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RESUMO

Cruz, Mércio Klug da. Avaliacdo retrospectiva de dentes submetidos a plastia
radicular durante aumento de coroa clinica. 2009. 66f. Dissertacdo (Mestrado) —
Programa de PoOs-Graduacdo em Odontologia. Universidade Federal de Pelotas,
Pelotas.

O objetivo deste estudo foi avaliar retrospectivamente o resultado clinico de dentes
submetidos a odontoplastia durante cirurgia de aumento de coroa clinica (CACC),
comparando-0s a seus respectivos dentes contralaterais ndo operados. Quatorze
pacientes submetidos a odontoplastia durante CACC foram avaliados segundo o0s
seguintes parametros: indice de placa, sangramento a sondagem, profundidade de
sondagem e resultado final da restauracdo (sucesso total, sucesso relativo e
fracasso). O periodo médio de acompanhamento foi de 14,28 (+ 7,72) meses,
variando de 6 a 24 meses. Todas as reabilitacBes obtiveram sucesso e ndo foram
observadas diferencas entre os dentes operados e nao-operados em relacdo aos
parametros periodontais. Pode-se concluir que a odontoplastia durante as CACC é
um procedimento viavel que ndo afeta a salde periodontal e o progndstico em longo
prazo dos procedimentos restauradores.

Palavras-chave: Odontoplastia, Aumento de coroa clinica, Periodontia.



ABSTRACT

Cruz, Marcio Klug da. Retrospective evaluation of teeth submitted to
odontoplasty during clinical crown lengthening. 2009. 66f. Dissertacéo
(Mestrado) — Programa de PoOs-Graduacdo em Odontologia. Universidade Federal
de Pelotas, Pelotas.

The aim of this study was to retrospectively evaluate the clinical outcome of teeth
submitted to odontoplasty during clinical crown lengthening surgery (CCLS), when
compared to their contralateral non-operated teeth. Fourteen patients submitted to
odontoplasty during CCLS were evaluated according to plague index, bleeding on
probing, probing depth and final restoration outcome (total success, relative success
and failure). The mean follow-up period was 14.28 (+ 7.72) months, and ranged from
6 to 24 months. Total success of the final rehabilitation was observed for all cases
and no differences, regarding periodontal parameters, were observed between
operated and contralateral non-operated teeth. It can be concluded that odontoplasty
during CCLS is a feasible procedure that does not affect periodontal health and the
long-term prognosis of restorative procedures.

Key words: Odontoplasty, clinical crown lengthening, periodontics.
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1. PROJETO DE PESQUISA
1.1 INTRODUCAO

O espaco biologico é a regido ao redor do dente compreendida entre a crista
0ssea alveolar e a por¢cdo mais coronaria do epitélio juncional. Essa regido formada
pelo epitélio juncional e a insercdo conjuntiva (Gargiulo, 1961) é responsavel por
formar uma barreira que auxilia na manutencdo das condi¢cdes periodontais de
normalidade, pois ajuda a impedir a penetracdo de microorganismos e de seus
produtos no interior do tecido conjuntivo subjacente (Lindhe et al, 2005).

A invasdo desse espago, a qual na maioria das vezes ocorre por fraturas ou
caries (Olsburgh et al., 2002) , requer intervencdo para a exposicdo das margens
dentais. Assim, cria-se uma area que acomoda novamente as estruturas do espaco
bioldgico e possibilita a realizacdo de um procedimento restaurador e a manutencao
da saude periodontal (D'aoust et al., 1998).

Diversas técnicas tém sido propostas como a cirurgia, o tracionamento, e
associacdo de ambas. As vantagens da cirurgia de aumento de coroa clinica sdo a
rapidez com o que o resultado é obtido e consequentemente o reduzido nimero de
consultas as quais o0 paciente sera submetido. Suas desvantagens sao remocéao de
tecido 6sseo de suporte e envolvimento dos dentes adjacentes, pois os tecidos
gengivais possuem uma tendéncia inerente a n&o acompanhar as mudancas
abruptas no contorno da crista éssea. O movimento dentario ortodéntico tem como
vantagem ndo remover estrutura 0ssea em excesso, assim também preservando os
dentes adjacentes. Suas desvantagens sdo tempo prolongado de tratamento,
diminuicdo da insercdo do dente e a necessidade de utilizacdo de um aparato
ortodontico (Lindhe, et al, 2005). Sendo assim, isoladas ou em associacédo, a
utilizacdo de ambas as técnicas tem seu uso limitado em algumas situagoes.

A plastia ou técnica da interface alvéolo/restauracdo (RAI) é um procedimento
gue vem sendo utilizado em associagao a cirurgia e/ou ao tracionamento (Mestrener,
Komatsu, 1998; Melo-Filho et al., 2000) e consiste em desgastar em espessura a
estrutura dentaria para reduzir irregularidades como as causadas por fraturas
obliqguas ou caries, mantendo a altura coronaria remanescente (Ross , Garguilo,
1982, Stoll et al., 2001). Os objetivos sédo: diminuir a remocéo de tecido 6sseo, ndo
expor regido de furca, nao atingir dentes adjacentes e evitar a redugdo do

comprimento radicular (Ross et al.,, 1983). Entretanto essa técnica é muitas vezes
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indicada de forma empirica e ndo se sabe ao certo seu desempenho ao longo do
tempo (Stoll et al., 2001).

1.2 JUSTIFICATIVA

A plastia radicular tem sido utilizada em associac@o a outras técnicas como um
método para restituir o espaco biolégico, evitando uma maior perda de inser¢cdo do
dente. Porém nado existem evidéncias cientificas que avaliem em longo prazo o
sucesso clinico dessa técnica. Sendo assim, estudos avaliando o comportamento

dessa técnica sS40 necessarios.

1.3 OBJETIVOS
1.3.1 OBJETIVO GERAL
O objetivo do presente estudo serd avaliar retrospectivamente dentes

submetidos a plastia radicular durante aumento de coroa clinica.

1.3.2 OBJETIVOS ESPECIFICOS

Avaliar clinicamente a condicdo periodontal de dentes submetidos a
procedimentos de plastia radicular durante cirurgia de aumento de coroa clinica
(ACC).

Avaliar clinicamente o0 sucesso da reabilitacdo de dentes submetidos a

procedimentos de plastia radicular durante cirurgia de ACC.

1.4 MATERIAIS E METODOS
1.4.1 Consideracdes iniciais

O presente projeto foi encaminhado para avaliacdo do Comité de Etica em
Pesquisa — CEP, da Faculdade de Odontologia da Universidade Federal de Pelotas
(FOUFPel) sob o parecer de n° 047/2007 (ANEXO 1). Os voluntarios assinardao um

termo de consentimento esclarecido permitindo sua participacdo no estudo.

1.4.2 Selecao dos Pacientes

Serdo selecionados os pacientes regularmente atendidos nas Clinicas da
Faculdade de Odontologia da Universidade Federal de Pelotas (FOUFPel) entre os
anos de 2006 e 2008 que foram submetidos a procedimento cirdrgico de ACC

associado a plastia radicular.



