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ehind every general praciifioner whe excels in cosmetic and esthelic restorotive

dz OE M Tao L

I Peter MNordlard, DML, meden-
dainis a full-rime periodowial and
implant surgery practice ir La Jolla,

Califl, focused on cosmetic regeniena
sive perisdoneies, He oo in asocnane
prifeszor ar Loma Linda University
and fas multiple wnversity faichong
affiliarions, He has populrized seve-
erird peripdenind plastc surgery revh-
A 1o estherically restore losr
gingiva. His lectures on periodonral
pliesnac susgery deenonstraty the mew
posmibiites arl tecfrnpues of cosmenhic
'-:~_..3-_'r||'|||lj||.-| .::_I' -'.-':_l'.' Hesne and bore
argung teeth ared dental imypeanis, He
afse reaches hands-on pricmosergical
technigues in periadenial plasric
y:.-gu_'n_r..--:.-]'_,'.wr.‘l'n'nr regeRETRI0R.

dentisiry, there usually stands a gified periodantist whe shares o similor passion
tor achieving symmetry and arfisry. La Jolle, Colif -based periadontist Dr. Peter
Mordland is ameng o growing number of doctors within his specialty whe have sharg-
ened their focus on achieving optimal esthetics. Here clinical editer Dr. Dervid Hombrook,
whe has a doseworking referral relationship with Dr. Mordland, explores specific woys
5Ps and periodontists can deliver better results for pofients who are commilied fo appear

ance-enhancing freatment,

What &5 the role of the periodontist today in
esthelic restoraiive treatrrerd avnd o 22 this
differerat frome what we've frditionedly seen?

Mordland: In the last 19 years, oy prac-
tice foous and the focus m many anss of pers-
el e Taeen on coametic plastic surgical
aspects of treatment. This seems like an oxy-
oo gven the traditional perception that
periodontists usually rermove tissue and bone
and miake patients look weler than when they
irnitalhy walked i Moew the periodontist plavs
an important role in esthetics to frame the
pieture for the restorative dentist, allowing
the commetic restorative work to show 115 full
potential, The periodonnss can change bone
and soft tissue contours so that the beautiful
winrhs the restorative dentest does can be the

fexcal point ol artention.

Is there any specialized training or post-
graduate education that is needed in this
type af periodontics? Is this somiethiing
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that’s betng tavwght i foday’s periodontics
programsd

Mordland: The currohum ai roost uni-
versties has been modified sionificanthy over
the last 15 vears, with a sharper focus on
cosmietic procedures. Some post-doctoral
residency programs emphasize this area and
a ot of the students who are coming out of
schoe] today, with the training they've had,
have this foous, Owver the Tast 10 vears we've
seen the focus shift tosvard this direction at
the American Academny of Periodomtology.

Have you seen an increass in amy spectfic
cosmetic periodontal procedures referred
by perieral practitionersd

Mordland: My practice is kind of
umique, About 20 percent of my patient
population comes to me for cosmetic pro-
codures, Amd of thase procedures, root oov-
erage is probably the most common, We Gan
predictably bring back missing gingiva to
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give protection not only for cosmet -
ks bug for the stability of the case,

[z seen mucrosurgical procedures,
which in many ways are sl a subset
of some of the other procedures,
taken to a much higher level with
magnification. Restoration of the lost
indterdental papilla is another area that
hias been very impostant to patients.
Sompetimes that imvohees 2 multidis-
ciplinary approach to treatment.
We've also been trying to maintain
the soft and hard tissue when a tooth
i extracted throwgh sofi Heue praft-
ing techniques. In addition, if there
has been a defect where the ridge
fosrat 15 chisfipumed we can correct the
ridge form.

Impdant reconstruction & another
area of groawth, Often [ hear dentists

FIGURE 1z Open giagival vmbrsver e |
I'l'lin..'|III|"..'|||'lr|-.n.n.l.|||.'|_-\.|'ll|_—.r|1|_ﬂ_rr:'.';||_|.'|-r|jr |

be performed cosmetically in the

anterior. This ohservation wually stems from a lack
of knenwdedge about what's possible. Esthetic implants
and reconstruction are great areas as well. Gingival
soulpting or cronem lengthening also can be a great help
ter the resterative dentist, O course, bone regenera-
tion is anather area of focus for periodontics.

We also shouldn't everlook the Fact that we no
lenger have to do many of the resective procedures
that would disfigure patients experiencing “garden
variety” periodontal disease. We now have beautiful
ways 1o treal anterior bone loss withour disfiguring
these paticnts.

