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Abstract
Malocclusion superimposed with severe periodontitis may present a great challenge to 
clinicians while providing orthodontic treatment due the episodic and site‑specific nature 
of the disease with risk of rapid tissue breakdown. However, orthodontic treatment in 
such situation may contribute significantly to the overall rehabilitation both functionally 
and esthetically. In this article, a case report outlines a combined periodontic‑orthodontic 
management of compromised dentition. A 37‑year‑old female patient with significant 
medical history was treated for Class II Division 1 type of malocclusion associated 
with spaced upper and lower anterior teeth, deep overbite, and increased overjet, 
superimposed with chronic generalized periodontitis and bone loss. Treatment was 
completed using temporary anchorage devices assisted strategically applied force and 
modified tandem retraction biomechanics amidst management of acute inflammatory 
episodes during and mucogingival complication after treatment. Affected areas healed 
very well after post‑orthodontic periodontal treatment with minimal pocket depth, and 
bleeding on probing, and a healthy zone of attached gingiva at the follow up visits. 
The orthodontic results lead to improvement in patient’s facial profile, lip posture, and 
correction of protrusion which addressed her main concern. One year follow‑up shows 
good orthodontic and periodontic stability. The report highlights the importance of 
identifying “at risk” individuals and continuous monitoring of disease status during 
treatment. Despite all precautionary measures, a flare‑up during the treatment can be 
anticipated.
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INTRODUCTION

Periodontitis is an inflammatory disease associated 
with a bacterial infection.[1] The rate of  development 

and the degree of  clinical inflammatory response is 
variable between individuals, even under similar plaque 
accumulation conditions.[2] Multiple risk factors may play 
a role in enhancing the destructive effects such as genetic, 
environmental, and host immune factors, especially in the 
“at risk” group.[3]

Ngom et al. [4] found significant correlations and 
suggested that malocclusions are risk markers for 
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periodontal diseases. Tooth malalignment predisposes 
to plaque accumulation and leads to persistent gingival 
inflammation.[5]

Many studies have shown that teeth with a reduced but 
healthy periodontium can be moved without further 
attachment loss. On the other hand, inflammatory 
periodontal destruction is accelerated by a combination of  
plaque‑infected teeth and orthodontic force.[6]

CASE REPORT

A 37‑year‑old female patient presented at our surgery 
concerned about protrusion of  upper teeth. She was 
a nonsmoker and had significant medical history. 
Diagnostic records revealed Class II Division 1 type of  
malocclusion superimposed with chronic generalized 
periodontitis with bone loss, deep (4–7 mm) pockets, 
Grade I–II mobility in anterior teeth, bleeding 
on probing (BOP), and recession on certain teeth 
[Tables 1 and 2, Figure 1C, D, E and F].

Extraoral findings included mild facial asymmetry, 
protruding incisors, and convex profile [Figure 1A]. 
Intraoral findings showed relapsed or incomplete previous 
orthodontic treatment, anterior spacing, and proclined 
upper and lower incisors; increased overjet and deep 
overbite [Figure 1B].

Treatment objectives
• Periodontal: To eradicate inflammation, reduce pocket 

depths, improve underlying bone condition, and 
establish stability

• Orthodontic: To retract upper and lower anterior teeth, 
distalize upper arch, align, and establish occlusion.

Treatment alternatives
One option proposed to the patient was exclusive 
restorative or prosthodontic treatment. This would 
entail heavy reduction of  tooth tissue or extraction of  
teeth. In addition, it could possibly incur higher costs. 
Alternatively, only periodontal treatment and maintenance 
were suggested. This was not suitable for the patient as 
it did not address her main concern. Patient agreed to 
the orthodontic treatment plan with full awareness that 
long‑term maintenance was important to achieve stable 
results.

Treatment progress
Pre‑orthodontic phase
Periodontal treatment involved deep scaling, root planning, 
and subgingival curettage. A protocol for supportive 
periodontal treatment was established (3 × 12 monthly 
S and C with oral hygiene instructions) [Figure 2].

Orthodontic phase
Following 3 months of  periodontal therapy, orthodontic 
treatment was initiated with a 022 MBT appliance and 
0.16 heat activated (HA) nickel‑titanium (NiTi) archwires. 
After 20 weeks, rectangular 19 × 25 HA NiTi archwires 
were placed for further alignment and leveling. Initial space 
closure with carried out with rectangular stainless steel (SS) 
wires with loops [Figure 3].

Temporary anchorage devices (TADs) (SH 1312‑07; 
Dentos) were placed in the posterior region on each 
side for further spaces closure and distalization. Upper 
premolars were extracted for periodontal reason. Modified 
biomechanics was applied to control force levels and root 
control [Figure 3G and F]. Finishing and detailing were 
done with 19 × 25 SS wires and after debond upper and 
lower fixed lingual retainers were placed in tandem with 
Essix retainer at night [Figure 4]. The patient has been on 
supportive periodontal therapy (SPT) and orthodontic 
retention check since completion. Treatment was controlled 
by small units of  activations to achieve desired changes. 
However, it was prolonged due to acute episodic flare up 
with inflammation at certain sites, with several occasions 
where treatment had to be stopped and periodontal 
control established [Figure 3C and D]. Lower anterior 
mucogingival complication had to be dealt with by a 
frenectomy [Figure 5]. One year posttreatment showed 
good stability [Figure 6].

Acute episodes
Acute inflammatory episodes were experienced during 
treatment [Figure 3B‑D]. An example displaying the 
high susceptibility can be seen in 32 region, a large 
swelling 3 mm × 7 mm × 2 mm appeared between 
adjustment visits. Following a 2% chlorhexidine 

Table 1: Initial findings
Class II division pattern of malocclusion; deep anterior overbite; 
collapse of arches; protrusion of teeth; relapse of incomplete 
orthodontic treatment
Superimposed chronic generalized periodontitis with significant 
bone loss
Significant medical history: Hashimoto’s disease; high blood 
pressure; heart murmur; anemia; allergic to Maxalon and Stemetil
Nonsmoker
Stressful routine of life (work, home)

Table 2: Periodontal findings
Generalized chronic periodontitis with deep pockets in many 
areas (deepest 7‑8 mm in molar region)
BOP most areas, especially lingual and palatal sides
Furcation involvement in all first molars Grade I-II
Mobility: Grade I on teeth 17, 16, 15, 11, 21, 25, 27, 32, 35, 37, 
and 42; Grade II ‑ 31 and 41


