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Teeth extractions are followed by a reduction of the bucco-lingual as well as the vertical dimension of the residual alveolar

ridge. Resorption of the alveolar ridges after tooth extraction cannot be prevented (Fig 1 & 2). Ridge defects develop as a

result of not only teeth extractions but also surgery, trauma, infection, or congenital malformations. It results in unsightly

defects and collapse of the lips, and cheeks. Therefore, alveolar ridge defects represents a challenge for dentistry. The

application of grafting procedure has been introduced into dentistry mostly to enhance peri-implant bone and place the

longest/widest implants possible. Today, soft and hard tissue grafting are safer and more effective than ever before.

However, few practitioners are able to perform grafting procedures or regenerations in their daily practice.

Even for patients who are not considering an implant to replace a tooth that needs extraction, grafting now offers us the

chance to preserve the shape and strength of the bony ridge long after the tooth is gone. This is important not only for the

health and strength of the teeth surrounding the extraction site, but also for the possibility of implant, repair broken bones,

bridge, denture, or partial placement in the future (Fig 3 & 4). Traditional dentures and partials always fit better when the

bony ridge is thick and strong. Even bridges placed over extraction sites can be aesthetically compromised by resorption.

The presence of healthy attached tissue at the tooth and implant soft tissue interface correlates with long-term success

and stability in function and esthetics. Also, the mucosal layer provide adequate resiliency to support the denture (Fig 5 &

6). Not only can a lack of keretinized tissue facilitate plaque aggregation around teeth and implants but it can also lead to

recession of free soft tissue margin in the esthetic zone.

Simply put, alveolar ridge defect or bone resorption makes every tooth replacement option more difficult, more expensive,

more time consuming, less comfortable, less aesthetic, less successful, and sometimes even impossible. These results

support the placement of graft over extraction areas under favourable conditions.

Keywords: implant, soft and hard tissue grafting, prosthodontic.
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INTRODUCTION 
There may be a shallow vestibuler problem in patients with cleft  lip and palate. For ideal implant 
rehabilitation, an adequate stable and healthy soft tissue are required . Aim of this case report was 
treatment of inadequate atached gingiva around the implant in patient with cleft lip and palate.  

MATERIAL AND METHODS 
A 36 year old male patient presented to our department with inadequate attached gingiva around the 
implant at left posterior maxilla. He has cleft  lip and palate.  After the implant surgery, keratinized gingiva 
was absent in the buccal of the implant and the vestibular groove was shallow. The free gingival graft(FGG) 
technique was used to solve the vestibular groove and the absence of attached gingiva around the 
implant. Periimplant  recipient area was prepared. FGG was harvested from the palate and sutured. 
Sutures were taken postopertaive tenth day and the patient examined  3 months  after cemented fixed 
partial denture. 

INCREASING THE ATTACHED GINGIVA AROUND THE IMPLANT : CASE REPORT 
Arife Sabancı1, Abubekir Eltas1, Mustafa Karaca1 

1Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey 

RESULTS 
Implant loading and prosthetic restoration showed favorable outcome after operation. The amount of 
keratinized tissue around the implant was sufficient. 

DISCUSSION 
Soft tissue defects, such as gingival and connective tissue, play crucial roles in long-term implant success. 
There are many methods for treatment this defects.  This case and current literature  show that free 
gingival graft can provide  succesful results around implant. 

KEY WORDS: Attached gingiva, cleft lip and palate, free gingival graft 

Preoperative clinical view Preoperative clinical view Operation 

Clinical view 10 days after the 
operation 

Clinical view 1 month after 
the operation 

Clinical view 3 months 
after the  cemented partial 
denture 



. 

 
  