As a restorative dentist, I find it can be frustrating
when we place veneers or crowns or a bridge and
everything looks great except for that little open
gingival embrasure that leaves the appearance of a
black hole. Is there @ way to rebuild the interdental
papillaf

Nordland: Dizaling with that little black irangle
i5 probably the perindontist’s greatest challenge. [See
Figures 1-2 above.) Tt is important o determine the
source of the problem. [ actually 1each an entire hands-
on microsurgical course on papilla regeneration,

Sometimes the source of the prohlem mav be oo
angulation, where there is a divergence of the roots. In
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: | FGURE 2= Papifis regencration priee 1
[y unpluntiu.lr:grw.l,but theycan't | verser phiisment delirers an ashany sfution

this case, [ believe an orthodontist
needs o participate in the patient’s
care, otherwise, we may end wp with
a less than ideal solution, We should
consider arthodontics bo fadlitae bet-
ter roct aliznment, 1o move roots
closer together and examine what the
restorative dentist can do to change
Tty comtour so that the embrasure
space is Chosad,

sometimes woth shape is a prob-
lem. Tear-drop shaped lateral
mcisors make it difficult to bring
alrout closure of the interdental
papilla. These cases may become
more evident after orthodomtic treas-
ment i sccomplished.

If there is & surgical loss of the
interdental papilla, for example if a
patient has had periodontal surgery
in thie anterior and tissue has been
remaved or lost due to endodentic
flap surgery, then we can replace the tissue surgically.
My experience has been that we need to wse micro-
surgical techniques because of the limited space for
access, With the aid of microsurgical instrumenta-
tion and a microscope, we can add tissue even in a
Lty environmenl,

You also mentioned pontic site development. What
ary the keys fo attainimyg excellent results in this aren?

Mordland: The difficulty in the esthetic zone,
especially in the maxillary anterior, is that the bone
i5 very thin. And if a tooth needs to be sacrificed, we
run the risk of ridge collapse. That's where we pay
the highest price with tooth loss and bone recon-
touring following extraction. Because the bone is so
thin, any kind of trauma —infection, an endodon-
tic [':'mh]tﬂ'l:. root fracture or TESOTPHON [0 4 non-
restorable tooth=—raises the bar in terms of our
ability to have a cosmetic result.

In the past, teeth would be extracted withous any
particular attention paid to the soft tissue involved,
where incistons would be made or we'd use burs 1o
remiove bone to provide better access 1o the root. We
nicew restlize that this is totally wrong and that any bone
remonval cr sofl e traumea will result in a net over-
all lnss of the thsues we're trying to maintain,
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Thee focus shoubd be on ways o
imaintain the matural soft tissue pro-
file and bome contours, Ifwe don't,
the restarative dentist will have
preat difficulty meaking a tooth that
lovokes martural s wall Bave wo over-
build the replacement tooth to
miake up the difference,

My perspective is that it is better
bor vl bone boss when extraction
is needed in the esthetic zone,
‘When | extract & muedllary anterior
tooth, first [ want te deo 1t as atra-
matically as possible. If [ need to
section the root, [ will take 1t out m
smiall preces, without towching the
arrronding bone.

With the microscope, 1will look
down inteo the socker. The magmi-
fication allows me to see root frag-
mients or granulation e that cin
Toer sty rernowed. | can see into the
alvenlus. That allowws me o cean 1t
out thoroughly, Omee the tooth is
rermored atrawmatically, we can add
bone and wse membranes 1 bring
the rmissing bone back to its nor-
riil contour,

Saft tissue has a tendency o col
lagse around an extraction. It's like
when you remove an implant beal-
ing abutment and it collapses
imward before your eves, Similarly,
with an extraction, il the soft tissee
isn't supported it also tends to col-
lapse inward,

What we usuoally do is, the
restorative dentist will take an
impressaon and shade of the patient and slightly pre-
pare the adjacent toeth. He'll then have the lab fabwri-
cate a replacement tooth that will bond to the lingual
surface of the adfacent tocth, With the strong maten
als that are avatlable, many times metals aren't wsed,
gving us betler esthetics,

The lab will then send the pontic to me. Ul go
through the extraction process and then we'll add a
flowable composite to the under side of the pomt,
That wan wer com ereate the ovate pontic shape, which

o colfapsing.
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FIGURE 32 A verrical oot fracnime of footk
M Ema Pty B AP AL AT
riowe. A srgroal disecting weirrpsrans & weed
ro feberle e sovier af amy rod fragmaes
i gramnkation Heme,