1.4.3 Critérios de inclusao:

1- Individuos submetidos & odontoplastia associada ao aumento de coroa clinica
em pelo menos um elemento dentario;

2- Pacientes com boa condicao de saude geral;

3- Pacientes operados pelo mesmo profissional (JBCN).

1.4.4 Critérios de excluséo:

1- Dentes que néo foram reabilitados;

2- Pacientes que ndo assinaram consentimento formal para participacdo no
estudo, de acordo com o estabelecido pela Resolugdo CNS n° 196/96;

3- Gravidas ou lactantes;

4- Pacientes que tomem medicamentos que possam interferir na condicao
periodontal (ex: imunossupressores, bloqueadores de canal de célcio,
antiinflamatdérios, entre outros);

5- Tabagistas.

1.4.5 Descrigao geral do procedimento cirdrgico

Os procedimentos cirargicos foram realizados em areas livres de placa visivel,
em pacientes com indice de placa (IP) e indice gengival (IG) inferiores a 20% no
momento da cirurgia. As cirurgias foram indicadas para o restabelecimento da
distancia bioldgica e visualizacdo da margem dental. Em resumo, a técnica foi

executada da seguinte forma:

As medidas de profundidade de sondagem foram usadas como referéncia para
remocao de tecido marginal. Depois da anestesia local (lidocaina 2% com epinefrina
1:100000), uma incisdo de bisel interno foi realizada ao redor dos dentes que
necessitam do aumento de coroa clinica para exposicdo da margem dental. Uma
incisdo intrasulcular foi executada nas areas adjacentes, um retalho de espessura
total rebatido e o tecido de granulagcdo removido para permitir a visualizagdo do

tecido de 6sseo e das margens dentais.

Uma leve osteotomia com um mini cinzel de Ochsenbein foi realizada para
facilitar a visualizacdo dos limites das fraturas, caries ou preparos subgengivais, que
foram aplainados por uma broca de 30 laminas (9803. KG Sorensen, Brasil) e

curetas periodontais (Hu-Friedy Co, Chicago, IL, E.U.A.). Tal procedimento permitiu
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a remocdao das irregularidades e criou uma &rea supra-6ssea de 3mm ou mais. Os
tecidos moles foram entdo adaptados com suturas simples. Prescreveu-se bochecho
com digluconato de clorexidina (0.12%) duas vezes por dia durante 2 semanas e
analgésicos para controlar o desconforto de pos-operatorio. As suturas foram

removidas apos 7 dias.

1.4.6 Calibracao

A calibracdo a ser validada para o estudo se baseara no exame clinico de 15
pacientes regularmente atendidos nas clinicas da Faculdade de Odontologia da
UFPel e ndo participantes do estudo. O mesmo examinador (MKC), avaliar4d a
profundidade de sondagem em 3 dentes selecionados de forma aleatéria, através de
sorteio, em cada um dos pacientes. Serdo avaliados 6 sitios por dente. Os exames
clinicos dos pacientes serado realizados em dois momentos com um intervalo de uma
semana entre eles.

As avaliacbes do estudo terdo inicio quando indice Kappa ponderado encontrado
for > 0,80.

1.4.7 Parametros clinicos avaliados
Os seguintes parametros serdo avaliados:

1- Profundidade de sondagem (PS): medida da margem gingival até o fundo da

bolsa/sulco (com intervalos de 0.5 mm);

2- indice de placa (IP): presenca (1) ou auséncia (0) de placa visivel (Ainamo J, Bay
l. 1975);

3- Sangramento a sondagem (SS): presenca (1) ou auséncia (0) de sangramento

em até 15 segundos apds suave sondagem.

As mensuracbes serdo feitas em seis sitios por dente (mesio,
medio,disto/vestibular e lingual/palatino) tanto no dente que recebera a odontoplastia
(teste) quanto no seu respectivo dente contralateral ndo operado (controle). Para
essas avaliacbes, uma sonda periodontal manual (North Carolina — Hu-Friedy,

Chicago, IL, USA) sera utilizada.
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O resultado final da reabilitagdo também sera avaliado e classificado da seguinte

forma:

1 - Sucesso total: sem necessidade de intervencéo adicional;

2 - Sucesso relativo: intervencao clinica adicional com manutencao do dente;
3 - Falha: Perda dental.

Quando classificado como 2 ou 3, uma classificacdo adicional sera utilizada, de
acordo com a necessidade de uma nova intervencao: A - Periodontal: acumulo de
calculo sub ou supra-gengival e/ou profundidade de sondagem maior que 3mm,
associada ao sangramento a sondagem na area operada; B - Endodéntica: lesédo
periapical, fistula e/ou sintomatologia dolorosa; C - Restauradora: carie na interface
dente-restauracdo ou fratura do material; D - Fratura do remanescente dental

durante funcdo mastigatoria; E - Fratura causada por trauma; F - Outras razoes.

1.4.8 Anélise estatistica

Os dados serdo analisados utilizando o programa estatistico BioEstat 3.0,
Sociedade Civil Mamiraua, CNPqg, BR. No grupo teste, apenas as faces envolvidas
na odontoplastia serdo utilizadas para avaliar os parametros periodontais. Nos casos
em que mais de uma face estiver envolvida na cirurgia um valor médio sera obtido
para cada paciente. O mesmo parametro sera adotado nos dentes contra-laterais
gue serao utilizados como controle. Comparacdes entre 0s grupos serao realizadas
utilizando-se o teste ndo-paramétrico de Mann-Whitney nos parametros que utilizam
escores. Para a PS (parametro que utiliza valores numéricos), o teste de
normalidade sera realizado e indicard o necessidade de um teste paramétrico ou
nao-paramétrico. Uma estatistica descritiva sera utilizada para ilustrar a freqiéncia

de falhas e suas razodes.



1.5 CRONOGRAMA

Cronograma de execucéo do projeto.

Més/Ano

Revisao
de
literatura

Avaliacdes

Resultado
e anadlise
estatistica

Redacéo

Submisséao
para
publicacao

Nov./2007

X

Dez/2007

Jan/2008

Fev/2008

Mar/2008

Abr/2008

Mai/2008

Jun/2008

Jul/2008

Ago/2008

Set/2008

Out/2008

X X[ X| X| X| X| X| X| X| X| X

Nov/2008

Dez/2008

Jan/2009

Mar/2009

Abr/2009

1.6 ORCAMENTO

Orcamento previsto para viabilizacdo do projeto.

Descricao Quantidade |Custo (unidade)| Custo (total)
Instrumental clinico 12 un. R$ 640,00
Material de consumo - R$120,00
Servigo de revisao do inglés 2 revisdes R$ 200,00 R$ 400,00
Transporte e estadias - R$ 1.000,00
Total| R$,2.160,00
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2. ARTIGO 1

Odontoplastia associada a cirurgia de aumento de coroa clinica na reabilitacéo

de extensa fratura corono-radicular com invasao de espaco biolégico.

