 0 303 17,
B R Zad F AT A AR AT e AT DL OR A

Ve 75 B -5 AR A T 28 0 5% o

SE

1. BAyE S 4 SRR EEERE . dmm U EowEAR T v 2o AOEA https://www.mhlw.go.jp/content/10804000/001112405.
pdf
2. Rathod SR, Kolte AP, Chintawar S: The dynamic relationship between pathological migrating teeth and periodontal disease. J Indian

13



JICD,Vol.5, No.1, 003, 2024

Soc Periodontol, 17(6): 762-4, 2013.

3. Meetu Preet Jain, Preet Rajendra Jain, Harneet Singh Chawla, et al: Pathological tooth migration-spontaneous correction of diastema

after surgical periodontal therapy: a case report. Pan Afr Med J, 41:39, 2022.

Brunsvold MA: Pathologic tooth migration. J Periodontol, 76: 859-866, 2005.

Lindhe J: Textbook of clinical Periodontology 2nd edition Munksagaard Copenhagen, 563-589, 1989.

Kessler M: Interrelationships between orthodontics and periodntics. American Journal of Orthodontics, 70:154-172, 1976.

Melsen B, Agerbaek N: Othodontics as an adjunct to rehabilitation. Periodontal 2000, 4: 148-159, 1994.

Panos N Papapanou, Mariano Sanz, Nurcan Buduneli, et al: Periodontitis: Consensus report of workgroup 2 of the 2017 World

Workshop on the Classification of Periodontal and Peri-Implant Diseases and Conditions. J Periodontol, 89 Suppl 1: S173-S182. 2018.

9. Dutzan N, Kajikawa T, Abusleme L, et al: A dysbiotic microbiome triggers TH17 cells to mediate oral mucosal immunopathology in
mice and humans. Sci Transl Med, 10: eaat0797, 2018.

10. AHREE, JEFSFEL, IWOFEIE 2 GfEWEEHAR 21T o 72 R LSERTZSRER] . RIER, 104(6): 592-598, 2004.

11. Nadimpalli H, Kamath DG, Kadakampally D: Perio-ortho interactions - a review. ] Pharmaceut Sci Res, 10: 1053-1056, 2018.

12. Alexander SA: Effects of orthodontic attachments on the gingival health of permanent second molars. Am J Orthod Dentofacial
Orthop, 100: 337-340, 1991.

13. van Gastel J, Quirynen M, Teughels W, et al: Longitudinal changes in microbiology and clinical periodontal parameters after removal of
fixed orthodontic appliances. Eur J Orthod, 33: 15-21, 2011.

14. Erkan M, Pikdoken L, Usumez S: Gingival response to mandibular incisor intrusion. Am J Orthod Dentofacial Orthop, 132: 143-149,
2007.

15. Ari-Demirkaya A, Ilhan I: Effects of relapse forces on periodontal status of mandibular incisors following orthognathic surgery. J
Periodontol, 79: 2069-2077, 2008.

16. Sinclair PM, Berry CW, Bennett CL, et al: Changes in gingiva and gingival flora with bonding and banding. Angle Orthod, 57:271-278,
1987.

17. Erbe C, Heger S, Kasaj A, et al: Christina Orthodontic treatment in periodontally compromised patients: a systematic review. Clinical
Oral Investigations, 27: 79-89, 2023.

18. Melsen B, Agerbaek N, Markenstam G: A& EHERIRD H 2 MAEBEZEICB T 2T DA . Am ] Orthod Dentofacial Orthop, 96(3):232-241,
1989.

19. Alsulaimani L, Alqarni H, Akel M, et al: The Orthodontics-Periodontics Challenges in Integrated Treatment: A Comprehensive Review.
Cureus, 15(5): €38994, 2023.

20. Nyman S R, Lang N P: Tooth mobility and the biological rationale for splinting teeth. Periodontol 2000, 4: 15-22, 1994.

21. Fardal O, Linden GJ: Long-term outcomes for cross-arch stabilizing bridges in periodontal maintenance patients—A retrospective
study. J Clin. Periodontol, 37: 299-304, 2010.

22. SWYi, I Ericsson, G E Carlsson, et al: Long-term follow-up of cross-arch fixed partial dentures in patients with advanced periodontal
destruction, Acta Odontol Scand, 53: 242-248, 1995.

23. Laurell L, Lundgren D, Falk H et al: Long-term prognosis of extensive polyunit cantilevered fixed partial dentures. J Prosthet Dent, 66:
545-552,1991.

24. Lundgren D: Prosthetic reconstruction of dentitions seriously compromised by periodontal disease. J Clin Periodontol, 18: 390-395,
1991.

25. D Lundgren, S Nyman, L Heijl, G E Carlsson: Functional analysis of fixed bridges on abutment teeth with reduced periodontal support.
J Oral Rehabil, 2(2):105-16, 1975.

26. S Kourkouta, K W Hemmings, L Laurell: Restoration of periodontally compromised dentitions using cross-arch bridges.Principles of
perio-prosthetic patient management. Br Dent J, 203: 189-95. 2007.

27. Stefan Renvert, G.Rutger Persson: Supportive periodontal therapy. Periodontology 2000,36: 179-95, 2004

28. BEAEM: A4 TF VA -SPTILBIT2320KA . HFEAH, 57(3):130-133, 2015

29. Luigi Checchi, Marco Montevecchi, Maria Rosaria Antonella Gatto, et al: Retrospective study of tooth loss in 92 treated periodontal
patients. J Clin Periodontol, 29(7):651-6, 2002.

30. William Becker, Burton E. Becker, Lawrence E. Berg : Periodontal Treatment Without Maintenance: A Retrospective Study in 44
Patients. J Periodontol, 55(9):505-9, 1984.

31. Carolina Manresa, Elena C Sanz-Miralles, Joshua Twigg, et al: Supportive periodontal therapy (SPT) for maintaining the dentition in
adults treated for periodontitis. Cochrane Database Syst Rev, 1(1): CD009376, 2018.

32. MG Newman, H Takei, PR Klokkevold, et al: Newman and Carranza’s Clinical Periodontology 13th Edication.ELSEVIER.2019.

® N o gk

14



JICD,Vol.5, No.1, 003, 2024

\CanalRepon\

WHERIRE 2 1T U 72 R IAL B R 28 o> 1 il

A case report of interdisciplinary treatment for broad type periodontitis patient.
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8% (Abstract)

HEEREBEEOOPAERE, BMEGREDIY FO—/LEEDIC, BYIBEBN - KFEWEL, 7YTUFHAIVRIC
FBOEHHBEREG (CHRINZIREBEFRNTCHE CETIFIUHTHRISIND. LH L, SEEOHRERXICEET SE, REBELT
BENBEICEITT 2 ZENOEOEHECRNEBNE LS. ZOBR, REDNSVANERET DT ET, WEMEBOBEINAE
NZEBRICBERBEEMMEEREGE UCTERL, ZRERGENEDRELRZ ST, TO5BRZEERBREDOEEZESL
TWB T ENDELIRL.

SEFEALF. REFEEFIOONLEEREE CH LT, MELREDLEZBED I—IVICKEL. AR, BE. R
BEESLEROF— LAY PO—FILL2AEWBEEMTI DI EICKRFGIEREZRFSD LTS, RBICDIE>TRE
UTWBIERIZIRSET 2.

FBEE, PRI 39, BT, 2ENREOBEZ F5RICIRER K ZHRETEEREH SRR S Nc. tREEFES K OEE
DEFIREZ M S ONEERERR DT T, tEAEALE, ®ENIEBRZRTURERBONEZR/c. T0%, DIFKAE
waEE LT, BIEAEICKDETINEDHE, wWilD@EFEZER Uiz, RIEMNIC, 2BNRRMREEICK VRSN,
RBIEFROBFNREZESS N TEe. REYR—FT 4 TRUF RYI)LESE— (Supportive  Periodontal  Therapy:
SPT) [CAW 10 FENMFBL TV .

F—O— R LABEER, WHIRE, #feE, F-LA7O0—F, AENEE
Key words : broad type periodontitis, malalignment of teeth, prosthetic treatment, team approach, interdisciplinary treatment
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&

il

B 28 13 TR AERT B O B A~ D IERIC X B BMEEMRETH b, AR GO wiE g OBaE, TINZR# L
THHET, 40 RULOHAANDK 50%AREL T 2EFFEERTLH 2. —RWICHERPETTSL, Z
DRI U THORIEIECBENE L 5. FEE, #ELEE T 30 ~ 55.8% OFIA TR HEOBEHNFED &
NBEMEINTVDE. 2 /e, EITLAEAREETE, HAMBIEIZFNL LY, #ERICETTE TV
MR E IR U ClEMABHTE {22 2 L8P0 v, HAMBEIETE 2HEEZBA KA
BEEZHE L T 2SN L, EEHESZ RS 2GR E & UTERT 2. ZHUIIHRIRIEIC & > TR AT
MMEELTIERL, So42ROE (e &7y, £, WAMBRIRELEETD, HIIREPTIEREGPHFET
5L, NEBRICDH DML OBRERMBIRATIEL 2y, R, RELWGh, MEEwaE s LTERL, @2
RHEEHMRIC B TH —RERSENMEZEIERIT. Z0IEn6, RIEL L TORERLIMEL L TOREILM
WROELICHEEHE LTHHERLE L THEEL T Y, NEAREORALE, LD M7 7T 2BETFHO
fedlzd, REDIAY FA—NVDHLLT, BEDEELWEN DI E o T IMGHER A % £ 5 BE 2104 215
BIRBFEDUHTDH 3.

oI, EITLAWEARER R, WEROAZSS S A, WHRE, %X FHHSOEANZMEZEATHS
CEDEL, WBEETE L LT, WARIREICORE T, WEBEEIRK, WNAK, MIERE, MRS £ < 0nE
EatAEOELETHEDARY v U R M X 2 AfEHNGHRPBE L 2 258K % . 57

Z T4, FHETHETUZEARBECHL, MARRRERBLOSZREIDEEE U 72 1 HREEAL O wfERR %
XV EHOWHRETE, RIICIES SPT IC TRIFLIREZHMER L T 2REMZHET 5.

ghall

BO& 39 (W), B
#MZH 2007 F 6 H

~

X K 2Hcbi 3 EOEE

1. £258FE
VR ge ot 17 X N SN

2. OREET{ERE

2004 £ (35 %) WHIZ, EEDEFHEBLIC THEED 5 AiRRZZIF DA T, ZhETH L, WEHOPEIIE<,
BRHERIC HIBE L 72 2 L3, LA LESE, &b 208z HE L, INARBRFERZEREE (U TARBE & #59)
WEEZRZ L. ZOBIE, EEPSITH 57 2 L2 HHED S5 MiEHE, AR v RFLEZZ T TKRT L.
ZOHDEOHFIILEE S, 20054 (36/%) L wWOBRRICMZ, HAHIM, OR, WEHICAEBEOEREZERE
TB5L5127b, 20074 6 A (395%), HEARZZZ SN, WARFHIHNMINDITW5.