REGENERATIVE THERAPY OF PERIODONTAL INTRABONY DEFECTS  IN 
AGGRESSIVE PERIODONTITIS: A CASE REPORT 

 Introduction 
Aggressive periodontitis is characterized by rapid attachment loss and bone resorption. Regenerative therapy 
helps regenerate the periodontium. This case report presents a successful treatment of an intrabony defect in 
the aesthetic zone of an aggressive periodontitis patient. 
Materials and Methods 
A 30-year-old systemically healthy man was referred to our clinic, with a chief complaint of bleeding gums and 
mobility of the upper right central incisor. Clinical and radiographic evaluations were performed and the 
patient was diagnosed with localized aggressive periodontitis. After initial  periodontal therapy, intrabony 
defects were planned to treat with  flap operation  with xenograft (Cerabone 0.5-1mm, Botis Dental GmbH, 
Germany) and barrier membrane (OsteoBiol Evolution 20×20mm, Tecnoss, Italy) combination. There was 
severe mobility in the right upper central incisor. Therefore, splinting was performed before operation. The 
patient was prescribed antibiotics, anti-inflammatory drugs and chlorhexidine gluconate and sutures (4-0 Silk, 
Doğsan, Turkey) were taken at postoperative 10th day. Postoperative healing of patient was uneventful. Clinical 
parameters such as average pocket depth, clinical attachment level, gingival recession and tooth mobility were 
recorded and radiographs were taken at baseline, postoperative first ,third and eighth  month. Bone filling of 
defects was evaluated on standart periapical radiographs. For a more aesthetic appearance, a retainer was 
made  at postoperative 6th month. 

Results  
There was a reduction of  pocket depth and teeth mobility and a significant increase in radiographic bone filling 
at the postoperative 8th month follow-up. 
Discussion  
There are many studies in the literature about the treatment of intrabony defects in aggressive periodontitis. 
Regenerative therapies using bone grafts and membrane combination are an important part of these studies 
and show successful results.  

 Mustafa Özay Uslu,1 Mehmet Kızıltoprak,1 
              1Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey 

Radiographic view at 
initial visit. 

Postoperative 8 months Postoperative 3 months 

Clinical view during the surgery Baseline  clinical view after splinting  

Postoperative view at 8 months 
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INTRODUCTION 
Scientific data and clinical observations appear to indicate that an adequate width of attached gingiva 
may facilitate oral hygiene procedures thus preventing peri-implant inflammation and tissue 
breakdown. İn order  to avoid biologic complications and improve long-term prognosis, soft tissue 
conditions should be carefully evaluated when implant therapy is planned. İn this case report 
rehabilitation of soft  tissue around of  implants with free gingival graft was presented. 
  
 
  
 
 
  
  

INCREASING THE AMOUNT OF KERATINIZED TISSUE AROUND THE IMPLANT 
Arife Sabancı1 , Abubekir Eltas1, Semih Akgül1 
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RESULTS 
The amount of keratinized tissue around the implant and attached gingival level was increased by  
opearation. Free gingival graft  have succesful results for  increasing amount of keratinized tissue around 
the implant. 
 
DISCUSSION 
This is based on the data of this case and current scientific literature, free gingival graft can provide  
succesful results for increasing the attached gingiva around the implant. 
 
KEY WORDS: Keratinized tissue, free gingival graft, implant 
 
 

MATERIAL AND METHODS 
A  35 year- old male patient who 
was systemically healthy presented 
to our clinic with inadequate 
attached gingiva around the 
implant on left posterior 
mandibula. After examination, free 
gingival graft operation is planned.  
Periimplant  recipient area was 
prepared and FGG was harvested 
from the palate and sutured. 
Sutures were taken postoperative 
tenth day. The patient examined at 
first and third  month. 
 

Initial clinical view Clinical view 3 months after the 
surgery 
 

Surgery Clinical view 10 days 
after the surgery 

Clinical view 1 month 
after the surgery 
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TREATMENT OF PARESTHESIA CAUSED BY IMPLANT-RELATED: A CASE REPORT 

 1Mehmet Kızıltoprak, 1Şeydanur Dengizek Eltas, ,  1Abubekir Eltas  

1Inonu University, Faculty of  Dentistry, Department of  Periodontology, Malatya, Turkey 

Introduction 
Nervus alveolaris inferior is a branch of the mandibular nerve. It is most important landmark in 
the dental implantology. Because, this nerve damage can cause paresthesia. In this case report, 
treatment of long-term paresthesia due to nervus alveolaris inferior injury following dental 
implantation at the right posterior mandibula is presented. 

Materials and methods 
A 63-year-old systemically healthy female was referred to our clinic for complaining of 
paresthesia at the right mandibula. In the dental history of the patient, paresthesia due to the 
implants was detected in the right mandibula. The implants were made in a private clinic three 
years ago. Clinical and radiological evaluations were performed and the perforation of the 
mandibular canal was detected at implant #46. In addition, periapical lesions were detected 
between implant #41 and tooth #31.  #41, #46 implants and tooth #31 was extracted. Implants 
were extracted with trepan drill. The patient was prescribed antibiotic, analgesic, vitamin B12 
and mouthwash. 