RESUMO

Um caso clinico em que foi realizada odontoplastia em uma cirurgia de aumento
de coroa clinica para permitir a reabilitacdo de um elemento dental com extensa
fratura corono-radicular € descrito. Clinicamente, o dente 14 apresentava mobilidade
consideravel decorrente de uma fratura da face vestibular com um fragmento
estendendo-se cerca de 4,5 mm apicalmente a juncdo cemento-esmalte. O exame
clinico-radiografico inicial sugeria um prognostico desfavoravel, entretanto, no
transcirdrgico decidiu-se pela manutencdo do dente promovendo-se uma
odontoplastia na face vestibular com extenséo para a face distal. A proservacao no
periodo de dois anos apresenta uma reabilitacdo satisfatoria associada a saude
periodontal da area. Nas condigbes do caso clinico, pode-se concluir que a
odontoplastia realizada em cirurgias de aumento de coroa clinica pode ser um
procedimento a ser considerado na reabilitagdo de dentes com fratura subgengival.
DESCRITORES: Odontoplastia. Aumento de Coroa Clinica. Periodontia.

ABSTRACT

The present study reports a case of coronal fracture with biological width invasion
that was successfully managed by odontoplasty associated with clinical crown
lengthening. Clinically, the patient presented tooth mobility due to subgingival
fracture with a tooth fragment 4,5 mm below the enamel-cementum junction. The
initial examination suggested a poor prognostic for the case, however, in an
exploratory surgery it was decided to keep the tooth performing an odontoplasty in
buccal and distal faces. After two years a satisfactory restoration associated with
periodontal health may be observed. Within the limits of the present study, it can be
concluded that the odontoplasty performed during clinical crown lengthening may be
a usefull tool for the management of subgingival fractures.

DESCRIPTORS: Odontoplasty, Clinical crown lengthening, Periodontics.



RELEVANCIA CLINICA
Mostrar o emprego de uma técnica que pode possibilitar a reabilitacdo de dentes
com fratura sugengival, além de reduzir a remocdo 0ssea em cirurgias de aumento

de coroa clinica.

INTRODUCAO

O espaco biologico é a regido ao redor do dente compreendida entre a crista
Ossea alveolar e a porcdo mais coronaria do epitélio juncional. Composta pelo
epitélio juncional e a inser¢cdo conjuntiva, essa estrutura € responsavel pela unido
dento-gengival. A integridade destes tecidos auxilia na manutengéo das condiges
periodontais de normalidade dificultando a penetragcdo de microorganismos e de
seus produtos no interior do tecido conjuntivo subjacente®? .

A invasdo desse espac¢o, a qual na maioria das vezes ocorre por fraturas ou
céries requer intervencdo para a exposicdo das margens dentais®. Assim, cria-se
uma area que acomoda novamente as estruturas do espaco biolégico e possibilita a
realizacdo de um procedimento restaurador de qualidade e com manutencdo de
saude periodontal®.

As técnicas propostas para restituicdo do espaco bioldgico sdo as cirurgias
ressectivas de aumento de coroa clinica, o tracionamento dental, e a associacao de
ambos os procedimentos. As vantagens da cirurgia de aumento de coroa sédo a
rapidez com que o resultado é obtido e, consequentemente, o numero reduzido de
consultas as quais o paciente serd submetido. Suas desvantagens sao a remocao
de tecido Gsseo de suporte e o envolvimento dos dentes adjacentes, pois o0s tecidos
gengivais possuem uma tendéncia inerente a ndo acompanhar as mudancas
abruptas no contorno da crista 0ssea. A técnica de tracionamento tem como
vantagem ndo remover estrutura 6ssea adicional, preservando também os dentes
adjacentes. Como desvantagens esse tratamento requer um tempo prolongado de
acompanhamento, diminui a insercdo do dente e necessita de um aparato
ortoddntico?.

A odontoplastia € um procedimento que, em alguns casos, pode ser realizada
durante o aumento de coroa clinica cirirgico permitindo o restabelecimento do
espagco bioldogico com menor remocdo de tecido de suporte®®. Consiste em
desgastar em espessura a estrutura dentaria para reduzir irregularidades como as

causadas por fraturas obliqguas ou céaries, mantendo a altura coronaria
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remanescente”®°. Como principais indicaces desta técnica pode-se citar casos em
que a remocao de tecido 0sseo promoveria defeitos de furca, uma diminuicdo
excessiva do suporte do elemento a ser restaurado, dos dentes adjacentes, ou que a
cirurgia resultaria em prejuizos estéticos indesejados pelo paciente. Além disso, este
procedimento evita a reducdo do comprimento radicular e permite, em alguns casos,
a manutencdo de dentes cuja extracdo estaria indicada'®. Sendo assim, o presente
trabalho tem como objetivo descrever um caso clinico em que foi realizada
odontoplastia durante cirurgia de aumento de coroa clinica para permitir a

reabilitacdo de um elemento dental com extensa fratura corono-radicular.

RELATO DE CASO

Paciente do sexo feminino procurou atendimento na clinica de graduacao da FO-
UFPel queixando-se de mobilidade no dente 14. Ao exame clinico constatou-se uma
fratura na face vestibular associada a uma restauracdo MODP de resina composta.
Radiograficamente percebia-se a presenca de um pino intra-radicular improvisado
com fio ortoddntico, o que foi constatado apds a remocao do fragmento, restauracao
e pino (Figura 1). A analise do fragmento mostrou que este tinha uma extenséo de
cerca de 4,5 mm apicalmente a juncdo cemento-esmalte (Figura 2 e 3). O exame
clinico-radiografico inicial sugeria um prognostico desfavoravel para esse elemento
dental. Uma cirurgia periodontal exploratéria com desenho semelhante a um
aumento de coroa clinica pela técnica de bisel interno foi realizada para um
diagnéstico final do caso.

ApoGs a medida da profundidade de sondagem, que foi utilizada como referéncia
para demarcacdo do tecido marginal a ser removido, uma incisdo em bisel interno,
com bisturi posicionado num angulo de 45°em relacdo ao longo eixo dentario, foi
realizada de acordo com a area a ser operada e a extensdo de tecido dental que
necessitava de exposicao (figura 4). Em seguida uma incisao intrasulcular delimitou
o0 colar de tecido a ser removido. Um retalho de espessura total foi elevado
permitindo a visualizacdo do tecido Osseo e dental. A superficie radicular,
apresentava-se rugosa, com contornos irregulares e com parte dos limites da fratura
posicionados abaixo da crista 0ssea (Figura 5).

No transcirargico decidiu-se pela manutencdo do dente e para isto uma
odontoplastia na face vestibular com extensdo para a face distal foi necessaria.

Realizou-se uma discreta osteotomia utilizando micro cinzel de Ochsenbein para a
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exposicdo dos limites da fratura. Em seguida, a superficie dentéria foi regularizada e
alisada (odontoplastia) com brocas multilaminadas de 30 laminas e curetas
periodontais (Figura 6). Ao final, os tecidos moles foram reposicionados através de
suturas simples interrompidas e a odontoplastia permitiu a realizacdo dos
procedimentos reabilitadores numa posicdo mais coronal (Figuras 7 e 8). O Pés-
operatoério de 40 dias ja& mostrava evidéncia clinica favoravel (Figuras 9, 10 e 11).
Apoés 2 anos de acompanhamento clinico observa-se uma reabilitacdo satisfatoria

associada "a saude periodontal da area (Figura 12).