3. SRIRRE
Wi, 657 &k 0 ETHRBEZEEL T3, 5REDQTIIEEHOZH T, EEOHWBHERIC THEEZXIT T
W5,

4. EFBBEH L ULERE
20 AT 5 R, 1 H 20 RKOBERENH %5, KEEHE IRV, THOOEHWT1ABEEORKE 325 LM
-Fich B,
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5. RE
1) &SP

HE 166cm, A& 64.0kg, #i&iE% (Body Mass Index: BMI) & 23.2 T, &3P ETH 3.
2) IR
(1) PIRRATR

SN LBEADTER, JERIZEHTRL, I -M2RO 2RETH 572, L TFHEETHE 6 A ORISR (< e
JELTEY, THAETS X O LHEAGNE - RARENICRERBPLRESRD o, W5 0REIE, BT
EHBYRIRTH 245, LEEPUIERE, RSEAMNRYIE - IR, LSEAMRNE - B0 A, LSEAMRE -
FE—/NARIC RS A SN, e, FTHAERICI#EEZRD (B 1a).
(2) oA

R OLEDFg7Fu -y 757 A (Probing Depth : PD) (% 4.5mm, &K PD {% 10.0mm, 3mm L F®
PD ' 43.5%, 4-6mm ® PD (% 38.7%, 7mm LA ED PD F2317.9% ThH-o7z. FEOFEH Tu—E Y JHKO
il (Bleeding on Probing : BOP) i3 42.3%, #OEFREEIX 17, 22, 23, 32, 33, 41, 46 T1 &, 11, 12,
211X 2, 16, 24, 26, 31133 E (Miller d53#) Th-o7z. Tz, 361 1E, 16 GLD, &), 26 GAb,
i), 36,47 (2 2 EORSIEEHZE (Lindhe & Nyman O 2580 bz, Wlgkn 77 —2 227 (O'Leary
& @ Plaque control record : PCR f) (% 83.9% CTHIEHRIREIIARTH-7 (K 1b).
(3) =y 7 AMBHEFTR

HIghs, 2HWICHEED O BEONFEREERINAGED Sh, 24, 36, 46, 47 IKIFEEOEEMEERINE R
B, £z, 46, AT ICEIMFBFRE L Bbn 2 EBESAD SN, 16, 11, 26 ([CIFRRZEY AL HWIEE OZE
WG ERD . iz, 47 EOICITHEEEICERET 2 5 MREBGERED - (B 10).

6. HETIARE
BRI PRI E (DEMECAL®, Y —Y» —Matt, ) 2Hv, & 3 KEZEOZERIIEZELEL D
FHLL, A.a i (Actinobacillus actinomycetemcomitans), P.g B (Porhyromonas gingivalis), P.i & (Prevotella

AR vigd et | 4
‘ ,,'

JAML L ‘ B\

BM1a. ¥2B0RNEE (2007.6)
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intermedia), E.c & (Eikenella corrodens) @ 4 fHEEOHIBliOBE 21T 72 55E, FEEHEE R ICRRNZ
Aa. BEzIIU®, 4 MEET XTI EFRIZZED S i o 7=,

7. 9w"A
1) 2V AT 2L

2) RtV AZRT : 77 —2, WIIRE, HMEHERE

BIL 78 7|BRNES5|745657|845|558(023[555(755([070|s57|[7orBTE
- - | L == P ] - o -—
PD TI I 0O0E a6 2al62s|5 244255 22]|2246241026[525[648[25 6
Pl' 738|758|747|826[035|555|345|655|547|22787 7735047547
AL| 7385 605WETIB26|82T(BETIEE88|10856|88 7|33 7808|7382 5(7T5 7
7 6 5 4 3 2 1 1 2 3 4 5 6 7
- 6 5 4 3 2 1 1 2 3 4 5 6 7 -
AL Gg8s5(787|egg8s 7S 122210 E|8B 5 2|8838|557|588|5T75|767|587[58¢68
PD 5335?5552?35556565533355533333?33333?3333ﬁ
BI'I! A58 PP EEE I EP R EEE o R EE R EEE EEE i B
AL BE7|73W423567]658[90wNi0rENofvs0eowres|le6sslassl3es
FtEEn 200 POEEE: 168 Wi :71(423%) PDTEID:45mm 1-3nm:73(43.5%) 4-5un:54(32.1%) 6nn-:41(24.4%)

(DPeriodontal Examination

B I I
[3 if it
6 | 6 4 | 3 |2 1|12 /[3 4[5 86 |7
7 ' 6 | 6] 4 3] 2 [1]1[2[3 4[5 867
L I
Bl | 1

(@Furcation

3 0|0 0 0| 2 2 1 1 3 0|3 0
6 5 4 3 2 1 1 2 3 4 5 6 7
6 5 4 3 2 1 1 2 3 4 5 6 7
1 0|0 0 0 1 3 1 1 0 0|0 0

@ Tooth Mobility

HwEdeem JS-VREEE:112 I OTEER#:04 F5—UAT7:6830%
@0 Leary' s Plaque Control Record

1b. #¥E2hrEERARERR (2007.6)

Tc. FBZI1ARET Y I ILXIREE (2007.6)
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8. B2l
BN, WARRRBEZRARICHEL, JRABEERZA T —Y IV L —F C LBl 7.

9. BEETE
BT i
B RERIRIE I TR AR 2 BGER, BIERE, #HREEICX ) OEN2EORE2SET 2 TO X 5 Laffilz
TRBETH %2 2R L 72,
@ v AL, MBI, 20
Q@ WRAEARE (F9—2av -, A7 =Y - b—kr7FL—=r7": Scaling & Root Planing: SRP, "
A, WORE, BEEE, ERHRLE)
@ HFFbiRE
@ AN FHERE (PD ZEAFTRLICH L T)
® FEFHiRE
®© HERRERIEIRR GRERE, MsiaR)
@ FEHiRE
SPT (Supportive Periodontal Therapy)
DL Eoiaigitl %z 2R L, BEORBEZE TARZMIBL . 28, BHECEIREFIORIFARS LVHIKT —%
DFRICBEL THHETHHAL, XHFHICTREZE..

10./6%28 (K 2)
1) teAEA G

LHEN R OBEL, REERNOAL ST, NEERARICE2EEARICGERT2H0THS 2 L2 EEICHNA
L, FHE 77 c&37I7—27avru— %2l 7. #I2RO PCRIEIZ 83.9% EARRTH DT, 77V
vy 7R, FRHW7 7Y (Butler 211, ¥v A& —@ath, KR 2EHL, 2770 7%kz2HEEL, & -
FHHOLEVPZRDOND LSk, WEBBERTICAR-—ARZIGE LY A XOWH 7 7 > (DENT
EX®3M, 77> S, M, L, 744 A&tk HE) 2 AR by EHT2 L5 8L . T
WA, AR ORI IEIC X 2 0B EADOMBEOARZ S\, WEEMNORE —, HPELEME, Ktk o wkAhLE
DEFIZED 7Ty o ISR OREICIIRRA2EL 724, $5E 14 B HIC PCRAEIX 18.3% £ TR T L, &I

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023
Eivsl :xaminatinn : Oral bacteria test__, DfilE'"’Si! and start (Year)
erio inati of treatment

Plaque Control
Initial Periodontal " Oral Functi
nitial Periodon ntal ral Function
Therapy %$ Recovery Treatment SPT(Supportive periodontal therapy)

Intraoral Photography
inatios

Periodontal Examination | }l H E B §E E E R E R E R R B H

Full-mouth Y

Active Periodontal Treatment

2007 2008 2009 2010 2011 2012 2013 2014
(Year)

TBI ( Tooth Brushing Instruction )
Periodontal

Scaling SRP(Scaling and Root Planing) Surgery
Treatment(17,27)
Tooth
Extraction

(16,26,24, Temporarily fixed, Provisional Restoration prosthetic
" treatment
orthodontic treatment

Periodontal Splintm

2. BFEEE
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LY DOEFHEREVBELTHEH00, ZIFRFLRLNUVTHRELTHWS, vV 777LLTOT Iy v v 7tk sk
Wig 77 —270dtk, 7u7zyyaFiy7ELTOSRP 2 ESEAMD - KAWER, EEAHVD - KRAHET,
LEEATHREE, TEEAM - REBES, THHATE, THEAMD - REEHOMEICHETL, WA TEADRE, HWik
ORI & 2 HADMEMREZR 572, F7z, SRP 127 —)URTHHC I3 HE AR FIC#a O 5 L HMi
HTERo, BELSHENZ: SRP 2/E{T L2, LaL, 200842 A (40 &) 12 16, M5 HIZ 26, 2009 £ 2
A (415%) <24, FELHIC111E, BEAERKEBRICOLPDPDLTRHENZT Yy F AV FRADBEDONLI L
DOREAAR LB L, RERLEZETL 2. RELEZOREIHICN L T, 23, 25, 27 2X&E Lk 23-27
D7V v Yy 4 TOYMMBEE, 13, 14, 15, 172X&EL77Y v V¥4 FOYMMEHRER, 12, 21, 22%
HEELR12-22 D7 v V¥ 4 FTOERGHRER 25 L THIEL 2.