Results  
A 60% reduction in paresthesia was observed on postoperative 8th day. Paresthesia was not 
observed on postoperative 22th day. Successful medical and surgical treatment of paresthesia 
due to mandibular canal perforation was performed. 

Discussion  
According to current literatüre 
and this case report, 
paresthesias due to 
mandibular canal perforation 
are frequently encountered. 
This situation can be 
reversable when the agent 
eliminated.  

Postoperative view at 8th day Postoperative view at 22th day 

Initial clinical  and radiographic  view 



  TREATMENT OF BONE DEFECTS WITH AUTOGRAFT AND  
BARRIER MEMBRANE COMBINATION 

 
1Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey 

       Mustafa Özay Uslu1, Semih Akgül1, Arife Çiçek1 

�  Introduction: Various materials have been used in regenerative treatment of intrabony defects such as 
bone replacement graft materials, barrier membranes, different growth factors and combination of 
these. The available bone tissue replacement materials commonly used include autografts, allografts, 
xenografts and alloplasts. In this case report, regeneration of the defect was presented using autograft 
and membrane combination. 

�  Material and Methods:  A 37-year-old female patient was admitted to Department of Periodontology  
with complaints of mobility and infection of maxillary right lateral tooth. The intrabony defect was treated 
with autograft which was gained from tuber maxilla by trepan bur and barrier membrane (Osteobiol 
Evolution  20×20 mm, Tecnoss, Italy) combination after tooth splinting. Papilla preservation flap was 
performed. Periodontal dressing was applied to the operation area (Coe-Pak). Clinical parameters were 
recorded at baseline, first week and at 6th months, including the probing depth, clinical attachment level 
and gingival recession. Bone remodelling in the defect was evaluated on standard periapical radiographs. 

 
  

. 

İnitial clinic view 

�  Results: Postoperative recovery was uneventful, and satisfactory reduction in the average probing 
depth was observed at 6th month observation, with an increase in the rate of radiographic bone filling. 
Due to the patient’s aesthetic expectation, composite filling was performed to the interproximal region 
between maxillary right lateral tooth and maxillary right canine tooth. 

Clinical appearence during surgery  

Postoperative  
6th month 

�  Discussion: The autogenous graft is considered the gold standard for treatment of intrabony defects. 
With this case selection; surgical technique, bone graft and membrane selection, and postoperative 
management can be directed towards obtaining the best clinical results. 

İnitial periapical 
 radiograph 

Postoperative  
18th month 

Postoperative  
6th month 

Postoperative  
18th month 
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Bisphosphonate releated osteonecrosis (BRONJ) is
characterized by exposure of maxillar or mandibular bone
for at least 8 weeks (1). Important risk factors for BRONJ
development include any kind of dental surgery procedure
involving mucosa and underlying bone such as dental
implant applications or tooth extraction (2).

INTRODUCTION

CASE

CONCLUSION

In patients using bisphosphonates, care must be taken in
dental approaches. Although not a definitive treatment of
BRONJ has gained admission, local administration of
hydrogen peroxide with antibiotics therapy and
debridement of necrosis bone can produce positive
results.

1. Ruggiero SL, Dodson TB, Assael LA, Landesberg R, Marx RE, Mehrotra B. American Association of Oral and
Maxillofacial Surgeons position paper on bisphosphonate-related osteonecrosis of the jaw. Aust Endod J
2009;35(3):119-30

2. de-Freitas NR, Lima LB, de-Moura MB, Veloso-Guedes CC, Simamoto PC, de-Magalhaes D. Bisphosphonate
treatment and dental implants: A systematic review. Med Oral Patol Oral Cir Bucal 2016; 21(5): 644-51.