DISCUSSAO

A odontoplastia é um procedimento bastante empregado clinicamente,
entretanto, sua utilizacdo esta freqientemente associada a dois guestionamentos:
primeiro, a resisténcia da area radicular que foi desgastada e segundo, a saude
periodontal dos tecidos adjacentes a raiz preparada.

A resisténcia do remanescente radicular é especialmente importante quando a
odontoplastia € empregada na reabilitacdo de dentes que sofreram fratura corono-
radicular com invasdo do espaco bioldgico. Muitas vezes esta é a Unica manobra
clinica que possibilita a reabilitacio de elementos dentais nessa condicao.
Entretanto, a fragilidade do remanescente pode ser um fator determinante para o
sucesso do procedimento, uma vez que o desgaste do preparo radicular soma-se
com a perda de estrutura causada pela fratura. No presente caso, a forma da fratura
produzindo um fragmento biselado favoreceu a realizacdo da técnica, pois permitiu
uma regularizagdo superficial com pouca remocao de tecido. O fato de apresentar
todos os dentes posteriores, sem interferéncias oclusais e contatos bem distribuidos,
contribuiu favoravelmente para o sucesso da reabilitacao.

Em relacdo a salude periodontal observou-se que alteracdo da anatomia
produzida pela odontoplastia n&o influenciou a profundidade de sondagem, o
acumulo de biofilme dental e o grau de inflamagé&o do tecido gengival. Este resultado
certamente esta relacionado com a lisura produzida na superficie dental e com as
instrucdes sobre higienizacdo passadas a paciente. A odontoplastia objetiva eliminar
areas de retencdo de placa criando uma situacdo que facilite a higienizacéo e
permita a formacdo de uma nova unido dentogengival com pouca ou nenhuma
diminuicdo do periodonto de sustentacdo. A técnica € realizada juntamente com a

cirurgia de aumento de coroa clinica sendo um complemento desse procedimento.
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Estando com o retalho aberto, avalia-se a necessidade de uma leve osteotomia para
exposicdo das margens da fratura que é executada neste momento caso necessaria.
Em seguida, faz-se um desgaste superficial na interface alvéolo-restauracdo nas
areas que apresentem irregularidades, convexidades, arestas, angulos salientes ou
concavidades®. Essas alteracdes de superficie servem de nicho para a placa
bacteriana e se ndo forem removidas, podem facilitar uma coloniza¢éo da superficie
causando doenca periodontal®.

A odontoplastia, por sua caracteristica de reduzir a necessidade de osteotomia,
tornou-se ainda mais importante apds o desenvolvimento dos implantes dentais de
titnio, uma vez que a remocao éssea inviabiliza ou aumenta a complexidade deste
tipo de alternativa clinica para reabilitacdo oral a posteriori. O preparo da superficie
radicular pode ser um procedimento importante na tomada de decisdo durante os
procedimentos cirargicos, principalmente nos casos onde a opg¢ao pela manutencéo
do elemento dental é decidida no trans-operatorio. Além disso, alguns
tracionamentos ortoddnticos podem ser evitados com a odontoplastia, 0 que torna a
reabilitacdo final mais rapida.

Segundo Ross et al.*®

(1983) ocorre uma cicatrizacdo e um reparo completo dos
tecidos periodontais quando a odontoplastia € realizada em regies proximais,
técnica conhecida como IAR e que segue 0s mesmos principios da técnica usada no
presente estudo. Estudos histolégicos em cdes avaliando a técnica de IAR

concordaram com as afirmacdes de Ross et al.*°

(1983) mostrando uma cicatrizacao
semelhante em areas de odontoplastia quando comparadas a areas de cirurgia
periodontal sem odontoplastia”®. No primeiro dos estudos desse grupo, algumas
alteracdes de cicatrizacdo foram observadas porém as mesmas alteracfes foram
vinculadas a um incorreto controle de placa e ndo foram observadas nos estudos
subsequentes quando novas medidas de controle de placa foram adotadas.

O presente caso clinico mostra que, assim como em casos de sulco palato-

radiculart*?

, a odontoplastia pode ser empregada na reabilitacdo de casos de
fratura subgengival. Por outro lado, embora esta técnica tenha sido descrita
inicialmente em 1982 como IAR®, ndo existem estudos avaliando um maior nimero
de casos por um periodo de tempo mais prolongado. Além disso, estudos
posteriores que considerem a magnitude dos desgastes, a estabilidade oclusal, o

elemento dental e o tipo de reabilitacdo recebida precisam ser instituidos.



CONCLUSAO
Nas condi¢des do caso clinico, pode-se concluir que a odontoplastia realizada
em cirurgias de aumento de coroa clinica pode ser um procedimento a ser

considerado em situacdes de reabilitacdo de dentes com fratura subgengival.
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Figuras

Figura 1. Aspecto radiogréfico inicial.

Figura 2. Aspecto clinico apos remocao do fragmento.




Figura 3. Aspecto do fragmento removido.
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Figura 4. Inciséo de bisel interno delimitando o colar de tecido a ser excisado.
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Figura 5. Exposicao cirargica do elemento dental revelando as irregularidades

causadas pela fratura.

Figura 6. Aspecto imediato apds plastia radicular.
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Figura 7. Sutura da regido operada, vista vestibular.
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Figura 8. Sutura da regido operada, vista oclusal.
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Figura 9. Pos-operatdério de 40 dias, vista oclusal.

Figura 10. PGs-operatorio de 40 dias, vista palatina.
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Figura 11. Pos-operatorio de 40 dias, vista vestibular.

Figura 12. Acompanhamento clinico de 2 anos mostrando a reabilitacéo final do
caso associada a saude periodontal da area operada.
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3. ARTIGO 2

Periodontal surgery associated with odontoplasty in aesthetic-functional

rehabilitation of an anterior-fractured tooth.

CLINICAL RELEVANCE

Anterior dental fractures have a high prevalence and often require a
multidisciplinary approach for their treatment. An extensive fracture with palatal
biological width invasion was successfully treated with a surgical technique of clinical
crown lengthening, associated with odontoplasty. This procedure enabled tooth

restoration by a simple direct technique, without damage to white and red aesthetics.

DESCRIPTORS: Odontoplasty, Clinical crown lengthening, Periodontics.

INTRODUCTION

Fractures in anterior teeth are very frequent, particularly in children and younger
individuals (Cetinbas et al., 2008; Al-Khateeb et al., 2005; Kramer et al., 2003). The
level of fracture is an important factor in the determination of treatment, especially
when the dentogingival complex is compromised. An especially difficult management
is observed when biological width invasion is combined with the tooth injury and,
often, it is not possible to rehabilitate the patient with satisfactory aesthetics.