A EAE R R R SR EMEIMEICER L, RSO TR 2RET 22006, REFHEERTo2. B
ML, RN, BEER O AMBEEORE, RN HEMHRLEDZRL (212 F2EH L TEHORE
ZR otz 7z, 2007 4E 6 HX 0 BARIBEEWATL, 47 N UBRPRERBE 2R L, RS EEE ICE RS
EEEEL 7.

2) MM (2010 42 H)

B JE LA B O F MR T, BRI —E VB 2 RICEEL, S ol AR E U720 A O RAERTRLIZ
HRL 7z, &¥Nicid7 7 X 4 ol Miller OHRERMEO S HEZRD 7 (K 3a). £FEOF PD i 2.8mm,
B K PD i3 10.0mm, 3mm BLF ® PD K7 84.0%, 4-6mm O PD & 12.5%, 7mm B o PD K 3.5% T,
BOP i3 11.8% ic#k#EL 7. L2 L, 17iC7.0mm, 27 (C 10.0mm, 36 {Z 5.0mm, 46 | 7.0mm @ PD 73%&7F
L7z, 512, 36 DEGEHNC 1B, 17 Oun@E [, 27 OB 2 oM IEIHRKEDBENRD SN, HO
BIEEIX 44, 46 T1ETH- (B3b). NNy 7 AREEFTR LD, ETHEEIDCHARNEAERESH
TEDY, HHEERIIHETDH 2 ODOREEL NV ORFEFED oNehr o7 (B30).

3) A EHAR
R AR T RO BB EIC T, 17, 27 IKEVEAR T v P RO 2 EORBIREDOEFE 2R D 279,

B3a. WEAERBEHE TROBPASE (2010.1)
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20104 H (42)%), 17122 F AN Yy 2 A& 87 20 L7tk EBEEREE2ETL (K4), FFE6
Hizik 27 icxf L, sARBEHEEN S ELHo Y =y YFRMiziEfT L7z (B5). 7, 36, 46 Hillo PD BREHL
WXL T, HaoefAafbidi s anrzod SRP TRIRZET 5 2 & 2R L 7.
4) FEIHlRRA (201142 H)

BB A BHEE S OB EEHiRE ClE, 17 OFHGE.OEE, 27 HElp iR 4mm ® PD A %EFEL 724, BOP 1372 < 4
DRSS T E L 72,

AL g&e 345[s32las4laza 645455553 3592 675
Pll 56 4 223|322[222|222 2.2 2|22 21522 Ll 55 4
I;,Plii ST 222l222(223(223 422222225 203 325]|
AL 337 332l234|334(335 6a32|222|336 334 535
e 5 [ 4 [ 3 | 2 11213 5-__J_-
7 6 5 4 3 2 1 1 2 3 4 5 6 i
LAL g5433gle65(e70653[s65668[676/555(586[554(455[0655/453]
PD 634l427l623|s25(asz[222223|322|222(2533|333(a3s3fas2l228
BPD s3b6lz27|222|z22|3zs|le2z2l2zz2lz22(s23|32a3|222|(32asaz|azw
AL 555(3410855|575|(5657o0olgea/weBeeo|s55|633[3aa[as55|3210
FRUTET 2400 PDESEN: 144 HM:17(118%) POEYD:28mm 1-Gmn:121(84.0%) 4-5nw:15(10.4%) Gim—:8(5 6%)
@) Periodontal Examination
_B I I
P 1)1
5 | 4 3 |2 N 1|23 5 i
7 6 5 4 3 2 1 1 2 = I Y 5 6 7
k I
B i
@ Furcation
E 0 olololo ololo 0 0
B s | 2| | 2 1 [ 2| 3 5 7
7 6 5 4 3 2 1 1 2 3 4 5 6 T
L
B 0 1 0 1 0 0 0 0 0 0 0 0 0
(@ Tooth Mobility
B
P
7 5 4 3 2 2 3 5 i
7 6 5 | 4 3 2 1 1 2 3 4 5 6 7
L
B

W24 IS— VAT EM:06 TS—OBEK10 FS—IR a7 :198%

@0* Leary' s Plague Control Record
X3b. HEEAEER T #EIHIEE (2010.1)

B3c. WEEROEETRIARET VY ILXEREE (2010.1)
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5) TSHATHE AR AR LA

BEINEHEEE T 6 » A%, AAIBIEFHC T SHATETHE L OLE O - DBIEIRR AR L 72, 2010410 H (42
RN (ICITRTR A Z AT U, %3 DBEBLES ORI 2 8E 3 % - o fitkaeRs%E (Myo Functional Therapy: MFT)
ZHIB L. ZOBRTHKTHZEDOZW T, 2010 4 12 A, 36, 46 /N» FEE, 34, 33, 32, 31, 41, 42,
43, 442757y b REEL, AEOT Yy 7’74 FEMBL. Z0®IE 1 r HBICTA Y —Z2HE L 7. BIvE
BB 14 4 » A1, 201244 A (44 ) ICREEREOHIRERGZMEITL, 2012 4 5 HIC REHAEEE
(FS WV T —F—) 2#EEL 7.
6) HHiFEIAE

RIERE T, BEMEYORELZML 2. ETHERARRE, 724 AXIY IV AT 72—, FzvIN
A 2T L, FRENEBWIE T L7, Ml OBEEE T, RS TORELERl T3 7V AT Y vy VIlck

4. FEAAIBRSTEI S ALY MUY IR N0 =RV cEER—BEERE (2010.4)

B5. ESEARAISE T REIsEARIBHRIEH S =00 T v JFir (2010.6)
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BHRIAR A2 S —EIRE LT, B SEATHEDR O 5 NS, 2D, TRTEFE CTH o720, HEHNLK
BELE ORI R S Wiz, £, irfm WRAREBEICNT 2MREEEL2E L5, FCEETHIKGARNEZE
SIS B 5720, AEHICIE LSO RAEHIBALE X Key and keyway attachment % i\ 72 2 & 5 P85 0 3%
e L7, TbbXAWMDFATHEEZERL, 13- 14, 22-23MTT7 ¥ v F A v M & 2 EEHERMEL#EL 72,
R REER XX ARER, AIREER, a—Er 7HlIc X W EAEORKERZIT- 2. RERKERIARERE,
THEOMEIE 47 2 SHEFTL 47, 36 IC&HEEE, WEXFHFD 44, 45, 34, 35 L7 v L —9 4 TOo&BERE%:
WELL. EEOMBIEERTE, WANIER (FroL L A7 —1L®, GC, HH) I TEEWIHEICRET
PHEINTWDE I E2MERL. &7, LV F U TBEVRDD720F 4 M — FOER, EEZTH», BEO7
I RLIHIGL 7=,

7) iR (2013 4 12 H)

CUPEBSRE IR IR 8 O ERHIIRE Tld, WARY - Er 70T, FENICHIBEENICH AN D & N7 kR
XY OERNOFMPEES W (K6a). £%0FH PD X 2.1mm, &A PD & 4.0mm, 3mm LA F® PD £
99.3% TdH b, BOP 3% LN T HAMMOBIRITZEL 72 (B 6b). Tv 7 AREEICE W TH HMEELROES
WAHES N, BROEGDIEHE L Ro772% SPT ~NBTL (K60).

8) SPT (20134 12 H~)

SPTBATHHEHIE 1 HAE, BRABLMEMICT I vy v 7270, BE7 7 OMHDM#FEL T3, PCR
LARVIZHIC20% BTHEH, 77—2avbua—LhZRtaLizoknkd, BEEZT2rHABICT Iy vy
BE L lmERE ERE Lz SPT 2170, BHNZOBENREOMHR - BHEICED T3, oMY IcE e
ROOLNZDHOD, HAZY —EY EY 7 TRIRICEEREZHERF L T2 (B73). 250 FHPD i3 2.1mm,
A PD (& 4.0mm, 3mm BAF® PD %A199.3% ThH b, BOP IE@RD o N FHEAMBOBREILEL T3 (K
7b). Ty 7 AMEEICE W TH BEEROEGEESHER SN, BROBIDIEETHS (B70).

Mea. OfF#EEDEGEI TROBNEEH (2013.4)



JICD,Vol.5, No.1, 003, 2024

BRR IS, DEENEERIC X 2 8HERMIRETH 3 L FRIC, HERTE U TEEEERE, SSRE, £,

BIR, SOICERERTLELT, AL R, BUE HEHL SHYHEEDET
B 2 OREERE O RWIMER 2 WEEIC L T 5.
B AR D SR RE I DIR T AL U 5.

- B
b=

L, BifiaEfEs & X0, BERkic
HEAT U 72 B 28 TIRIRE DT ICHE W R EE 2o o A iR DB 3 4 U,
CHIC K D REERICITEETE TWARANPCHBIOAHEATE LR DK

BRL 2]z 2 sipialaiaiala oot his e P g8y 222
PD 222 222|222/222[222 J44lgsaleaz2 222 443
PPIB 222 222l222l222[222 2z2l222l222 222 222
AL is 23 222|222/222[222 l222|323]222 222 344
& [ &% |3 [ 2 123 N 5 N 7

7 6 5 4 3 2 1 1 2 3 4 5 6 7 3
LM' 2238(334al222/222|322|222[222[222]222]|222[222[223(322(223
PD 223556555(5655/645(575/808B95|(555{433[665[666(833|335
BPD 322[333l222[222l222[222]222[222{222[222[222[222]322]333
AL s322lssslseslerelses/nnsonofvoossslsselesslssswaalaaa

$E00E: 241 POEE 144 £i:0(0.0%) POFERIE 1mm 1-3mm2 106(73.6%) 4-5m 224(16.7%) Gm—214(0.7%)
(1) Periodontal Examination