A 59-year-old female patient was referred to our clinic
with severe pain, with wounds in her mouth and flow of
purulent exudate. The oral examination revealed exposed
bone due to necrosis in the right lower mandibular region
(Figure 1). She had placed dental implants at the same
area 2 months ago. The flow of purulent exudate from
the related region were also evident. In the patiens’s
radiography, radiolucent areas were observed around the
implants (Figure 2). Patient's medical history revealed a
ceased oral bisphosphonate use for osteoporosis 2 years
ago. As a result of the consultation with the orthopedics
departmen, the patient was diagnosed with BRONJ. In the
first treatment, under local anesthesia (without
vasoconstrictor) the region is swabbed a cotton tip soaked
with 3% hydrogen peroxide (Figure 3). We prescribed
mixed usage of diluted 3% hydrogen peroxide (Farma Kon,
2x1) and antibiotics (RIF 125 mg) with water as
mouthwash. Sytemic antibiotics were not prescribed to
the patient because the patient indicated that he has
used 13 boxes of antibiotics within 2 months. In the
follow-up appointments, debridement was performed
with hydrogen peroxide in the necrosed area with
conservative approach to the region (Figure 4). After
complaints of pain diminished, periodontal initial
treatment was performed (Figure 5). In the follow-up
appointment after 6 weeks it was observed that intraoral
necrosis areas around the implants were healed to a great
extent (Figure 6). At the end of 3 months, no necrosis was
observed in the patient's mouth during the control
appointments, and the patient's complaints were
completely resolved (Figure 7). The patient is still being
followed-up for the prognosis of dental implants.

1. Mustafa Kemal Universty, Faculty of Dentistry, Department of Periodontology

2. Mustafa Kemal Universty, Faculty of Dentistry, Department of Oral and Maxillofacial Surgery

THE	TREATMENT	OF	MANDIBULAR	
BRONJ:	A	CASE	REPORT

Ayşegül SARI, DDS, PhD1, Uğur Can ÜNLÜGENÇ, DDS2, Berk TURGAY, DDS2
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Figure 2

Figure 1

Figure 3 Figure 4

Figure 5 Figure 6

Figure 7



Titanium	Mesh	Complication	and	Treatment	

Objective: Bone augmentation with the titanium-mesh membrane (Ti-
mesh) technique is susceptible to a large rate of complications such as
morbidity of bone graft donor site and mesh exposure to the oral cavity.

The patient was partially edentulous and
did not have any systemic diseases and
used to smoke.

Figure 12.	After	mesh	exposure,	connective tissue graft was applied at	the	second	
surgical	operation.	Exposure	was	recurrenced even	after	the	second	operation.	Ti-mesh	
and	xenograft in	the	defect	area	were	removed	at	last	operation.	

Ustaoğlu	Gülbahar,	Şengün	Mehmet	Cihan	
Abant	Izzet Baysal	University,	Faculty of	Dentistry,	Periodontology Department,	BOLU	

Bone	Symposium 2017	- 5-8	Oct 2017
mcihansengun@gmail.com

� Patient,	35 Years	Old
Systemic disease øMedicine ø

Smoke +

Conclusion: The specialist should be more careful if the patient is smoking
due to deterioration of vascularity. The patient was talking too much.
Tissue stability is very important for healing. Ti-mesh exposure can be
provoked significant bone loss.

Figure 4,5. In the first surgical operation a full-thickness flap was raised to expose the
bone. In the left anterior region there was a bone defect reaching palatinal aspect from
buccal cortex. Xenograft and Ti-mesh with screws were placed.

Figure 8,9. After first operation 1 weeks.

Figure 1. Radiographic view

Figure 2,3. Buccal aspect of anterior teeth.

Result: Healing was complicated because of exposure Ti-mesh and lost of
keratinized tissue in the first and second surgery. Last surgery was
succesful, exposed bone surface was covered prf and epithelization
completed. CT assessment showed bone gain with last surgery.

Figure 6,7. Xenograft and Ti-mesh with screws were placed.

Figure 10.	3.days. Figure 11.	2.weeks.

Figure 14.	Platelet	rich	fibrin	was	applied.	
Implants	were	placed	after	10	months.	

Figure 15.	3.days.

Figure 16.	1.	week. Figure 17.	3.weeks.
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INTRODUCTION

PURPOSE
Figure 1: Removing of T-PRF from titanium tube,
and adaptation of T-PRF to the teeth.

FF

CONCLUSION
OFD is a procedure for horizontal bone loss due to periodontitis,
however, recurrence of the pathological pockets and post-surgical
gingival recession can be observed after surgery when used alone.
PRF is autogenic and very cheap biological material which the
literature is growing. Consequently, using T-PRF membrane combined
with OFD provided significantly higher concentrations of growth factors
and lower RANKL/OPG ratio in GCF for approximately four to six
weeks, and improved periodontal healing compared to conventional
flap sites.

MATERIALS AND METHOD

The aim of this study was to test the hypothesis that the combination of OFD and
T-PRF can predictably enhance periodontal healing by determining periodontal
outcomes, and growth factor levels and biomarkers related with bone remodeling
in GCF.

