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Mucogingival surgery for patients under orthodontic treatment

Department of Periodontology, Section of Dentistry, Seoul National University Bundang Hospital, Seongnam
Shin-Young Park, D.D.S., M.S.D., Ph.D.

Gingival recession is one of the common mucogingival problems during the orthodontic treatment. The causes of the gingival
recession are similar to gingival recession in patients with periodontal diseases. Accumulation of bacterial deposits around the
natural teeth induces the gingival inflammation and gingival recession occurs in the teeth with the lack of the supporting bone.
However, malpositioned teeth which are labially positioned teeth or rotated teeth are more risky for gingival recession. Once root
is exposed to oral cavity due to gingival recession, the orthodontic tooth movement is compromised and esthetic problems
appeared. In addition, excessive gingival recession over the mucogingival junction jeopardizes the oral hygiene control, which has
a risk of further gingival recession and bone loss around the tooth. To cover exposed root or to prevent further gingival recession,
mucogingival surgery with gingival graft is recommended for the patients under orthodontic treatment. This case report aimed to
present the mucogingival treatments of gingival recession observed during orthodontic treatment. Case I had had initial slight
gingival recession before the orthodontic treatment. However, during the retraction phases, the gingival recession progressed and
the periodontal treatment was referred. In case II, miller Class III gingival recession was occurred after correction of rotation. Both
cases were treated by coronally advanced flap with free gingival grafts and recovered to the level of adjacent teeth despite of
complete root coverage was not achieved in Case II. After periodontal treatment, orthodontic treatment was successfully
completed. In conclusion, mucogingival surgery during the orthodontic treatment is recommended for the successful orthodontic
treatment as well as periodontal health.
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releasing incision & 543 partial thickness
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Gingival graft+ #14-16 A< 31 3mm -
MZoA 1.5-2.0mm 9 F7 2 connective

Fig. 3. &= A& AAMAIA : free gingival graft & SHFSH coronally advanced flap S Al &k
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tissues ASsLA} shdct. 1y RS 220 A5 53 3 3-58 AXE = HYE
fat tissue 7} @il connective tissue & FHA7} vks) B 2o 2 4 KOs | S}
S2SHA RobA full thickness 2 222 253} 27 7 FEA o= WAL AlYst
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.l.]i A3 4-0 vieryl & ©]83}9 sling

suture = AJ3Y5IR T H ot P02 ﬂap o7 2) =3 2
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Fig 5. & ¥ e/l HA: =& 20| 2H3| TH=AZ. 72N
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Fig. 7. &8 CT H4

e F7H Q1 A 2ESE o 9 7ol Rl
FAst7] Y5t coronally advance flap
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ELTY [l

Fig. 8. §1 # 41 AA AR : ARHBS| 2 51 AR H%0| BEE. AISATEY (M0) € HOAE 6m o
miller class lll gingival recession0| ZH&H= Zk5IX|22 79| Q10 X|EJAIZIOZ OISt x| 29| AZAZH0| ZHEHE.
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Fig 13 & ¥ UHE SIMAE : 0B SO X|20| 2nm &E
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