B
P

i 5 4 3 2 1 2 3 5 T

7 6 [ 4 3 2 1 1 2 3 4 5 i
=
B

@Furcation
Ej 0 olololo 0|00 0 0
5 4 3 z 1 2 3 5 7

7 6 5 4 3 2 1 1 2 3 4 5 6 i
L
B 0 0 0 0 0 0 4] 0 0 0 0 0 0 0

@Tooth Maobility

B
P

i 5 4 3 2 1 2 3 5

7 6 5 4 3 2 1 1 2 3 4 5 6 7
L
B

BESicl Jo-VHEENSe IO EEMEE T5-HAT7 168

@0 Leary' s Plague Control Record
X6b. OFFfEREOEEEE TR EHi®E (2013.4)

Mec. DFFHEEDELRKR TR IAKET VY ILXIREE (2013.4)

10
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EMEIME R GHET BIERIZ AR v, ZORBEFICB O TR BERERTOREB X WHREHOSELZHK L LT
WG IS Z, BMEDRERIIH» 2KAFBREBNE L -ABNERIQNELR S, 20D, TI5—rav

Fa =z FERE U lEEARE, ZOOBIHMERERRICE S WA AR, “RERAEIMEEEZRE L
- OEERRE IR EE, 2 L CRMZETPRICR D EE X SPT L RABROMERICN T 2G4 E/ AT — Y TOHE
Y75 3AM & LE DS BE L 725 TL B,

ASEGNE, WK 39 R CTRFENLWOBEL FHRE L, NN Y 7 ABEEICEWTHHEED S FEDOKF
HEDOBRINZRD 5 ENIEOREEAREETH > 770, WEAMBRORIERSE, ETIH, BREOLE, FERMEORIE
220N H Y, WEWRIRE, WIEGE, fSREL2 S0 -aBMRENNRETH -7z, £z, AREEEORR
ELTRONHEOEORR & FEMEZRIICHER - ZEIE L0101, RIE (WAR) LIMEEREZHIET 2
CEPARRTH D, ZDdHIZ, EFIIGC-AHNRHEREOD L THR—FT4 7Y A Fr &L+ JE— (SPT)
ZHkFE L THEfT L, REFRREBZHERIL TOS ZEPEEL S,

1) HEEOZMWIIZ DWW T

SEMAW-ZWE 2023 FHTE, RIBIN TV 2HSE, T4abb, 201846 H, 7LATLVY L THES N
EuroPerio 9 O&HIHIZ AAP - EFP X D AW OF AEE L TARSINADONRER L > Twa, HIHELE DM
ERELUTCUATL Y, HEARZEEMERREBEERRICRELS 220EHHEL T, FigETikihsr 12
DHREARELTEDE LD ET, AT—VETL—FEWIBWOT7L—LT—PEASINT. KEFITIEIHZ
Rilic 7ae—tE>v 27572 (PPD) 26 mm B ETH D, 3mm b EOEBEEFRINS 2 B OWRTIETHREZE R D,
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Resumenes

La funcion oral en pacientes con enfermedad periodontal solo puede mantenerse con un control inflamatorio estricto, un
posicionamiento vertical y horizontal adecuado de los maxilares y el restablecimiento de las relaciones oclusales, tal y
como se tipifica en la avulsion molar con guia antelar. Sin embargo, en casos graves de periodontitis, se producen
movimientos dentarios y desplazamientos patologicos debido a un alto grado de destruccion del tejido periodontal. Como
resultado, el equilibrio oclusal se ve alterado y una carga excesiva més alla de la capacidad de adaptacion del periodonto
actla a menudo como una oclusion traumatica, dando lugar a un estado de trauma oclusal secundario y a un mayor
aumento de la destruccion del tejido periodontal.

En este estudio, presentamos el caso de un paciente con periodontitis extensa justo antes del colapso oclusal, que fue
tratado con un enfoque de equipo integral que incluia periodoncia, ortodoncia y prostodoncia, con la inflamacion vy la
estabilidad oclusal como objetivos del tratamiento, y con buenos resultados y estabilidad a largo plazo.

El paciente, un hombre de 39 afios, acudid al Departamento de Periodoncia del Hospital Universitario Dental de
Matsumoto con la queja principal de que se le movian los dientes de toda la mandibula. Se diagnosticod al paciente
periodontitis extensa con espaciamiento interdental e irregularidades dentarias en el plexo. Posteriormente, la paciente se
sometid a un tratamiento de ortodoncia para corregir la mala practica dental y lograr la continuidad dentaria. Finalmente,
el tratamiento protésico completo establecio la oclusion y se consiguié un buen entorno oral. El paciente ha estado en
terapia periodontal de apoyo (SPT) durante 10 afios.

Palabras clave: broad type periodontitis, malalignment of teeth, prosthetic treatment, team approach, interdisciplinary treatment

Introduccion.

La periodontitis es una enfermedad inflamatoria crénica causada por la infeccién de la encia con bacterias comensales
orales y se caracteriza por la destruccién y reabsorcion del tejido conectivo gingival y el hueso alveolar, y es una
enfermedad relacionada con el estilo de vida que afecta aproximadamente al 50% de los japoneses de 40 afios 0 mas.!
Por lo general, a medida que progresa la periodontitis, se producen movimientos y desplazamientos dentales patolégicos
en funcion del grado de la enfermedad. De hecho, se ha informado de que el movimiento dental patolégico se produce
en el 30-55,8% de los pacientes con periodontitis.>* En los pacientes con periodontitis avanzada, la descomposicion del
tejido periodontal es marcada y éste suele ser incapaz de soportar las fuerzas masticatorias y oclusales a las que era capaz
de adaptarse en condiciones sanas. Las fuerzas de mordida que superan la capacidad de adaptacion del periodonto
actian como una mordida traumatica sobre los dientes cada vez mas alterados, destruyendo el tejido periodontal. Esto
actia como un trauma oclusal secundario sobre el ligamento periodontal, provocando un mayor deterioro de la
enfermedad. Incluso cuando el periodonto estd sano, la maloclusién y la maloclusién pueden causar maloclusion en la
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relacion de contacto oclusal con los dientes opuestos, dando lugar a un contacto prematuro, fuerzas laterales no deseadas
y oclusiéon traumatica, que también causa trauma oclusal primario en los tejidos periodontales sanos. Por lo tanto, la
enfermedad periodontal como inflamacién y la oclusién como traumatismo estan relacionadas con el deterioro de ambas
patologias, como causa y como consecuencia. Para la estabilidad a largo plazo del entorno oral y la prevencion de la
reaparicion de diversos problemas, en la periodontitis con mordida traumética son esenciales no sélo el control de la
inflamacion, sino también la estabilidad oclusal y la distribucién de las fuerzas oclusales. También es esencial el
tratamiento oclusal para la periodontitis con oclusién traumadtica, como la estabilidad de la oclusién y la distribucion de
las fuerzas oclusales.

Ademads, los pacientes con enfermedad periodontal avanzada a menudo sufren trastornos complejos que implican
caries dental, enfermedad de la pulpa dental, estética, articulaciones temporomandibulares ademas de la enfermedad
periodontal, por lo que en muchos casos requieren un tratamiento interdisciplinar en sus planes de tratamiento que
consiste en una combinacién de multiples enfoques de tratamiento, como restauracion coronal, endodoncia, ortodoncia
y tratamientos protésicos ademads del tratamiento de la periodontitis por especialistas en cada area.>”’

En este estudio, informamos de un caso de un paciente joven con periodontitis avanzada, en el que se pudo preservar
un gran nimero de dientes mediante un tratamiento integral en una unica unidad oral en colaboracién con los distintos
departamentos del Hospital de la Universidad Dental de Matsumoto, y que mantuvo un buen estado tras la SPT a largo
plazo.

CASO

Paciente: 39 afios (en el primer examen), varén
Fecha de la primera visita: junio de 2007
Queja: Movimiento dentario en toda la mandibula

1. Antecedentes sistémicos
No hay antecedentes sistémicos.

2. Historia oral

La paciente no tenia antecedentes de caries dental ni de enfermedad periodontal y nunca antes habia acudido a una
clinica dental. Sin embargo, ese mismo aiio, se dio cuenta de que se le movian los dientes de toda la mandibula y acudio
a la sala de exploracién inicial del Hospital Universitario Dental de Matsumoto (en lo sucesivo, "el hospital principal").
Debido a su apretada agenda laboral, se sometié al tratamiento de caries y a la limpieza de bolsas periodontales varias
veces antes de completar el tratamiento. En 2005 (36 afos), ademas del movimiento dental, empezo a notar sangrado
gingival, halitosis y estancamiento de restos de comida en los espacios interdentales, y en junio de 2007 (39 afos), visito
de nuevo esta clinica y fue remitido al Departamento de Periodoncia.

3. Antecedentes familiares
Ambos padres llevan protesis completas superiores e inferiores desde los 65 afios. El hermano, que es 5 afios mayor
que él, ha estado recibiendo tratamientos en un dentista cercano tras ser diagnosticado de periodontitis.

4. Estilo de vida y habitos
El paciente tiene antecedentes de haber fumado 20 cigarrillos al dia durante 5 afios a los 20 afios. No bebia con
regularidad, pero ocasionalmente tomaba 180 ml de bebidas alcohélicas con sus compaiieros de trabajo.

5. Estado actual
1) Hallazgos sistémicos

Altura de 166 cm, peso de 64,0 kg, IMC (Indice de Masa Corporal) de 23,2, complexién media, estatura media.
2) Hallazgos intraorales
(1) Resultados macroscépicos

La encia marginal no presentaba enrojecimiento ni inflamacién evidentes en toda la mandibula; no obstante, se
observo cierta congestion sanguinea. La forma gingival de los dientes anteriores de la mandibula y el maxilar era la de
una gruesa repisa. Se observé una recesion gingival significativa en los dientes anteriores de la mandibula y en el lado de
la hebilla del primer molar maxilar izquierdo y derecho.El arco dental en el maxilar y la mandibula tenfa una forma
parabolica. Sin embargo, se observé separacion dental entre los incisivos centrales maxilares, el incisivo central maxilar
derecho y el incisivo lateral, el canino y el primer premolar maxilar derecho, el canino y el primer premolar maxilar
izquierdo, y apifiamiento en los incisivos centrales mandibulares (Fig.1a)
(2) Examen del tejido periodontal

En el momento de la primera visita, la PD (profundidad de sondaje) media en todo el maxilar era de 4,5 mm, la PD
maxima era de 10,0 mm, el 43,5% tenia una PD de 3 mm o menos, el 38,7% de 4 a 6 mm, el 17,9% de 7 mm o mas. El
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promedio de BOP (sangrado al sondaje) en toda la mandibula fue del 42,3%. la movilidad de los dientes en 17, 22, 23, 32,
33,41, 46 fue grado 1, grado 2 en 11, 12, 21, y grado 3 en 16, 24, 26, 31 (clasificacién de Miller).