Biological width invasion frequently requires a periodontal intervention that may
leave esthetical consequences. Bone removal that includes the support of adjacent
teeth may jeopardize final harmony and esthetics and should be carefully considered
in treatment planning (Davarphanah et al., 1998). Conversely, restorations placed
subgingivally may promote tissue inflammation and bone resorption, especially when
they encroach on the junctional epithelium and supracrestal connective tissue
(biological width) (Ingber et al., 1977; Waal & Castelucci 1993, 1994). The integrity of
gingival sulcus, junctional epithelium and supraalveolar connective tissue attachment
favors periodontal health and protects the tooth-supporting tissues (Gargiulo, 1961;
Ingber et al.,, 1977). In addition, the surgical exposure of dental margins is often

necessary in order to allow restorative procedures to be performed in good
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conditions of cleaning and access. This exposure also facilitates the use of rubber
dam isolation for procedures that require moisture control. Thus, the ideal technique
should provide conditions for a good restoration, without aesthetic damage and
associated with periodontal health.

The most frequently-used techniqgues to create adequate conditions for
restorations are surgical clinical crown lengthening, orthodontic extrusion and the
association of both procedures (DAVARPANAH et al. 1998). The surgical technique
offers a shorter time for final restoration and, consequently, a reduced number of
clinical sessions. When compared to forced eruption, a greater bone removal is
necessary and the adjacent teeth are often involved in the surgery. The orthodontic
forced eruption method preserves supporting bone, but the treatment time is
prolonged (LINDHE et al., 2005).

This study describes a case in which an extensive fracture with palatal biologic
width invasion was successfully treated by associating the advantages of the surgical
technique of clinical crown lengthening (CCL), a minor bone removal using

odontoplasty and a direct composite restoration.

CASE REPORT

A 35-year-old female patient was referred to the UFPel dental clinic, reporting a
dental trauma of the maxillary left central incisor. Dental history revealed that she had
a trauma as the result of a fall. The patient reported no treatment until that moment
and was unable to find the incisal fragment (Figure 1).

The intraoral examination showed that the injury had caused a complicated
crown fracture (bilateral class IV) in the middle third of the tooth, without pulp
exposure. Clinical examination also evidenced an oblique fracture involving the
enamel-dentin junction and extending to the palatal aspect subgingivally, with the
fragment still attached to the marginal gingival (Figure 2). After fragment removal, a
beveled fracture with deep biological width invasion was diagnosed. The fragment
analysis showed a fracture at 2 mm below the enamel-cementum junction (Figure 3).

The clinical situation revealed that it was not possible to reestablish aesthetics
and function without the use of a clinical crown lengthening procedure. The position
and pattern of the fracture, the occlusion (maxilo-mandibular relationship) and a tooth
remnant with a large substrate suggested that a surgical crown lengthening

associated with odontoplasty would be a reliable option for the case. On the initial
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dental appointment, a provisional restoration was placed to minimize the aesthetic
damage (Figure 4).

Periodontal Surgery

The patient was systemically healthy, presented an overall plaque index and
gingival index of below 20% and the surgical area was free from visible plaque. After
probing depth measurement (used as a reference for incision), an internal bevel
incision was performed (at the palatal aspect) from the mesial of tooth 11 to the
mesial of tooth 22 (Figure 5). An intrasulcular incision delimitated the tissue to be
removed. A mucoperiosteal flap was reflected to assess bone crest and the fracture
limits (Figure 6).

A rough surface with irregular limits was observed. The fracture limits were at the
level or below the bone crest. A slight osteotomy, using a mini Ochsenbein chisel,
was necessary to expose the fracture limits. An odontoplasty with a 30-bladed
tungsten carbide bur (7114F, KG Sorensen) and periodontal curettes (Hu Friedy)
was performed including the irregularities and the fracture limits (Figure 7). The
regularization of the restorative alveolar interface created a surface favorable for
periodontal healing. The soft tissues were adapted through interrupted simple
sutures (Figure 8). Periodontal health was evident forty-five days after surgery
(Figure 9).

Restorative Procedures

Thirty days after periodontal surgery, an endodontic treatment was necessary
due to the trauma and a new restoration was performed. Approximately one year
after the endodontic treatment, the patient was not satisfied with her smile. She
complained about the shape and color of the maxillary left central incisor restoration.
Radiographically, there was a good root sealing with gutta-percha, no periapical
lesions nor root resorption. There was a tooth remnant with a good substrate for
adhesive restorations and the periodontal tissues were healthy.

The color was record using the Vitapan® Classical scale (Vita Zahnfabrik, Bad
Sackingen, Germany) and the C2 shade was considered as the initial color. A
cervical seal with calcium hydroxide cement (Dycal, Dentsply, RJ, Brazil) and a resin-
modified glass ionomer (Vitremer - 3M ESPE, St. Paul, MN, USA) was performed
before bleaching (STEINER & WEST, 1994). A 35% carbamide peroxide gel was
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applied on the buccal and palatal surfaces and inside the pulp chamber. The gel was
light-activated for 1-2 minutes on each surface and left in contact with the dental
structure for approximately 10 minutes, according to the manufacturer’s instructions.
The tooth was water rinsed, two more bleaching cycles were accomplished and the
cavity was temporarily sealed with glass ionomer cement (Vitremer - 3M ESPE, St.
Paul, MN, USA).

After bleaching, the final shade was A1 and a new composite restoration was
performed. Briefly, the dental surface was acid etched (35% Phosphoric acid), rinsed
for 30 seconds and dried with absorbent paper. A conventional two-bottle adhesive
system (Scotchbond Multi Purpose Plus— 3M ESPE, St. Paul, MN, USA)) was
applied on dentin and enamel and light-cured for 10 seconds with an intensity of
1400 mW/cm? (Radii® LED Curing Light -SDI, Australia).

A combination of the incremental and stratified layering technique was used to fill
the tooth using a composite resin (Opallis system - FGM, SP, Brazil). The composite
was added in increments of 1.5 to 2 mm, and light cured after every layer, according
to the manufacturer’s instructions. A polyester strip matrix was used to build up the
palatal surface. Firstly, a translucent enamel layer was employed (T- Neutral). The
dentin was simulated with an opague DA1 composite. Small increments of pigment
effect resin were used to simulate the translucence of enamel (EA1 on the medium
third and EB1 next to the incisal area). A final layer with a high value (VH) effect
composite was placed to simulate enamel, increasing the final brightness of the
restoration.

The contouring was refined using 30-blade carbide trimming burs and finishing
strips. The final polishing was performed with diamond paste (Diamond ac | and II,
FGM, SP, Brazil) and polishing discs (Diamond Flex, FGM, SP, Brazil). Four months
after the restoration a good final aspect was observed (Figure 10) and a lateral smile
view shows an imperceptible restoration (Figure 11). Clinical examination revealed

that periodontal health was still evident sixteen months after surgery (Figure 12).

DISCUSSION

The present case report shows a clinical alternative that resulted in optimal
aesthetics and periodontal health for the management of a coronoradicular fracture
with biological width invasion. An odontoplasty performed in the mesial, distal and

palatal aspects decreased bone removal and allowed tooth restoration, avoiding



37

orthodontic forced eruption. (MESTRENER & KOMATSU, 1998; MELO-FILHO et al.,
2000). A wear on the dental surface can reduce irregularities, creating a
supraalveolar area favorable to postsurgical development of a new healthy
dentogingival complex (ROSS & GARGIULO, 1982; STOLL et al., 2001). A similar
approach has been used to successfully treat palato-radicular groove (Jeng et al.,
1992; Schéafer et al., 2000; Rethman et al., 2001; Schwartz et al., 2006) and oblique
fractures of maxillary molars (Lin et al., 2008).