FIGURE 55 A proviional resfosalun waiag
the szt powc Peles o sarintaiz te soft
I|'”||rFr¢|'L|g' anl ﬂn_-l'. Ihe l'\-uII:l\.1'|'u.l_| i

FIGURE 7 An af-whte abatmenr i
wilized! fo cresve @ dootk-clnl emepimie
i o prelale crReL

DELIVERING AN ESTHETIC IMPLANT

FIGURE &; A freeze-drieed drmingralized
b aiflogzra)t ix phaved o the exiramion
ekt WAt o reaeiviile sl

FIGURE 6o Cheoe bane kealieg & achioved
wilh Al sig fhsi COARILG, THIH 8T
amren-mfopralad gl o b plaed

il e il Levarion for praper st
SIRETRERIT.

FIGURE B: The panimr bas firw and
Juneniow restoseed widow! ever having
e ford denthies o o] -cdtiniks.

will then be submerged into the soft tissue about
1.5 tox 2 mm to support the soft tissee, We'll support
the mterdental papalla so that it deesn collapse. But
even after going through these steps we sometimes still
see soft tissue or bone collapse, In thess instances, we'll
g0 i secondarily and add.

This is especially true when there’s been a severe
amoant of bome Inss. For instance, if there has been an
endodontic root fracture with previous endodontic
surgery, many tmes o spgmficant amount of fackl bone
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and apical bone i missing. In these types of cases 'l
have to o back in later and add more tssue 1o Augmment
the ridge. But generally, if we can take the toath out del-
icately, add a bone graft at the time of edtraction and
address the soft tissne by gving it suppeort, we can main-
tamy the tissue in the esthetic zone so that the restorative
dentist can deliver a normal-size replacement 1ooth,
This process also gives the patient time to think
about replacement options. The patient may decide
that a Maryland bridge is fine or may opt for an
implant. The most important thing is that the patien
leaves the office after an extraction feeling whole mther
than leaving with a big hole in his or her mouth.

That brings up an important pois regarding powtic
site maintenance. For years, if [ was going to place an
anteriar bridge, [ would replace the missing tooth
with a flipper, cither a gingival partial or a renzov-
abile partial. I figured they're easy to make and quick
and inexpensive for the patient. But | learned that o
Jipper is not the answer because it doesn’t maintain
the site or the papilla. Can you address the use of a
flipper ve. a fved provisional prosthetic?

Nordland: The flipper tends to pul [FTESELIRE 09
the extraction site, so we end up getting some [rres-
sure-related bone atrophy. Also, this doesar't address
the st tissue becasse withowt support the interden-
tal papilla and facial contour tend to collapse inward,
The fipper may seem like o qurick solution, bat T think
the technigues thar we've developed and have described
leads to a ruch superior result, and from the restore-
tive dentist’s perspective, these techmiques dont FEEjLITE
much chair time,

In terms of maintenance, the patient can clean the
ovate postic easily. Becase it has a dome top, floss cin
et around that rounded top and dean plaque off effec
tively, Amvone whe has sectioned 2 bridze that has a
ridge lap pontic has abways seen irritation underneath
the ridge lap shape becawse of the concavity, Patients
just can't clean that, and as bacteria acourmulates it irri-
tates the tssue.

Frequently my patients want longer teeth, and I car't
alwatys do ihis by adding to the incisal edge. We need
o take tissue avway, whether it be soft tssue or bony
alveolses, There has been sarme controversy with crown
lemgthening about how long to wait before perform.

iy the restorative work to be able to achieve pre-
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dictability after the periodontist removes bowe. What's
o viewd

Nerdland: The patient that has a typical gummy
smile many times is very self conscious and feels that
they have short, squatty teeth, It's important to book
at the position of the cemento-enamel junction (CE])
relative to the soft tissue position. I the soft tissue
extends over the CEJ, then muoving the soft tissue api-
cally can result in a much more beautiful smile by
shonwing the full contour of the tooth’s enamel profile.

Understanding where the bone is in relation to the
soft tissue will let vou know what will be needed 1o
accormplish that goal. Sometines the bone & fir enough
away that using a scalpel or a laser or a diamond to
perform dermabrasion or a gingivectomy can work as
bomg, i the bone is not within bislogic width distance.