Ademds, en 36 se encontraron lesiones de bifurcacion radicular (clasificaciéon de Lindhe & Nyman) de ler grado, 16
(proximal, centrifuga), 26 (proximal, centrifuga), 36 y 47 de 2° grado. La puntuacién de placa (registro de control de
placa de O'Leary et al.: valor PCR) en la primera visita era del 83,9% y la limpieza bucal era deficiente (Fig.1b).

(3) Hallazgos radiograficos

En la primera visita, los hallazgos mostraron reabsorcién ésea alveolar horizontal de moderada a avanzada en toda la
mandibula, y reabsorcién 6sea vertical avanzada en 24, 36, 46, 47. Ademads, en 46, 47 habia hallazgos radiolicidos que
probablemente estaban asociados con la afectacion de la furcacién, y en 16, 11, 26 se mostraban dreas radioltcidas en el
hueso alveolar que rodeaba el dpice radicular. Ademas, distalmente en 47, los hallazgos radiolticidos mostraban caries
que se extendian a la pulpa dental. (Fig.1¢).

6. Prueba de anticuerpos bacterianos

Mediante la prueba de titulos de anticuerpos periodontopatégenos (DEMECAL®, Ledger Co., Ltd., Tokio), se tomaron
muestras de sangre en ayunas de las yemas de los dedos 3 horas después de una comida para detectar titulos de
anticuerpos de cuatro especies bacterianas: A. a (Actinobacillus actinomycetemcomitans), P. g (Porhyromonas
gingivalis), P. i (Prevotella intermedia) y E. ¢ (Eikenella corrodens). No se observé ningiin aumento de los titulos de
anticuerpos para las cuatro especies bacterianas, incluida A. a., que es especifica de la periodontitis invasiva.

7. Causa
1) Factor de riesgo sistémico: ninguno
2) Factor de riesgo local: Placas, mala alineacion de los dientes, oclusion traumatica

8. Diagnostico
Tras un examen exhaustivo que incluy6 la historia clinica y el estado clinico, el paciente fue diagnosticado de
periodontitis de tipo amplio en estadio IV, grado C..

9. Plan de tratamiento
Politica de tratamiento

Después de mejorar el tejido periodontal mediante el tratamiento de la enfermedad periodontal, disefiamos el
siguiente plan de tratamiento integral para mejorar el entorno general de la cavidad bucal mediante tratamiento de
ortodoncia y tratamiento protésico.

p.

S T TR Y
d ik

LU LR

(Fig.1a) Intraoral photo taken during first visit (June 2007)
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(D Examen del tejido periodontal, examen bacteriano, diagndstico.

(@ Tratamiento periodontal basico (control de placa, raspado y alisado radicular: SRP, ajuste oclusal, tratamiento de
extraccion dental, fijacion temporal, tratamiento protésico temporal)

® Inspeccidn de reevaluacion

@ Tratamiento quirtrgico periodontal (para reas restantes de EP)

® Inspeccién de reevaluacion

(® Tratamiento de recuperacion de la funcién bucal (tratamiento de ortodoncia, tratamiento protésico)

@ Inspeccién de reevaluacion

SPT (terapia periodontal de apoyo)
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Total No of teeth: 28 No. of plagues measured: 112 Areas with plague: 94 Plague score: 83.9
@0 Leary' s Plaque Control Record

(Fig.1b) Results of periodontal tissue examination during first visit (June 2007)

(Fig.1c) Dental X-ray 14 during first visit (June 2007)
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Se elabord el plan de tratamiento anterior y se inicié el tratamiento tras obtener el consentimiento de la paciente. Se
informo verbalmente a la paciente sobre la publicacidn de este caso y los datos clinicos, y se obtuvo su consentimiento
por escrito.

10. Curso del tratamiento (Fig. 2)
1) Tratamiento periodontal basico

Se inform¢ al paciente de que el movimiento de la mandibula no sélo se debia a la reabsorcién 6sea alveolar, sino
también a una periodontitis causada por una higiene bucal deficiente, y se inici6 el control de la placa con un cepillo de
dientes manual. Dado que el valor de PCR en la visita inicial era deficiente (83,9%), se instruyo al paciente para que se
cepillara los dientes con un cepillo manual (Butler #211, Sunstar Co., Ltd., Osaka, Japon) y con el método de fregado, y
una vez observada la mejoria en las caras labial y lingual, se aplicé a las superficies adyacentes un cepillo interdental con
un tamano adecuado para el espacio entre los dientes (Una vez observada la mejoria de las caras labial y lingual, se
instruy6 en el uso de cepillos interdentales de diferentes tamarios (DENT EX® 3M, cepillos interdentales S, M, L, Lion
Corporation, Tokio) seguin el espacio de las superficies interdentales adyacentes. Llevé tiempo mejorar el efecto del
cepillado debido a la posicién gingival marginal desigual, la inclinacién desigual del eje del diente, la retraccién gingival
y el cambio de posicién gingival tras la extraccién del diente, pero el valor de PCR disminuyo al 18,3% en la 142 sesién de
enseflanza y se ha mantenido en un nivel casi bueno desde entonces, aunque ha fluctuado ligeramente. El valor de PCR
disminuy¢ hasta el 18,3% en la 14° sesién de ensefianza y se ha mantenido en un nivel casi bueno desde entonces,
aunque ha fluctuado ligeramente.

Después de reducir la placa supragingival mediante el cepillado de autocuidado, se aplic6 SRP como cuidado
profesional en el drea de los molares y pequefios del lado superior izquierdo, en el drea de los molares y pequefios del
lado superior derecho, en el drea anterior del maxilar, en el drea de los molares y pequefios del lado derecho mandibular
y en el area de los molares y pequenos del lado superior derecho. area anterior mandibular El procedimiento se realizé
en las dreas pequefias y molares del lado izquierdo de la mandibula para eliminar el cdlculo subgingival y promover la
insercion gingival alisando la superficie de la raiz del diente. Ademas, al finalizar el primer ciclo de SRP, se detecto la
presencia de sarro residual debajo del margen gingival en toda la mandibula, lo que 1lev6 a la realizacién de otro SRP
completo. Sin embargo, en febrero de 2008 (a los 40 anos de edad), el diente 16, en mayo del mismo ano el diente 26, en
febrero de 2009 (alos 41 afios de edad) el diente 24, y en abril del mismo afo el diente 11, mostraron una pérdida de la
insercién persistente a pesar del tratamiento periodontal bdésico, lo que llevd al diagndstico de no ser viable su
preservacion y se procedié con su extraccion. Para el drea defectuosa después del procedimiento de extraccién del diente,
utilizamos protesis temporales tipo puente 23-27 con 23, 25 y 27 como pilares, y protesis temporales tipo puente con 13,
14, 15y 17 como pilares. Se instald el dispositivo protésico 12-22 con los dispositivos protésicos 12, 21 y 22 como pilares.

Durante el tratamiento periodontal basico, se presté atencion a los traumatismos oclusales desde una fase temprana, y
se procedio al tallado y ajuste oclusal para eliminar el contacto prematuro y las interferencias oclusales. Por dltimo, se
conectaron todas las unidades y se estabilizo cada diente teniendo en cuenta la estética, el grado de destruccion del
tejido periodontal en los dientes vecinos y el futuro tratamiento protésico con coronas. En junio de 2007, paralelamente
al tratamiento periodontal, se inicié un tratamiento de conductos radiculares infectados en 47 dientes, y se colocé una
protesis provisional tras obturar el conducto radicular.

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023

First examination : Oral bacteria test_ Diagnosis and start
Periodontal Examination of treatment (Year)

Plaque Control

Periodo

Initial Periodontal ntal Oral Function
Therapy ?‘;:mm Recovery Treatment SPT(Supportive periodontal therapy)
Intraoral Photography
Periodontal Examination =] u Jl H E B §E E E R E R E R R B H
Full-mouth periapical radi Y
Active Periodontal Treatment
2007 2008 2009 2010 2011 2012 2013 2014
(Year)
TBI ( Tooth Brushing Instruction )
Periodontal
Scaling SRP(Scaling and Root Planing) Surgery
Tooth Treatment(17,27)
o Temporarily fixed, Provisional Restoration prosthetic
1

) treatment
orthodontic treatment

Periodontal Splintm

(Fig.2) Treatment process
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2) Examen de reevaluacion (febrero de 2010)

En el examen de reevaluacion tras el tratamiento periodontal basico, la encia mejord a un color rosa salmén y
desaparecieron los hallazgos inflamatorios de la encia marginal, principalmente la congestién. En general, se observé
una recesion gingival de clase 4 (clasificacion de Miller de la recesion gingival) (Fig.3a).

La PD media de toda la mandibula fue de 2,8 mm, la PD maxima fue de 10,0 mm, la tasa de PD de 3 mm o menos fue
del 84,0%, la tasa de PD de 4-6 mm fue del 12,5%, la tasa de PD de 7 mm o mas fue del 3,5% y la tasa de BOP mejord
hasta el 11,8%. Sin embargo, seguian existiendo PD de 7,0 mm en 17, 10,0 mm en 27, 5,0 mm en 36 y 7,0 mm en 46
dientes. Ademds, habia lesiones residuales de bifurcacién radicular de un grado en el lado bucolingual de 36, de dos
grados en el lado bucal casi central de 17 y en el lado bucal de 27. El grado de movilidad dentaria era de un grado en 44 y
46 (Fig.3b).

Las radiografias intraorales mostraron que se habia eliminado el sarro subgingival tanto en el maxilar superior como en
el inferior y que el nivel 6seo alveolar no habia mejorado, aunque la linea dura alveolar era clara (Fig.3c).