Furcation involvement, excessive support removal and aesthetic damage may be
indications for odontoplasty. This procedure avoids the root length reduction and is
less time consuming than forced eruption and, occasionally, allows the maintenance
of teeth whose extraction would otherwise be indicated (ROSS et al., 1983). In
addition, orthodontic extrusion often requires intra-radicular retainers and indirect
restorations, due to the reduction of the mesio-distal dimension at the cervical area.
The use of a simple surgical technique (CCL + odontoplasty) enabled an easier and
less time-consuming direct restorative procedure.

Another great benefit of the odontoplasty technique is to reduce the necessity of
osteotomy, since the requirement for bone preservation has progressively become
important with the advance of titanium dental implants. In the case of unsuccessful
treatment, the implant remains as a second alternative and can be placed in a region
where the bone structure has been preserved.

The periodontal parameters revealed a similar behavior of the operated area and
its adjacent sites with respect to plaque accumulation, bleeding on probing and
probing depth. These findings may be related to the hygiene instructions taught to
the patient, who was taught to modify brushing in the area using a end-tufted brush.

According to Ross et al. (1983), normal healing occurs when odontoplasty is
accomplished in proximal areas, a technique also known as the restorative alveolar
interface (RAI). Histological studies in dogs, evaluating the RAI, showed a similar
healing pattern when odontoplasty areas were compared to areas of periodontal
surgery without odontoplasty. (Stoll et al., 2001; Papalexiou et al., 2006). A previous
report showed a premolar corono-radicular fracture (4.5 mm apical to cementum-
enamel junction) that was successfully rehabilitated by associating clinical crown
lengthening/odontoplasty and total crown preparation. It suggests that preliminary
good short-term results may be sustained over time, since the follow-up period was
24 months (Cruz et al. 2008).
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In cases of coronoradicular fracture, the radicular wear promoted by odontoplasty
is added to the structure loss caused by the fracture. Thus, the resistance of the
dental remnant should be carefully evaluated. In the present case, the location of the
fracture (which is not often submitted to high functional load) and the presence of a
balanced occlusion (Torbjorner & Fransson, 2004) may have favored the clinical
success.

Function and esthetics are closely related when considering class IV restorations
of fractured anterior teeth. In addition to restoration of function, the achievement of
an adequate esthetic result is also critical for patient satisfaction. The present
treatment planning enabled clinical success with direct restorative procedures and a
simple surgical technique. Moreover, both anatomical alteration and thickness
reduction, promoted by odontoplasty, seemed not to be critical for periodontal health
and restorative success. However, further studies are necessary in order to evaluate

the outcomes of odontoplasty in a larger sample and over the long-term.

CONCLUSION
Odontoplasty may be a suitable option for rehabilitation of coronal-radicular
fractures with biological width invasion.
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FIGURES
Figure 1. Buccal view of the traumatized tooth with a bilateral class IV fracture.

Figure 2. Incisal view of the fractured tooth. Note that the fragment was still at

position and extended subgingivally.
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Figure 3. Corono-radicular fragment extending 2 mm below the enamel-cementum

junction.

Figure 4. Clinical view of the provisional restoration placed to minimize the aesthetic

damage.
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Figure 5. Internal bevel incision performed from the distal aspect of tooth 11 to the

mesial of tooth 22.

Figure 6. Full thickness flap reflection and fracture exposure. Note the rough surface

with irregular limits.
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Figure 7. Clinical view of the root surface after odontoplasty. Note the smoothness

obtained by using a 30-bladed bur and periodontal curettes.

Figure 8. Flap closure of the surgical site.
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Figure 9. Surgical site at 45 days postoperatively. Soft tissue presented normal color,

without bleeding on probing. The gingival sulcus measured around 2mm.
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Figure 10. Restored tooth four months after restoration placement.
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Figure 11. Smile lateral view showing the final aspect of the restoration.

Figure 12. Periodontal examination showing the surgical site clinically healthy sixteen

months after surgery.




4. ARTIGO 3

Odontoplasty associated with clinical crown lengthening in the management of

extensive crown destruction. A retrospective evaluation.

ABSTRACT

The aim of this study was to retrospectively evaluate the clinical outcome of teeth
submitted to odontoplasty during clinical crown lengthening surgery (CCLS), when
compared to their contralateral non-operated teeth. Fourteen patients submitted to
odontoplasty during CCLS were evaluated according to plaque index, bleeding on
probing, probing depth and final restoration outcome (total success, relative success
and failure). The mean follow-up period was 14.28 (+ 7.72) months, and ranged from
6 months to 24 months. Total success of the final rehabilitation was observed for all
cases and no differences, regarding periodontal parameters, were observed between
operated and contralateral non-operated teeth. It can be concluded that odontoplasty
during CCLS is a feasible procedure that does not affect periodontal health and the

long-term prognosis of restorative procedures.

INTRODUCTION

The dentogingival complex is composed of the gingival sulcus, the junctional
epithelium and the supraalveolar connective tissue attachment. According to several
authors, the integrity of this complex is important for the protection of the tooth-
supporting tissues and, therefore, the maintenance of periodontal health.>? Caries,
restorations and dental fractures may often invade the dentogingival junction, and
this may promote soft tissue inflammation and bone resorption, especially when they
infringe the junctional epithelium and supracrestal connective tissue, commonly
termed as the biological width.?>*

In these cases, the surgical exposure of dental margins is often required in order
to allow restorative procedures and to create a supraalveolar area that
accommodates the newly formed biological width.>* Supragingival margins facilitate
impression making, provisional and definitive restorations, detection of secondary
caries. In addition, some studies have demonstrated that subgingival restorations are
associated with higher levels of gingival bleeding, attachment loss and gingival

recession than supragingival restorations.>®
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The most commonly-used techniques for biological width reestablishment are the
clinical crown lengthening surgery (CCLS), orthodontic extrusion and the association
of both procedures. The advantages of the aforementioned surgical technique are
the decreased time for final restoration and the reduced number of clinical sessions.
On the other hand, when compared to orthodontic extrusion, a greater supporting
bone removal is necessary and the soft and hard tissues of the adjacent teeth are
frequently involved during the surgery. Although the orthodontic forced eruption
preserves supporting bone and the adjacent teeth, the prolonged treatment time, the
reduction of tooth insertion and the need of an orthodontic apparatus’ may be
limitations to the clinical use of this technique.

Previous studies have suggested that a distance of 3-5 mm from the alveolar
bone crest to the crown margin is required to accommodate the newly-formed
supraosseous gingival complex and to permit proper restorations.™® In some cases

an odontoplasty (wearing dental surface) creating a supraalveolar area®°

may be a
useful maneuver during the clinical crown lengthening surgery. This approach
enables the re-establishment of the dentogingival union with decreased bone
removal.*

Caries and fractures close to furcations, the necessity for excessive supporting
bone removal with conventional CCLS, radicular length reduction (observed in forced
eruption) and aesthetic damages may be indications for the performance of
odontoplasty. However, to date, there is no available information regarding the
clinical success of a series of cases of odontoplasty associated with CCLS. Thus, the
aim of the present study is to retrospectively evaluate teeth submitted to odontoplasty

during clinical CCLS, when compared to their contralateral non-operated teeth.