Because we have what's known as biologic width,
e by i abdie 10 restone soft tissee when we approach
the bone. Its sort of like if you skinned your knuckles
donan o the bone, Your Body wonld wanr to bring badk
that matural covering so the bone is not exposed.

In the mouth, biologic width is the soft tissue dis-
tance covering the bone and creating the suleus, If the
soft tissue level the restorative dentiss would uhtimanedy
like e have B going to bring the new gingiva levd within
3 murm af the bone, then we'll also need o remove bone,

Many times we find that patients with a gumnyy
smile have previously had orthedontic treatment.
For these patients, the final step in orthedontic treat-
ment really should be a consideration for crown
lengthening, If the patient presents with a thick abve
eus in a bucco-lingual dimension, that type of thick
gingiva is resistant to recession. In addition, the thick
type of alveolus many times has a thick bony hous-
ing, If this is the case, we need to recontour the bone
not only in an apical direction but also in a bucco-
lingual dimension,

It's also essential that the restorative dentist and the
perindontist communicate well, One doctor’s ideal tis-
sue height may be different than the other doctor’s
ideal and the patient can ger stuck in the middle.

We've developed many different communication
techniques, [t could be a measurement from the
incisal edge to the desired soft tissue above it or an
overlay Type of a guide (a Hollywood stent). Regard.
lesss, it's essential that you have some kind of defini-
tive coammumication,
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Let's sary [ send the patiewt to your affice, you perform
crown lengthering by Laying a flap, recontouring the
bone and re-laying the flap. How long should T tell
the patient it’s going to be before | can prepare the
crowits or the vemeers or do the bonding?
MNordland: I think offering any pat answer
would be inappropriate because the way that the sur
geon addresses the soft tissue and bone can vary. For
example, if we look at soft tissue healing, at six weeks
time the connective tissue and epithelium wall be
well healed. TF we're looking at bone recontouring

Lasers have provided an exciting realm in cosmetic den-
tistry by being alile to help obtain symmetry in tisue.
What role do you see Lasers playing in pertodontics?

Mordland: The perindontics specialty has taken
a strong stance against ksers becanse laser manufac-
turers many times have recommended the equipment
fior procedures such as pockes depth reduction with
out first having solid, reterced, double-blind studies
performed. 1 know my peers in the American Acad-
emy of Perindontology have been reluctant to pro-
mote the wse of lasers for this reason,

n the past, teeth would be extracted without
any particular attention paid to the soft tissue
involved ... We now redlize that this is totally
wrong.

along with the soft tssue reshaping, we have o add
timmee 1y the equation, and this 15 where commmunica-
tign comes in.

Let’s say there is 2 reduction of soft tissue with-
out addressing binlogic width. As the soft tissue heals
six woeks later, there will be additional healing in
the bane contour as it heals from the trauma of the
snff tissue surgery. During this time there will be a
tendency for the tissue to move back down in an
incisal direction. This can happen over months, s
the tendency for relapse can b seen over time if the
bone has not been addressed and bone healing is
ot considered,

It's important w0 know what the status of the gummy
snile was pre-operatieely and what technigue was used
surgically to change it. If we're posttioning soff tssue
with bone removal and we've established ideal con-
tour and ideal bone position, then many times just a
few months can be adequate for the restorative den-
tist to proceed with the restoration. But if there has
been a lack of dealing with the contours of bone and
there has been a biokegic width mvasion, there can be
a stromg tendency for relapse to oo, For these rea-
soms and time requirements, it especially mportant
that the restorative dentist place well-fitting and cos-
metis provisional restorations,
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ionsever, Tve Trad a diode Laser in my office for about
five years now and [ find it very helpful. I can remove
small increments of tissue with excellent control In
the past, 2s an alternative, Pve used rotary diamonds
with poor control, I've used an electro-surgical unit
with a needle tip that also had Jess than ideal control.

I hate to condernn a modality becanse it's being pro-
mioted for pocket reduction and other areas that need
to be serutinized. However, | think lasers have a role
and give practitioners potential they don’t hive with
other instruments. In fact, [ promaote the use of lasers,
1 think that periodontists who don’t have experience
using a laser shoubd get that experience.

Personally, I have seen great results in ustng lasers to
reduce periodontal pocket depths and for treating
bony defects. Clinically, in your practice, whit do you
behieve are the advantages or disadvantages in using
the laser for pocket redwction? Based on your read-
ing of the scientific literature, where do you believe
the comirmeersy exists?