3) Tratamiento quirtrgico periodontal

Tras el examen de reevaluacion posterior a la finalizacion del tratamiento periodontal basico, se detectaron bolsas
periodontales profundas y dos lesiones radiculares residuales en 17 y 27, por lo que en abril de 2010 (42 afos) se realizé
una terapia de regeneracion tisular periodontal con una proteina de matriz de esmalte en 17 (Fig.4), y en junio de 2010
se realizd un curetaje de exfoliacién gingival y una cirugfa centrifuga de cuna en 27 (Fig.5). En el resto de las
localizaciones de PD en las caras linguales 36 y 46, optamos por estabilizar la enfermedad con SRP porque no habia
suficiente encia queratinizada.

4) Pruebas de reevaluacion (febrero de 2011)

En la prueba de reevaluacién después de la cirugia periodontal, quedaban 4 mm de PD en el lado palatino, distalmente
en 17 y en la zona media bucal en 27. La BOP ya no estaba presente y la afectacion furcal mejord. La BOP ya no estaba
presente y la afectacion de la furcacion mejoro.

5) Tratamiento de ortodoncia de los dientes anteriores mandibulares

6 meses después de finalizar el tratamiento quirdrgico periodontal, los ortodoncistas de este hospital iniciaron el
tratamiento ortoddncico para mejorar el apinamiento de los dientes anteriores mandibulares. En octubre de 2010 (a la
edad de 42 aios), se realiz6 un examen preoperatorio, y para mejorar en primer lugar el desequilibrio de los musculos
periorales, se inicio la MFT (Terapia Mio Funcional). En diciembre de 2010, bajo el diagndstico de plexo en los dientes
anteriores mandibulares, se ajustaron las bandas 36 y 46 y se colocaron plaquetas en los dientes 34, 33, 32, 31, 41, 42, 43
y 44,y se inicié el enderezamiento de los mismos. A partir de entonces, los alambres se ajustaron cada mes. Tras 1 afio y
4 meses de tratamiento ortoddncico dindmico, se tomé una impresion del aparato de retencién en abril de 2012 (a la
edad de 44 afios), y se colocé el aparato de retencidn intercanino (retenedor FSW) en mayo de 2012.

(Fig.3a) Intraoral photo after completion of basic periodontal treatment has completed (2010.1)
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6) Tratamiento protésico

Una vez finalizado el tratamiento ortodéncico, se inici6 la fabricacién de la prétesis definitiva. El diagndstico protésico
se realizé mediante la toma de impresiones de los contornos maxilar y maxilar, transferencias de arco facial y mordidas
de control. En el plan de tratamiento preoperatorio, la primera opcién de tratamiento protésico para el maxilar era un
puente bucal completo que uniera todos los dientes, pero debido a que los dientes pilares no mostraban paralelismo y
eran todos dientes vivos, se dedujo la posibilidad de un procedimiento de extraccion pulpar por conveniencia. Con el fin
de distribuir la carga oclusal por toda la mandibula, lo cual es especialmente importante cuando se considera el
tratamiento protésico de pacientes con periodontitis severa, el tratamiento protésico final del maxilar en este caso se
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(Fig.3b) Reevaluation and examination after completion of basic periodontal treatment (January
2010)

(Fig.3c) Dental X-ray 14 after completion of basic periodontal treatment (January 2010)
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disefié como una conexién semifija utilizando el aditamento de chaveta y chavetero. En otras palabras, teniendo en
cuenta el paralelismo de los dientes pilares, se disefié un mecanismo de conexion de fijacién entre 13 y 14 y entre 22 y
23. Una vez determinada la forma protésica, se formaron los dientes pilares, se tomaron impresiones y se confirmo el
ajuste final mediante un ajuste de cofia. Tras el tratamiento protésico definitivo del maxilar superior, se llevo a cabo el
tratamiento protésico de la mandibula a partir del 47, con coronas totalmente metdlicas en 47 y 36 y coronas metdlicas
tipo relé en 44, 45, 34 y 35 para soporte oclusal. Una vez finalizado el tratamiento protésico de todos los dientes, se
confirmo mediante un instrumento de medicion de la fuerza oclusal (Dental Prescale®, GC, Tokio) que la presion oclusal
se aplicaba de forma uniforme en todos los maxilares. Se confecciond y ajusté un protector nocturno para su habito de
apretar los dientes con el fin de hacer frente a su bruxismo nocturno.
7) Examen de reevaluacion (diciembre de 2013).

En el examen de reevaluaciéon después del tratamiento para restablecer la funcién oral, la encia era de color rosa
salmon y se reprodujo la armonia oral mediante un aparato protésico estética y funcionalmente armonioso (Fig. 6a). La

(Fig.4) Enamel matrix proteins were applied in a procedure for periodontal regeneration in the
maxillary left molar (April 1, 2020)

(Fig.5) Gingival flap operation and distal wedge procedure were performed on the maxillary left
second molar (June 2010)
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PD media de toda la mandibula era de 2,1 mm, la PD méxima era de 4,0 mm, la tasa de PD por debajo de 3 mm era del
99,3%, y la enfermedad del tejido periodontal era estable sin BOP (Fig.6b). Radiograficamente, se reprodujo la
continuidad de la linea dura alveolar y la alineacion de los haces dseos era normal, por lo que el paciente fue transferido
a SPT (Fig. 60).

8) SPT (a partir de diciembre de 2013).

Tras la transicion a SPT, el paciente se cepilld 4 veces al dia después de cada comida y antes de acostarse y ha seguido
utilizando un cepillo interdental. Los niveles de PCR han estado constantemente en el rango del 20%. SPT, que consiste
principalmente en instrucciones sobre el cepillado y la limpieza de la superficie dental, se ha aplicado cada dos meses
hasta la actualidad, y se hacen esfuerzos para mantener y gestionar la higiene bucal a largo plazo para garantizar que el
control de la placa no sea insuficiente. Aunque se observa una decoloraciéon menor en las prétesis, el color de la encia es
rosa salmon y se ha mantenido un aspecto macroscépicamente sano (Fig.7a). La PD media en toda la mandibula es de
2,1mm, la PD méxima es de 4,0mm, la proporcién de PD de 3mm o menos es del 99,3%. No se ha encontrado BOP y la
condicién del tejido periodontal ha sido estable (Fig.7b). En la radiografia, la continuidad de la linea dura alveolar se ha
replicado y la secuencia de las trabéculas dseas ha sido normal (Fig.7¢c).

Discusion.

La enfermedad periodontal es una enfermedad infecciosa crénica causada por bacterias orales endémicas, y factores
del huésped como los mecanismos de defensa, las enfermedades sistémicas, la edad, la genética y factores ambientales
como el estrés, el tabaquismo y los firmacos afectan a la progresion de la enfermedad, dificultando el mantenimiento de
la funcién oral durante y después del tratamiento dindmico. En la periodontitis avanzada, la progresién de las lesiones va
acompanada de un alto grado de destruccién del tejido periodontal y de una reduccién de la capacidad de soporte del
tejido periodontal. Esto se traduce en la incapacidad de soportar las fuerzas oclusales y masticatorias adaptables en
condiciones sanas, y a menudo se complica con traumatismos oclusales. En estos casos, ademds del tratamiento
periodontal dirigido a eliminar los factores inflamatorios y mejorar las lesiones, es necesario un tratamiento integral
dirigido a la reconstruccion oclusal para estabilizar la oclusion. Por lo tanto, se requiere una evaluacién y un tratamiento
adecuados en cada fase, incluyendo el tratamiento periodontal basico principalmente para el control de la placa, el
tratamiento quirurgico periodontal basado en los resultados de los exdmenes de reevaluacién posteriores, el tratamiento
para restaurar la funcién oral teniendo en cuenta el trauma oclusal secundario, y el mantenimiento del SPT y de las
relaciones oclusales, que son los mds importantes para un pronoéstico estable a largo plazo. Los factores mds importantes
para un prondstico estable a largo plazo son el SPT y el mantenimiento de la relacién oclusal.

(Fig.6a) Intraoral photo after completion of restoration of oral function was completed(2013.4)
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1) En este caso, en el momento de la primera visita, el paciente tenia 39 afios con una queja principal de movilidad de los
dientes en toda la mandibula. Se trataba de un paciente con periodontitis de tipo amplio y, dado que en las radiografias
intraorales se observaba una reabsorcion dsea horizontal de moderada a avanzada, era necesario eliminar la inflamacién
de los tejidos periodontales, controlar la progresion de la enfermedad, mantener la estabilidad oclusal y restaurar la
estética, asi como llevar a cabo un tratamiento interdisciplinar que incluyera el tratamiento de la periodontitis, el
tratamiento ortoddncico y el tratamiento protésico. Ademas, para preservar de forma estable la funcionalidad y la estética
del sistema estomatognatico que se lograron como resultado de un tratamiento interdisciplinario, se deben controlar las
inflamaciones (periodontitis) y la oclusién traumatica. Por lo tanto, la terapia periodontal de apoyo (TPE) debe aplicarse
de forma continua a intervalos adecuados para cada caso con el fin de alcanzar los objetivos del tratamiento y mantener
el bienestar del paciente.
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(Fig.6b) Reevaluation and examination after completion of restoration of oral function (April 2013)

(Fig.6¢) Digital X-ray 14 after completion of restoration of oral function (April 2013)
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1) Diagndstico de la enfermedad periodontal

El diagndstico utilizado en este estudio se basa en la nueva clasificacion propuesta a partir de 2023, es decir, la nueva
clasificacion de la enfermedad periodontal publicada por la AAP/EFP durante EuroPerio 9 en Amsterdam en junio de
2018. La diferencia entre la nueva clasificacion y la antigua es que la periodontitis se habia dividido en dos categorias
principales, periodontitis invasiva y periodontitis crénica, pero la nueva clasificacién combina estas dos categorias en una
sola periodontitis e introduce un marco diagndstico de etapas y grados. En este caso, la profundidad de sondaje (PPD)
era de mdas de 6 mm en el momento del examen inicial, se observé una reabsorcion ésea vertical de mas de 3 mm y dos
lesiones de bifurcaciéon radicular, y finalmente se extrajeron cuatro dientes, pero como era necesario un tratamiento
protésico completo, se asignd al caso el estadio IV. El estadio C se asigno porque el % de reabsorcion 6sea/edad, que es el
principal factor de la tasa de progresion de la enfermedad, era superior a 1,0 y se observé una rapida progresion. En otras
palabras, el paciente fue diagnosticado como estadio IV grado C segun la nueva clasificaciéon de la enfermedad
periodontal de acuerdo con las normas internacionales.®
2) Tratamiento periodontal bésico