MATERIALS AND METHODS
Sample description

After the evaluation of clinical records of patients assisted at the UFPel School of
Dentistry between two years, 16 subjects were selected for this study. The following
inclusion criteria were used: 1- individuals submitted to CCLS, performed by the
same operator that carried out odontoplasty in at least one tooth; 2- non-smokers,

non-pregnant or lactant and systemically-healthy subjects.
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Patients were informed of the characteristics of the study and gave their written
consent to the described procedures. The study protocol was approved by the

Institutional Committee of Ethics in Dental Research (protocol 047/2007).

Surgical procedures

The surgical area was free from visible plaque (Figure 1), and full-mouth plaque
index (PI) and gingival index (Gl) were lower than 20% at the moment of the surgery.
The surgeries were indicated for the reestablishment of the biological width and
dental margins visualization. In summary, the technique was performed as follows:

Probing depth measurements were used as a reference for marginal tissue
removal. After local anesthesia (2% lidocaine with 1:100000 epinephrine), an internal
bevel incision was accomplished around the teeth required for dental margin
exposure (Figure 2). An intrasulcular incision was then performed, a mucoperiosteal
flap was reflected and the gingival tissues were removed to allow the visualization of
the bone tissue and the dental margins (Figure 3).

All the cases evaluated in the present study showed a wrinkled area with irregular
outlines due to fracture, caries or preparation associated with extensive subgengival
involvement (Figure 3). A slight osteotomy using a mini Ochsenbein chisel enabled
the visualization of fracture limits that were planed by a 30-blade bur (7114F — KG
Sorensen, Brazil) and periodontal curettes (Hu-Friedy Co, Chicago, IL, USA) to
create a supraosseus area of 3mm or more (Figure 4). The soft tissues were adapted
using interrupted simple sutures (Figure 5). A chlorhexidine gluconate (0.12%)
mouthwash was prescribed twice a day for 2 weeks and analgesics were prescribed
to control post-operative discomfort. The sutures were removed at 7 days post-
surgery. Figures 6 and, 7 show the post-operative aspects of one case at 1 week,and
6 months after surgery. Periodontal probing 16 months after surgery reveal the
maintenance of periodontal health (Figures 8 and 9).

Clinical evaluations

The evaluations were performed by a single examiner (periodontist) who was
trained and calibrated for the study. The intra-examiner agreement was > 0.80
according to the Kappa-Light test. The following clinical parameters were measured:
Probing depth (PD): measured from the gingival margin until the bottom of the

gingival sulcus/pocket (using intervals of 0.5 mm): Plaque Index (PI)** presence (1)
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or absence (0) of visible plaque; Bleeding on probing (BOP): presence (1) or
absence (0) of bleeding of up to 15 seconds after gentle probing.

The parameters were recorded in six sites per tooth (mesio, medio,disto/buccal
and lingual) in both the teeth that received the odontoplasty (test) and their
respective contralateral non-operated teeth (control). For these evaluations, a single
manual periodontal probe (North Carolina — Hu-Friedy, Chicago, IL, USA) was used.

The final rehabilitation outcome was also evaluated and classified as follows: 1 -
Total success: without need for further intervention; 2 - Relative success: further
clinical intervention with maintenance of the tooth; 3 - Failure: Tooth loss.

When classified as 2 or 3, an additional classification was used, according to the
necessity of an additional dental intervention: A - Periodontal: sub or supragingival
calculus accumulation and/or probing depth higher than 3mm, associated with BOP
at the operated area; B - Endodontic: periapical lesion, sinus tract and/or painful
symptomology; C - Restorative: marginal infiltration, secondary caries or fracture of
the restoration; D - Dental Fracture; E- Fracture caused by trauma; F - Other

reasons.

Statistical analysis

Data were analyzed using statistical software (BioEstat 3.0, Sociedade Civil
Mamiraua, CNPqg, BR). The mean PD of the sites involved in the odontoplasty and
their respective sites on the contralateral teeth were computed for each tooth. PD of
the teeth submitted to odontoplasty was compared with those of the contralateral
teeth by the Mann-Whitney non-parametric test. The frequencies of detection of
failure, their reasons, Pl and BOP per control and test tooth was sought using the

McNemar test.

RESULTS

Fourteen out of the sixteen selected subjects attended the clinical evaluations.
Fourteen teeth were included in the study, being 3 lower (all first molars) and 11
upper teeth (4 central incisors, 1 lateral incisive, 1 canine, 3 premolars and 2 molars).
Table 1 show the teeth included in the study, the reason for the surgery, the sites
involved in the odontoplasty, the follow-up period and the type of restoration. The

mean follow-up period was 14.28 + 7.72 months (meanztstandard deviation), and
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ranged from 6 months to 24 months. During this period of evaluation, no treated tooth
was lost and no restorative procedure had to be repeated.

With respect to final rehabilitation outcome, until the present moment, 12 patients
were classified with score "1" (total success) and 2 with score "2" (relative success).
The "2" scores were due to the necessity for a new periodontal intervention (score A).
One patient received supragingival scaling in the operated area and another received
subgingival scaling.

With regard to the periodontal parameters (Table 2), no statistically significant
differences were observed for PI, BOP and PD between the operated teeth (test) and
their respective non-operated contralateral teeth (p > 0.05). Figure 10 is a synoptic
chart of 2 cases that were successfully treated by CCLS, associated with
odontoplasty. Figure 10E (upper and lower) highlights the periodontal health obtained

after the procedure.

DISCUSSION

The great benefit of the odontoplasty technique is the reduced necessity for
osteotomy, since the requirement for bone preservation has progressively become
important with the advance of titanium dental implants. Thus, if rehabilitation failure
and consequent tooth loss occur, the implant remains as a second alternative and
can be placed in a region where the bone structure was preserved. Although
odontoplasty was initially described in 1982 as a restorative alveolar interface (RAI) °,
evidence of the success of this technique on a long-term basis is very scarce.
Additionally, data regarding the outcome of odontoplasty in the buccal or palatal sites
of the teeth are even more limited. Therefore, this case series focused on the clinical
outcome of teeth submitted to odontoplasty, predominantly in the buccal or palatal
sites.

