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Complex Problems Solved
With Biological Mindsets

lems of the stomatognathic system. Typically, we are
presented with problems that can be defined as a sub-

set of an anatomic issue, such as a toothache resulting from
pulpitis or a cracked tooth. This problem-focused diagnosis is
the “bread and butter” of general dental practice. When examin-
ing a patient, we are taught to examine for oral cancer, occlusal
problems, periodontal or endodontic issues, caries, etc. How-
ever, when multifactorial problems exist, we must creatively
present plans that will address disease processes while honor-
ing a patient’s chief complaints, concerns, and financial limits.*
This case study will serve to high-

D entists are specialists in diagnosing and treating prob-

matism and fremitus (Figures 3 and 4). There was a stippled
appearance to her gingiva, but a loss of interdental papillae in
the mandibular anterior was representative of her bone loss.
The patient had undergone periodontal surgery 4 years prior.
The left lateral view showed a super-eruption of tooth No. 22 to
the crestal ridge where tooth No. 11 had been removed, and the
“step” between teeth Nos. 21 and 22 was significant and was
the etiology for mobility of teeth Nos. 10 and 12 (Figure 5). The
right lateral view revealed that tooth No. 10 was angled and
tooth No. 6 had super-erupted (Figure 6).

Periodontal therapy was instituted with scaling and root
planing, and a periodontal consulta-

light issues clinicians face daily that
involve when to extract teeth and
place implants, how long to treat
periodontally challenged teeth, and
how to improve aesthetic difficul-
ties in a patient with severe occlusal
disharmonies.

CASE REPORT
Diagnosis and Treatment Planning

This patient presented with chief
complaints of pain when chewing
and dissatisfaction with her smile. In
examining her dentition, it was noted
that she had a blocked lateral inci-
sor in linguoversion; a Class II maloc-
clusion with a deep bite that resulted
in her biting her incisive papillae dur-
ing normal chewing; a severely canted
occlusal plane; and severe fremitus
with localized, severe type IV peri-
odontitis, according to the ADA and
American Academy of Periodontol-
ogy (AAP) classification of periodon-
tal disease. In discussing her treatment
wishes, she expressed the desire to have us “pull her teeth and
give her implants.” There was Class III mobility of teeth Nos. 6,
10, 12,and 23 to 26, along with several posterior molars.

Her full-face smile photo revealed a large 3.0omm diastema
with a rotated canine and a slight grimace in maximum inter-
cuspation position (Figure 1). In relaxed smile position, it was
noted that the lower anteriors were in contact with her inci-
sive papillae (Figure 2). Upon slight opening of her dentition
and in the occlusal photograph, a canted occlusal plane with
super eruption of tooth No. 22 into the missing tooth No. 11
site was noted, highlighting the reasons for her occlusal trau-
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Figure 1. Preoperative full-face photo.

tion was done. The patient had stable
periodontium but understood that,
even though there was not active
bleeding upon probing and her oral
hygiene was adequate, several teeth
would be lost due to severe mobility
from chronic periodontal disease and
concomitant occlusal disease. Her par-
ticipation in ongoing periodontal ther-
apy and maintenance was required
prior to initiating orthodontics and
restorative prosthetics.

To plan a comprehensive solution,
while allowing for restoratively driven
implant placement, a diagnostic wax-
up would be required. Even with the
most thoughtful planning, placing
implants to replace her mobile teeth
would require proper mesial-distal and
occlusal vertical space. It would also
require canine guidance, which would
be protective for implant placement
and the stability of her remaining
dentition.

If teeth Nos. 7 to 10 and 22 to 26
required extraction with implant replacement, would there be
enough space for all of her teeth to be placed in the available
arch form? How much osteoplasty would be required in the
areas of teeth Nos. 22 to 26 to level the bone and, thus, to level
her curves of Spee and Wilson?

The complicated nature of anticipating the final occlusal
construct necessitated orthodontic intervention to “set the
stage” for proper implant placement.> But how could ortho-
dontics be treatment planned where there was ADA AAP type
IV localized severe periodontal disease? Is that irresponsible?
continued on page 128
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Figure 2. Pre-op relaxed-smile photo.