La enfermedad periodontal es el resultado de un aumento de la cantidad de placa dental (biofilm dental), que es un
agregado de bacterias orales, y de una composicién cualitativa anormal (disbiosis).” La inflamacién de los tejidos
periodontales se produce como resultado del crecimiento de bacterias periodontopatégenas, principalmente bacterias
anaerobias Gram-negativas como Porphyromonas gingivalis, y del crecimiento de placa subgingival. El crecimiento de
bacterias periodontopatégenas, principalmente bacterias anaerobias Gram negativas como Porphyromonas gingivalis,
provoca la inflamacién del tejido periodontal, 1a formacién de bolsas periodontales y el crecimiento de placa subgingival.
En vista de ello, la mejora de la limpieza y el control de la inflamacién gingival se consideran una de las condiciones
esenciales para la estabilidad a largo plazo durante y después del tratamiento dindmico. Sin embargo, en la enfermedad
periodontal avanzada se producen cambios morfoldgicos como bolsas periodontales profundas con reabsorcion dsea
alveolar, recesion gingival y movimiento dentario patoldgico, y se pierde la continuidad de cada tejido, convirtiéndose
estas zonas en nuevos factores de retencién de placa, lo que hace que la enfermedad se agrave, dando lugar a un circulo
vicioso que se repite. Afortunadamente, en este caso no faltaban dientes y se mantenia la continuidad de la denticién,
por lo que el control de placa se realizo en el margen gingival con un cepillo manual y un cepillo interdental adecuado al
tamanio de los espacios interdentales, como es habitual. El paciente presentaba un valor de PCR deficiente del 83,9% en

(Fig.7a) Intraoral photo: 15 years after first visit (December 2022)
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la primera visita, pero tras 14 sesiones de cepillado, el valor de PCR se redujo a menos del 20%. El tratamiento
ortodéncico mejord las irregularidades dentales y el entorno de limpieza bucal, y el mantenimiento y la gestion
continuos del entorno bucal también contribuyeron a los buenos resultados.

El trauma oclusal secundario es un factor de riesgo local para la enfermedad periodontal, y es necesario realizar un
ajuste oclusal segun el estado clinico. En principio, a excepcion de la abrasién de primeros auxilios, los ajustes oclusales
en pacientes con enfermedad periodontal deben realizarse después de eliminar la inflamaciéon. Esto se debe a que el
movimiento de los dientes en pacientes con enfermedad periodontal puede estar causado y potenciado por la
inflamacién del ligamento periodontal, y los dientes pueden moverse tras la eliminacion de la inflamacién, dando lugar a
otro traumatismo oclusal. En el presente caso, habia un alto grado de reabsorcion 6sea alveolar en todos los maxilares y
casi todos los dientes presentaban un trauma oclusal secundario. En los molares anteriores mandibulares y maxilares, en
los que los dientes sobresalian y se movian, se rasuraron los puntos de contacto en una fase temprana durante el
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(Fig.7b) Examination for reevaluation: 15 years after first visit (December 2022)

(Fig.7c) 15 years after first visit: dental X-ray 14 (December 2022)
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tratamiento periodontal basico para reducir la nocividad de la oclusién traumatica, y se redujo la inflamaciéon mediante
SRP, etc. Después de extraer los dientes que no podian responder al tratamiento y de colocar secuencialmente un aparato
protésico temporal, se observo el trauma oclusal secundario y se comprob6 constantemente la flemitis. Se ajusto la
mordida del paciente para que se guiara por la funcién de grupo de los caninos a los premolares durante el ajuste oclusal
y el movimiento lateral, al tiempo que se comprobaba constantemente el fremitus.

3) Tratamiento de ortodoncia

Este caso de un paciente fue tratado con ortodoncia para mejorar el plexo de los dientes anteriores mandibulares
durante el periodo de tratamiento de restauracién de la funcion oral. El tratamiento de ortodoncia es un método muy
eficaz de mejora estética y funcional en adultos. Sin embargo, el tratamiento de ortodoncia en adultos suele ir asociado a
problemas como caries, enfermedad pulpar, enfermedad periodontal y pérdida de dientes. Ademds, también pueden
padecer enfermedades sistémicas, que requieren una mayor consideracién y conocimientos multidisciplinares.’® Un
conocimiento profundo de la ortodoncia y la periodoncia es esencial a la hora de tratar a estos pacientes. La gestion de
los tejidos periodontales es necesaria en todas las fases del tratamiento, desde el diagndstico ortoddncico hasta la
evaluacion periodontal durante el tratamiento, el control de la placa y la evaluacién postoperatoria.

Los estudios han demostrado que el tratamiento ortoddncico no afecta negativamente al tejido periodontal cuando la
inflamacién gingival estd bajo control.!* Aunque los aparatos de ortodoncia fijos pueden crear barreras que comprometan
la higiene oral y provoquen la retencién de placa,'>!® se ha observado que un cuidado dental exhaustivo durante el
tratamiento ortoddéncico reduce los cambios adversos, como la hemorragia gingival'*!* y el volumen de placa.'*!¢ Por lo
tanto, el tratamiento ortoddéncico sélo debe realizarse cuando la enfermedad periodontal activa esté bajo control. En
informes recientes se ha llegado al consenso de que debe garantizarse el establecimiento y mantenimiento de un estado
del tejido periodontal libre de inflamacion durante y después del tratamiento ortododncico.!” Ademads, el tratamiento
ortodoncico cuando el ligamento periodontal estd comprometido debe seguir aplicando fuerzas ligeras de 5 g a 15 g.18
Por lo tanto, en el tratamiento ortodéncico en pacientes con enfermedad periodontal, es importante aplicar una fuerza
ortodoncica adecuada segtn el grado de tejido periodontal residual.

En el presente caso, ademds de la estabilizacion de la afeccién mediante el tratamiento periodontal bdsico, los
hallazgos radiograficos mostraron que los cambios organicos en el hueso alveolar tras el tratamiento ortodéncico, como
la reabsorcion radicular anémala y la reabsorcién dsea alveolar, no habian progresado en comparacién con el examen
inicial, ni se habia producido una expansion significativa del lumen periodontal, y en algunas zonas el nivel éseo alveolar
habia mejorado y el espacio del ligamento periodontal no se habia ampliado de forma significativa. La reabsorcién dsea
alveolar no habia avanzado en comparacion con el examen inicial y no habia una ampliacién significativa del espacio del
ligamento periodontal. Esto se debié probablemente a las fuerzas ortodoncicas apropiadas durante el tratamiento
ortoddncico. Durante el tratamiento ortoddéncico, el periodoncista examiné mensualmente al paciente para comprobar el
control de la placa, el contacto prematuro durante el tratamiento dindmico, la interferencia oclusal y el ajuste oclusal en
caso necesario. El enfoque integrado de la ortodoncia y la periodoncia es til y contribuye a una planificacion cualitativa,
funcional y estética ideal, especialmente en casos clinicos complejos, y puede conducir a un plan de tratamiento
optimo.?

(5) Tratamiento protésico

Ala hora de seleccionar y disefar el tratamiento protésico definitivo en este caso, se consideraron las protesis dentales,
los implantes y los puentes corona. En primer lugar, la paciente no opté por una dentadura postiza desde el momento de
la prétesis provisional en el momento del tratamiento periodontal basico. A continuacién, se considero la colocacion de
implantes en los premolares y molares maxilares, pero la cantidad de hueso alveolar era baja en todas las zonas, lo que
requeria elevaciones de seno, injertos 6seos y cirugia plastica periodontal posterior, y existia riesgo de oclusiéon
traumatica causada por los implantes debido al equilibrio éseo alveolar de los dientes que se iban a tratar con implantes.
El paciente no deseaba colocarse implantes debido al tiempo y al coste del tratamiento.

En los pacientes con dientes alterados debido a una reabsorcion ésea alveolar grave, si no se observa ningtin efecto del
tratamiento con el ajuste oclusal, la modificacién de la morfologia de la corona o la fijacion temporal, es necesario
desarrollar un plan de tratamiento que considere la fijacién temporal o permanente con una amplia gama de dispositivos
de tratamiento periodontal. En el presente caso, como se observd un alto grado de reabsorcion dsea alveolar en el
maxilar, se planificé realizar la restauraciéon maxilar definitiva con un dispositivo protésico fijo de arcada cruzada para
distribuir la carga masticatoria de forma mdas adecuada a lo largo de toda la arcada en lugar de unidades individuales y
evitar la sobrecarga de los dientes pilares debido a la reduccion del soporte periodontal. Se ha informado de que los
puentes fijos con un disefio de arcada cruzada proporcionan cierta rigidez y distribuyen mdas adecuadamente la carga
masticatoria a lo largo de toda la arcada en lugar de unidades individuales, evitando asi la sobrecarga de los dientes
pilares debido a un menor soporte del tejido periodontal.?*?! También se ha informado de que cuando la infeccién
periodontal estd controlada, incluso si el soporte 6seo alveolar original es del 20-30%, el diente pilar puede funcionar
adecuadamente.??24
6) Mantenimiento y SPT

Los informes de seguimiento a largo plazo sugieren que si los tejidos periodontales son estables y se introduce el SPT
para prevenir la recidiva de la periodontitis, un diente con un soporte deficiente de los tejidos periodontales puede anclar
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una prétesis fija que cubra un amplio rango,?*? lo cual es un factor de vital importancia en el cuamplimiento del paciente
que conduce al éxito a largo plazo, ademas del sistema de recuerdo dental individualizado. Estos informes indican que el
nivel adecuado de control de la placa se puede lograr y mantener no sélo en los tratamientos de boca completa, sino
también en todos los casos de tratamiento.?® Ademads, algunas literaturas han llegado a la conclusion de que la tasa de
éxito a largo plazo se puede lograr con los pacientes que sufren una pérdida significativa de tejido periodontal después
de recibir un tratamiento combinado de tratamiento de la periodontitis y el tratamiento protésico con el caso de
mantenimiento adecuado y coherente.?? Dado que la enfermedad periodontal es propensa a la recidiva, el
mantenimiento y la SPT son imperativos para el mantenimiento a largo plazo de los tejidos periodontales que fueron
curados o estabilizados por los tratamientos periodontales. En diversas literaturas, se utilizan diferentes terminologias,
como cuidados periodontales de apoyo (SPC) y terapia periodontal de apoyo (SPT).?” Sin embargo, la Sociedad Japonesa
de Periodoncia diferencia el mantenimiento de la TPE. El significado designado de mantenimiento es "supervisién de la
salud" para mantener los tejidos periodontales a largo plazo, mientras que SPT es un "tratamiento” para mantener los
tejidos periodontales que son sintomdaticamente estables.?