Conventional open flap debridement (OFD) is a technique which would be beneficial
for reduction of periodontal pocket depth in patients with horizontal bone loss due to
periodontitis, but don't contribute to periodontal regeneration.1 The healing after
conventional treatment methods occurs generally as long junctional epithelium that is
vulnerable to the recurrence of periodontal pocket.2 Recently, the use of titanium-
prepared platelet rich fibrin (T-PRF) has been considered to be a novel therapeutic
adjuvant in the management of periodontal soft and hard tissues.3 However, there is
no study in the current literature, analyzing the effects of T-PRF treatment combined
with OFD on the growth factor levels and RANKL/OPG ratio in gingival crevicular
fluid (GCF).

Study Groups & Study Design
29 patients (58 sites) with chronic periodontitis were treated either with
autologous T-PRF with OFD or OFD alone. GCF growth factor levels and
relative RANKL/OPG ratio at baseline and 2, 4 and 6 weeks postoperatively
were analyzed, and clinical parameters such as probing depth (PD), relative
attachment level (RAL) and gingival margin level (GML) at baseline and 9
months after surgery were compromised.
Surgical Procedures
According the study protocol, one of the quadrants of the jaw of each patient
was selected as the control group (OFD) and treated with OFD alone, without
addition of any regenerative material; the other quadrant was selected as the test
group (OFD+T-PRF), in which T-PRF was used as a membrane both buccally
and lingually, combined with OFD. The mucoperiosteal flaps were repositioned
and secured in place using 5-0 monofilament polyamide sutures. CoePak® was
used as periodontal dressing in every case.

The mean PD reduction, RAL gain and GML change were significantly greater 
in the OFD+T-PRF sites than in the OFD sites. Both groups demonstrated 
increased growth factor levels at week 2 compared with baseline, followed by 
reductions at weeks 4 and 6. GCF growth factor levels in test group were seen 
at higher concentrations with respect to control group until 6 weeks post-
surgical period. During the 6 weeks period, relative RANKL/OPG ratio was 
found significantly lower in OFD+T-PRF group compared to OFD group. 

Table 1: Changes in PD, RAL and GML over 9 months.

REFERENCES
[1] Joseph VR, Sam VR, Amol NV. Clinical evaluation of autologous platelet rich 
fibrin in horizontal alveolar bony defects. J Clin Diagn Res 2014; 8: 43-47.

[2] Hagi, TT, Laugisch O, Ivanovic A, Sculean A. Regenerative periodontal therapy.
Quintessence Int 2014; 45: 185-192.

[3] Tunali M, Ozdemir H, Kucukodaci Z, Akman S, Fıratlı E. In vivo evaluation of 
titanium-prepared platelet-rich fibrin (T-PRF): a new platelet concentrate. Brit J Oral 
Maxillofac Surg 2013; 51: 438-443.

Titanium-Prepared Platelet Rich Fibrin Provides Advantages on Periodontal 
Healing: A Randomized Split Mouth Clinical Study

Taner ARABACI, DDS PhD 1,*

Mevlut ALBAYRAK, DDS PhD 2

1Department of Periodontology, Faculty of Dentistry, Atatürk University, Erzurum, Turkey
2 Medical Laboratory Department, Health Services Vocational Training School, Ataturk University, Erzurum, Turkey

Biochemical Analyses
GCF samples were analyzed to determine the levels of RANKL, OPG and 
growth factors, including FGF-2, PDGF-BB, and TGF-β1, by using specific 
enzyme-linked immunosorbent assay (ELISA) kits^ and a quantitative sandwich 
enzyme immunoassay technique. Analyses were carried out according to the 
manufacturer’s protocol. Test for each biomarker were carried out in duplicate. 
Results of measurements were estimated using the standard curves included in 
each assay kit. 

RESULTS

Figure 2: GCF levels of FGF-2, PDGF-BB and TGF-B1.

Figure 3: Relative RANKL/OPG ratio.

OFD

(Mean±SD)

OFD+T-PRF 

(Mean±SD)
p value 

PD reduction (mm) 3.01 ± 0.84 4.13 ± 1.06 0.033*
RAL gain (mm) 2.31 ± 0.73 3.65 ± 1.09 0.029*
GML (mm) -0.33 ± 0.12 0.54 ± 0.23 0.026*
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