Although odontoplasty is a commonly-employed clinical procedure, two relevant
guestions have emerged regarding this technique. The first is the resistance of the
worn area and, the second relates to the periodontal health of the tissues adjacent to
the worn area. The resistance of the dental remainder is even more important when
the odontoplasty is carried out in teeth that have suffered extensive corono-radicular
fracture with biological width invasion. The increased fragility of the dental remainder

can put the long-term success of the prosthetic or restorative procedure at risk, since
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the tooth wear is performed at a surface that has been previously weakened by the
fracture or carious process. Since the present cases were retrospectively evaluated,
information regarding the extent to which the teeth were worn during the
odontoplasty is not available. However, neither new fractures nor restorative failures
were observed in our sample. We may speculate that, despite the fineness of some
areas after odontoplasty, the preservation of bone tissue in the cervical area may
balance the force on the fulcrum point and, therefore, reduce the risk of fracture.
The periodontal parameters revealed that the operated teeth behaved similarly
when compared to their non-operated contralateral teeth (controls). This finding
suggests that the modification of the anatomy in the operated sites did not affect the

periodontal health. In fact, according Ross et al.**

, @ normal healing occurs when
odontoplasty is accomplished in proximal areas, a technique known as RAI, which
follows the same principles as the technique used in the present study for buccal and
palatal aspects. Histological studies in dogs, evaluating the RAI technique, showed a
similar healing pattern when odontoplasty areas were compared to areas of
periodontal surgery without odontoplasty.'®*® Our positive clinical findings may also
be related to the hygiene instructions taught to the patients; patients were motivated
to modify their brushing technique and to use a tuft toothbrush when a dental
unevenness among the adjacent teeth and the operated ones was observed. One of
the patients presented 4 mm of probing depth, associated with gingival bleeding, in
the operated site; initially it was suspected that odontoplasty could have influenced
the periodontal condition, but a complete examination of the oral cavity revealed a
clinical picture of widespread gingivitis.

One limitation of the present investigation is that, as a retrospective study, it was
not possible to standardize the restorative materials and intra-radicular retainers. In
addition, mono and bi-radicular teeth were included in the present evaluations. On
the other hand, great care was taken with the choice of the surgical technique and
restorative planning. The same professional performed all the surgeries and the
same clinical team defined the restorative planning for all cases. Therefore, the
favorable results of the presented cases can also be attributed to the adequate
choice for the odontoplasty technique, evaluating the dental remainder, the patients’
occlusion and the absence of para-functional habits. The need for cuspal protection,
total crown preparation and post placement was also evaluated for final restoration of

the cases.
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The present clinical retrospective investigation suggests that both anatomical

alteration and thickness reduction, promoted by odontoplasty, seems not to be critical

for periodontal health and restorative success. However, further studies are

necessary in order to evaluate the outcomes of odontoplasty in a larger sample size

and during the long-term. In addition, the wear magnitude, the oclusal stability, the

dental group and the type of rehabilitation also have to be assessed in future studies.

CONCLUSION

Therefore, it can be concluded that odontoplasty during CCLS is a feasible

procedure that does not affect periodontal health and the long-term prognosis of

restorative procedures.
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FIGURES
Figure 1. Palatal view of the case initial condition. A subgingival loss of structure was

caused by a fracture involving palatal and mesial aspects.

Figure 2. Internal bevel incision performed in order to obtain clinical crown

lenghtening.
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Figure 3. Full thickness flap reflection and fracture exposure. It can be observed the

proximity between mesial furcation and fracture limits.

Figure 4. Surfacial smooth obtained with odontoplasty.




Figure 5. Palatal view of the sutures adapting buccal and palatal flaps.

Figure 6. Pos-operative aspect 7 days after surgery.
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Figure 7. Pos-operative aspect 6 months after surgery. Periodontal probing reveals a

clinicaly healthy gingiva.

Figures 8 and 9. Pos-operative aspect 16 months after surgery showing the

maintenance of periodontal health at the operated area.
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Figure 9.

Figure 10. Summary chart of two cases treated with odontoplasty associated with
surgical clinical crown lenghtening surgery. 10a - Fragment view; 10b - Pre-
operative view; 10c — Surgical exposure of fracture limits; 10d — Surfacial smooth

after odontoplasty; 10e — Periodontal health after surgery.
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Tables and Legends

Table 1: Sample description.

Subject | Tooth Surgery | Rehabilitation Root Sites involved in Follow-up
Reason Procedure Retainer Odontoplasty
1 21 Fracture DR no P 12
2 23 Fracture TC yes P 6
3 11 Fracture TC yes P 24
4 25 Fracture DR yes P 6
5 26 Fracture DR no P 6
6 14 Fracture TC yes P 24
7 21 Fracture TC yes P 8
8 16 Fracture ONL no Pand M 6
9 36 Fracture TC yes P 12
10 46 Fracture TC yes P 8
11 11 Sub.Prep. TC yes B 22
12 24 Fracture TC yes P 8
13 36 Carie TC yes B 24
14 12 Fracture TC yes D and P 24

Legend: Sub. Prep. — Subgingival Prosthetic Preparation / TC - Total Crown / DR -

Direct restoration / B — Buccal / P — Palatine / M- Mesial / D — Distal / ONL - Onlay
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Table 2: Periodontal clinical parameters at the sites involved in the odontoplasty

(test) and at the respective aspect of the contralateral teeth (control).

Test teeth Control teeth
PI BOP | PD (mm) | PI BOP PD
(mm)
110 1 2 0 1 2
2 |0 0 3 0 0 2
3 |1 1 3.5 1 1 3
4 |0 0 2.5 0 1 2.5
5 |0 1 4 0 1 3
6 |0 0 2.5 0 1 2.5
7 |0 1 15 0 1 15
8 |[1/0(pm™) [0/0 |2/2,5 1/0 1/1 2.5/2,5
9 |1 1 2.5 1 1 1
10|0 0 2.5 0 0 2
110 0 2 0 0 2
12 |0 0 2.5 0 0 15
13|0 1 2 0 1 2
14| 0/0 (D/P) | O/0 | 2/1,5 0/0 0/0 2/1,0

8§ Patients 8 and 14 had two aspects involved in odontoplasty; the legend of each

aspect is indicated in the first column of the table.



5. CONCLUSOES

Dentro dos limites da metodologia empregada, pode-se concluir que a
odontoplastia realizada em cirurgias de aumento de coroa clinica (CACC) nédo afeta
a saude periodontal e o prognoéstico do procedimento restaurador, portanto, € um
procedimento a ser considerado na reabilitagdo de dentes com invasao do espago

biolégico.
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APENDICES
TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

Avaliacao retrospectiva de dentes submetidos a
plastia radicular durante aumento de coroa clinica.

Concedo minha participagdo no estudo intitulado “Avaliagdo de dentes
submetidos a plastia radicular durante aumento de coroa clinica.”

Estou ciente de que em qualquer fase do estudo posso me recusar a
participar das avaliacbes sem penalizacdo alguma e sem prejuizo a futuros
tratamentos.

Consciente autorizo a pesquisa.

Pelotas,....... [0 [ de 200..........

Paciente ou responsavel

Pesquisador



ANEXOS
Parecer do Comité de Etica

MINISTERIO DA EDUCACAO
UNIVERSIDADE FEDERAL DE PELOTAS
FACULDADE DE ODONTOLOGIA
COMITE DE ETICA EM PESQUISA

PELOTAS, 13 de dezembro de 2007.

PARECER N° 047/2007

O projeto de pesquisa intitulado “AVALIACAO LONGITUDINAL DE DENTES
SUBMETIDOS A PLASTIA RARADICULAR DURANTE AUMENTO DE COROA
CLINICA: ASPECTOS PERIODONTAIS E RESTAURADORES” est constituido de
forma adequada, cumprindo, na suas plenitudes preceitos éticos estabelecidos por este
Comité e pela legislagdo vigente, recebendo, portanto, PARECER FAVORAVEL a sua

execugao.
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