La salud periodontal y la estabilidad dental a largo plazo dependen de la calidad y la frecuencia del mantenimiento y la
fisioterapia. Se ha demostrado que el riesgo de pérdida de dientes es de cinco a seis veces mayor en los pacientes que no
reciben un mantenimiento y un TSP regulares que en los que si los reciben.? Por lo tanto, el propdsito y la necesidad del
mantenimiento y la fisioterapia deben ser bien explicados y comprendidos por el paciente antes del tratamiento
periodontal.® Es dificil eliminar por completo el sarro subgingival y el tejido infectado, incluso en zonas que pueden
visualizarse directamente mediante un tratamiento periodontal basico o procedimientos quirirgicos periodontales. Si no
se elimina suficientemente el biofilm subgingival, se induce una pérdida persistente de insercién a pesar de la ausencia
de sintomas clinicos. Por lo tanto, es importante eliminar el biofilm de forma continuada una vez finalizado el APT.

Como punto de tratamiento durante los mantenimientos y SP, La Academia Americana de Periodoncia (AAP) establece
los siguientes enfoques de tratamiento en su gufa para el mantenimiento y SPT: @ actualizacién de los historiales
médicos y dentales, @ evaluacién de los tejidos blandos extraorales e intraorales, periodontales y periimplantarios
actuales: ® evaluacién del estado de higiene oral, @ evaluacion de la higiene oral del paciente, ® evaluacién de los
tejidos periodontales y de los factores de riesgo, ® eliminacion de la placa bacteriana supragingival y subgingival y del
célculo, @ retratamiento de la enfermedad segun sea necesario. Se distingue de los exdmenes diarios en que se incluyen
los cuidados posteriores al tratamiento, como la evaluacién exhaustiva de los tejidos periodontales, la evaluacién de los
factores de riesgo, el desbridamiento mecdnico de las placas y los depésitos de calculo.3!

También es muy importante sugerir un periodo de mantenimiento y SPT adecuado para cada paciente individual. Debe
fijarse en un periodo adecuado®? teniendo en cuenta la enfermedad sistémica y el cuamplimiento del paciente.

Durante el periodo de SPT intervienen diversos factores de forma compleja, como la rotura de la protesis, la fractura
radicular, el deterioro de los dientes considerados salvables, el propio envejecimiento del paciente y el desarrollo de
enfermedades sistémicas. El presente caso de un paciente con periodontitis grave y tratamiento integral que incluia
ortodoncia y proétesis requeria una atencion especial: el periodo de SPT se fij6 en 2 meses, y aunque se observo
inflamacioén gingival varias veces durante el periodo de SPT, el paciente se mantuvo en buen estado 10 afos después del
SPT mediante tratamiento precoz. El SPT continuado y el tratamiento precoz de los sintomas agudos pueden conducir a
la conservacion a largo plazo incluso de los dientes pilares cargados y de los dientes tratados ortodéncicamente.

No hay conflictos de intereses que revelar en relacién con este articulo.

Referencias

1. BAs@E S 4 FEREEhREEERE . Amm U EOwEAR T v F 2F2 AOHEA https://www.mhlw.go.jp/content/10804000/001112405.
pdf

2. Rathod SR, Kolte AP, Chintawar S: The dynamic relationship between pathological migrating teeth and periodontal disease. ] Indian
Soc Periodontol, 17(6): 762-4, 2013.

3. Meetu Preet Jain, Preet Rajendra Jain, Harneet Singh Chawla, et al: Pathological tooth migration-spontaneous correction of diastema

after surgical periodontal therapy: a case report. Pan Afr Med J, 41:39, 2022.

Brunsvold MA: Pathologic tooth migration. J Periodontol, 76: 859-866, 2005.

Lindhe J: Textbook of clinical Periodontology 2nd edition Munksagaard Copenhagen, 563-589, 1989.

Kessler M: Interrelationships between orthodontics and periodntics. American Journal of Orthodontics, 70:154-172, 1976.

Melsen B, Agerbaek N: Othodontics as an adjunct to rehabilitation. Periodontal 2000, 4: 148-159, 1994.

Panos N Papapanou, Mariano Sanz, Nurcan Buduneli, et al: Periodontitis: Consensus report of workgroup 2 of the 2017 World

Workshop on the Classification of Periodontal and Peri-Implant Diseases and Conditions. J Periodontol, 89 Suppl 1: $173-5182. 2018.

9. Dutzan N, Kajikawa T, Abusleme L, et al: A dysbiotic microbiome triggers TH17 cells to mediate oral mucosal immunopathology in
mice and humans. Sci Transl Med, 10: eaat0797, 2018.

10. SAHEME, JEFESFIA, ILOFEE D GREWEEHAR 21T - 72 R LSHRTZSRER) . iR, 104(6): 592-598, 2004.

11. Nadimpalli H, Kamath DG, Kadakampally D: Perio-ortho interactions - a review. ] Pharmaceut Sci Res, 10: 1053-1056, 2018.

12. Alexander SA: Effects of orthodontic attachments on the gingival health of permanent second molars. Am J Orthod Dentofacial
Orthop, 100: 337-340, 1991.

®© N ook

14



JICD,Vol.5, No.1, 003, 2024

13. van Gastel J, Quirynen M, Teughels W, et al: Longitudinal changes in microbiology and clinical periodontal parameters after removal of
fixed orthodontic appliances. Eur J Orthod, 33: 15-21, 2011.

14. Erkan M, Pikdoken L, Usumez S: Gingival response to mandibular incisor intrusion. Am J Orthod Dentofacial Orthop, 132: 143-149,
2007.

15. Ari-Demirkaya A, Ilhan I: Effects of relapse forces on periodontal status of mandibular incisors following orthognathic surgery. J
Periodontol, 79: 2069-2077, 2008.

16. Sinclair PM, Berry CW, Bennett CL, et al: Changes in gingiva and gingival flora with bonding and banding. Angle Orthod, 57:271-278,
1987.

17. Erbe C, Heger S, Kasaj A, et al: Christina Orthodontic treatment in periodontally compromised patients: a systematic review. Clinical
Oral Investigations, 27: 79-89, 2023.

18. Melsen B, Agerbaek N, Markenstam G: & BEHEDH 2 MABEICB T 2D A . Am ] Orthod Dentofacial Orthop, 96(3):232-241,
1989.

19. Alsulaimani L, Alqarni H, Akel M, et al: The Orthodontics-Periodontics Challenges in Integrated Treatment: A Comprehensive Review.
Cureus, 15(5): €38994, 2023.

20. Nyman S R, Lang N P: Tooth mobility and the biological rationale for splinting teeth. Periodontol 2000, 4: 15-22, 1994.

21. Fardal O, Linden GJ: Long-term outcomes for cross-arch stabilizing bridges in periodontal maintenance patients—A retrospective
study. J Clin. Periodontol, 37: 299-304, 2010.

22. SWYi, I Ericsson, G E Carlsson, et al: Long-term follow-up of cross-arch fixed partial dentures in patients with advanced periodontal
destruction, Acta Odontol Scand, 53: 242-248, 1995.

23. Laurell L, Lundgren D, Falk H et al: Long-term prognosis of extensive polyunit cantilevered fixed partial dentures. J Prosthet Dent, 66:
545-552,1991.

24. Lundgren D: Prosthetic reconstruction of dentitions seriously compromised by periodontal disease. J Clin Periodontol, 18: 390-395,
1991.

25. D Lundgren, S Nyman, L Heijl, G E Carlsson: Functional analysis of fixed bridges on abutment teeth with reduced periodontal support.
J Oral Rehabil, 2(2):105-16, 1975.

26. S Kourkouta, K W Hemmings, L Laurell: Restoration of periodontally compromised dentitions using cross-arch bridges.Principles of
perio-prosthetic patient management. Br Dent J, 203: 189-95. 2007.

27. Stefan Renvert, G.Rutger Persson: Supportive periodontal therapy. Periodontology 2000,36: 179-95, 2004

28. KAEM: ALV TF VA -SPTICBI3320K4 > ., HEMH, 57(3):130-133, 2015

29. Luigi Checchi, Marco Montevecchi, Maria Rosaria Antonella Gatto, et al: Retrospective study of tooth loss in 92 treated periodontal
patients. J Clin Periodontol, 29(7):651-6, 2002.

30. William Becker, Burton E. Becker, Lawrence E. Berg : Periodontal Treatment Without Maintenance: A Retrospective Study in 44
Patients. J Periodontol, 55(9):505-9, 1984.

31. Carolina Manresa, Elena C Sanz-Miralles, Joshua Twigg, et al: Supportive periodontal therapy (SPT) for maintaining the dentition in
adults treated for periodontitis. Cochrane Database Syst Rev, 1(1): CD009376, 2018.

32. MG Newman, H Takei, PR Klokkevold, et al: Newman and Carranza’s Clinical Periodontology 13th Edication.ELSEVIER.2019.

15





