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CCCASE DESCRIPTION

DISCUSSION

A female patient, healthy, non smoker, of 52 years olds, was referred to the periodontology department of I.U.E.M.  to treat the bone defect on teeth 1.2. The teeth 1.2 had a 

infrabony defect with inicial probing pocket depth of 9 mm, deep, wide with 2 walls. Non-surgical periodontal treatment  was made and the patient had a 7% placa index. A guided 

tissue regeneration was performed using a collagen membrane and a bone substitute of equine origin. Before the procedure, a retainer was done because the teeth had grade 1 

mobility. The patient didn’t have any medical decease that counter-indicate the surgery.

CONCLUSION AND REFERENCES

Although a perfect periodontal regeneration can only be confirmed with histological biopsy, the use of collagen membranes and corticocellular bone 
substitute of equine origin seems to be a viable alternative in the regeneration of infra-bony periodontal defects.

The guided tissue regeneration is a surgical procedure that uses a barrier membrane, on an infra bony defect to maintain a blood clot in a space, to allow the periodontal 

attachment cell’s to grow. The membranes of equine origin are three-dimensional estrutures of collagen, that have their effectiveness for 3 or 4 months, which is 

the necessary time for periodontal regeneration. The use of cortical-spongy bone substitute of equine origin, plays an important role in maintaining space, preventing the 

collapse of the membrane. The infra-bony defect had a probing pocket depth superior to 5 mm and a wide radiographic defect angle (superior to 37 degrees). With wide 

defects, the use of bone substitute can help maintaining the space. A modified papilla preservation technique was made and used a crossed horizontal mattress suture. Follow-

up appointments were made (2 weeks, 1 month, 3 months and 6 months) to evaluate plaque and gingival index, height of keratinized gingiva and gingival recession. 

Standardized periapical radiographs were obtained through the use of an individualized device (paralleliser). Total bone filling was observed after 6 months, which is the 

necessary time for the periodontal regeneration be considered. No complication were observed (such as infection and membrane exposure). The evaluation of the reduction of 

the defect depth was based on standardized periapical radiographs obtained through the use of an individualized device (paralleliser). Almost total bone filling was 

observed after 6 months and reduction of the pocket depth to 4 mm (with a clinical attachment gain level of 5 mm). The mobility of the tooth become physiological and 

height of keratinized gingiva was preserved.
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Fig. 13 - Membrane (above) and bone 
substitute (below).

Fig. 1 - The infrabony defect had a inicial probing 
pocket depth of 9 mm, with bleeing on probing.

Fig. 3 - An horizontal incision on the bucal surface of 
the papilla was made and sulcular extended to teeth 
1.2 and 1.3

Fig. 4 - The papilla was elevated to the palatal site.

Fig. 5 - The defect was cleaned and had 2 walls.  
Root scaling was done and polished.

Fig. 6 - The collagen membrane was adapted to fit the 
defect configuration. 

Fig. 7 - The defect was filled with the bone substitute. Fig. 8 - A internal horizontal mattress suture

was made with  nonabsorbable, sterile surgical 
monofilament 5/0 suture (oclusal view).

Fig. 9 - Suture (lateral view).

Fig. 2 - Inicial radiograph.  
The radiographic defect angle was superior to 
37º.

Fig. 10 - Follow-up after 2 weeks, after suture 
removal.

Fig. 11 - Follow-up after 6 months. Fig. 12 - Radiographic after 6 months.Fig. 11 - Follow-up after 6 months.Fig 10 - Follow-up after 2 weeks after suture
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