Figure 3. Pre-op retracted photo with
patient in slight disclusion.

Figure 4. Pre-op occlusal view, showing

missing tooth No. 11 and tooth No. 7 in
linguoversion.

Figure 5. Pre-op left lateral view, showing
super-eruption of tooth No. 22.

Figure 6. Pre-op right lateral view.

Figure 10. Smile display at the completion
of orthodontic treatment.

Complex Problems Solved With...

continued from page 126

Would participating dentists get sued
for tooth loss caused by orthodontic
intervention?

To answer these questions, the fol-
lowing scenario can be evaluated: If a
tooth is broken and extraction is inev-
itable, is it OK to use orthodontics
to erupt this tooth to bring the bone
down with the root prior to extrac-
tion? Can we use terminal teeth to
help us achieve our goals? Of course,
the answer is yes, and—if informed
consent is discussed and documented
and the patient understands that
teeth will be lost either during or
post orthodontic care to achieve ideal-
ized results—then the use of compro-
mised dentition as anchorage units to
achieve goals is warranted.>*

The Use of Orthodontics

The use of orthodontics to facilitate a sta-
ble, aesthetic, implant-protected occlu-
sion with idealized space creation and
bone leveling is not only responsible, it
is justifiable.

Orthodontics was prescribed by
the general practitioner with specific
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Figure 8. Left lateral view in braces.

Figure 9. Frontal view near the end of
orthodontic treatment.

Figure 11a. Full-face photo near the end of orthodontics.

appliances.

Figure 11b. Full-face photo after removal of orthodontic

instruction toalign and correctrotated
teeth, distalize the upper left quad-
rant of teeth, level the occlusal plane,
intrude tooth No. 22, harmonize both
arches, level the CEJs, bring tooth
No. 7 into the arch in harmony with
tooth No. 10, and achieve canine pro-
tected occlusion by using tooth No.
12 to mimic tooth No. 11 by placing
it strategically into the No. 11 site and
tipping it to look and act like a canine.

It is imperative that all treating doc-
tors can communicate and offer insights

to appreciate optimal multidisciplinary
care. In this case, the dictates of future
prosthetic rehabilitation required
skilled orthodontic movement to

Figure 12. Retracted view at 8 years
postoperatively.

ensure proper foundational support
for implants, with minimal bone graft-
ing needs post orthodontics. Without
using orthodontic movement of teeth,

Figure 13. Smile view at 8 years post-op,
with no implant placed to date.



It is imperative that all treating doctors...
communicate and offer insights to appreciate
optimal multidisciplinary care.

bone grafting may have been required for the bony cleft present
over tooth No. 7, the loss of bone width in the No. 11 site, and
in areas of anticipated extraction due to bone loss and mobility.

Orthodontic treatment took 18 months and successfully
achieved the outlined goals as delineated (Figures 7 to 10).

Upon the removal of brackets, there was a noted cosmetic
improvement in smile display, the occlusal plane was normal-
ized, buccal corridor symmetry was improved, and canine
guidance was established.

Optimal Results!

Debonding revealed occlusal stability, lack of mobility, lack of
fremitus, lack of pain on closure in maximum intercuspation,
and no pain in protrusive or excursive border movements. The
resolution of occlusal disharmony and optimization of occlusal
vertical dental positioning led to resolution of the symptoms
for which she had sought treatment. Simply put, no pain, no
mobility, and no implants.

While this patient understands that perhaps some of the
bone loss on posterior molars may require further treatment in
the future, the use of a Talon appliance (Space Maintainers Lab-
oratory [Van Nuys, Calif]) to optimize her occlusion and treat
her nocturnal bruxism, along with a conscientious periodontal
maintenance program, is all that may be needed to maintain
long-term stability.

The postoperative photos taken at an 8-year recall appoint-
ment demonstrate this stability and periodontal health (Fig-
ures 11to 13). ¢
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