Mordland: The controversy commes from the con-
cept that the laser can be nsed across the board for treat-
ing perindontal pockets. If the podket is supra bony,
soft tissue removal can be very predictable with the
Easer. Om the other hand, if the podket is an mfra-bony
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porckeet, where we have angular bone loss, treating those
Tvpes of besions with a laser i not well docurmented.

It's one thing to get in and remove the sulolar ts-
sues it's another question to remove caloulus from the
rocd of the tooth, The lser may be effective in cakou-
Tus remmwoal, Daet that’s the area where it hasn't been
well documented in double Blind studies, Thus, the
elfectiveness of the laser in an infra-bony region is the
Digpest question,

The potential for us to have apparent radiographic

that means the replacement toath has to be bagger. The
commumnication hetween the restorative dentist and
the surgeon also is extremely important because if the
surgenn creates an emergence of the implant contour
that's not where the restorative dentist can properly
desl with it, there are going to be issues,

The abutmenits avalable wday also have made a h:i_[.';
difference in esthetic implant restorations. Some of the
strong porcelain abutmenits alloaw For good fanction n
the amtersor amd besutafol emergence. | 3ee Figures 3-8

healing is something that we all get ey 01 e 4.} I the past we had only

nervioes ahout bocauses we know we
can take an X-ray of an infra-bomy
lesaom and just change the angulation
subtly and be able to have apparent
bony healing wathout acnial healing
ocourring. T believe the biggest area
of controversy 15 the actual clinical
effeer of the laser in an intra-bomny
lesion and what type of healing is

occurring, W need histologic slides
showing the healing of infra-bony

s Lave S,

lesions at different time points, With
cut that, it’s hard for any periodon-
pist o promote its use, Thats where |
think the rub is and 1 think skepti-
cism can be helpful because it can
help to encourage a thoroagh review
and understanding of what's hap-
pening in that infra-bony lesion.

FIGRE 102 Ralgy m._l_'.mhl'llll'll.'.' |'I|'|;P'.C
doliver an exthetic resin-daovwdvad bridge

Az a restorative dentist, I've seen
many nightmares where (izsue
Ieights are asymmetrical from ome tooth to amother
ii the anterior region, parttcnbeely in the maxillary
where single implants were placed. What advances
in implants are allowing us to place more estheric
anferior implants?

Nordland: [ believe there are a couple ol areas.
The first issue is site development, and the technigques
wieve discussed help create an ideal site, 1 thimk i s gw
tendency of any surgeon who wants to please the
patient to rush the process and put that inplant in o
e what it takes, even it there & less than idea bone
comtour, That s wrong because if you proceed at that
point, you'll end up with a compromise,

Maintaining ideal bone aod soff tisee contours an:
important Because if we have a deficiency in efther anc

Jam |[FES ZO0E
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FIGURE 95 4 paffent persesiy wilh d

metal abutrmens and even if we had
ideal iroplant placemient, delicate trans-
parent tizsue allowe] the metal to show
through. That, of course, would cre-
ate a dark halo om the gingnal margin,

which vaoudd be umacceprable.

What are ypour thoughts abour
immediate implant placement in
extraction sites?

Mordland: Iimmediate implant
placement can work when we have
the ideal environmenl, Meaning we
have ideal bone height and sdeal tis-
sue height. In the maxillary anterior
we know that the bone is very thin,
and rarely do the ideal conditions
extst, IF there 15 significant bone loss,
then there also will be bone loss
around the immediate rmplang place-
meent. Basacally, we're crossing our fin-
gers and hoping that we're going to
have adequate bone healing around the implant. 1f we
don't, we'll dther end wp with a pocket or a delicency
thist will create a problem either m the maintenance
of the implant or a cosmetic defiect.

1M ihe bone & thick in the anterion, the rsk s very ko
that wi'd have 3 cosmietic o madnterance problom, e
e, the mallary anterior rarely has a thick abeolus. 5o
i1y oownt bias is 1o not proceed with invmediate mplant
placment in IJK'ltIiL'\:“k]I':_r'ML‘i{.u'ith'“hLﬂ there
bzt Treen bone boss cither from root frcture, endodon-
tic failure or resorption. The reason for this s we end up
startimg off with a net loss of bone and run the risk that
wee're poing to have incomplete bone fill once the implant
is placed, 1 think this adds a significant element of rsk
thixt wsualby Tam ot willing to take o
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