BIOLOGIC SHAPING IN PERIODONTAL THERAPY
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Abstract

This article focuses on biologic shaping during periodontal treatment. This is especially important if there is concavity or
unevenness of the enamel near the edge of the crown. This can create an unmanageable situation and increase the risk of
further loss of bone support. The point is that biologic shaping in periodontal therapy limit unnecessary bone removal and
create a biocompatible environment. Biologic shaping preserve bone, creating the biologic width necessary for tooth
restoration. However, putting biological shaping into practice requires a team approach with a deep understanding of
fundamentals, anatomy, surgical and reconstructive procedures, materials, and final reconstructive contours. When performed
correctly, it can improve the long-term prognosis of dental health.
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Introduction

Periodontal surgery involves modification of hard and/or soft tissues to achieve a therapeutic goal. These goals include
treatment of periodontal defects, including furcation involvement of molars, and crown lengthening procedures to facilitate
restoration of a tooth or teeth. Traditionally, resective and regenerative techniques focus on osseous structures with little
attention given to modification of tooth surface. Unfortunately, this could lead to excessive removal of the bone and/or
creation of an environment that is not cleansable and biologically incompatible. Further, regenerative techniques can yield
unpredictable results in furcation lesions thus predisposing molars to further attachment loss. Biologic shaping is intended to
create a cleansable, biologically compatible root surface that is manageable by both patients and dentists/hygienists. Here
modification of tooth surface is the primary focus with removal of the bone performed only when absolutely necessary to
create a biocompatible environment. This chapter will focus on biologic shaping during the course of periodontal therapy.
Biologic shaping was first reported by Melker and Richardson in 2001 and described for esthetic dentistry in 2003 * 2. It
combines periodontic and restorative phases of dentistry and aims to facilitate home care by patients using simple hygiene
aids such as floss and a toothbrush, as well as facilitate professional maintenance by hygienists to remove plaque and
calculus. It also creates biologically compatible dimensions necessary for the restoration of a tooth without infringement on
biologic width. Further, biologic shaping removes tooth-derived risk factors such as developmental grooves, enamel
projections and concavities. This is particularly important if a developmental groove, concavity, or enamel projection is in
close proximity to an existing crown margin resulting in a void or retainment of cement in thegroove (Fig.1).
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Fig. 1. Removal of developmental groove. (a) Developmental groove present on the right central incisor illustrating
the problem when a margin finishes in a developmental groove (black arrow). There is a lack of adequate seal, and
bonding material is located in the groove causing severe inflammation. (b) Removal of the developmental groove to
allow for maintenance of the area (white arrow). This can create an unmanageable situation and increases risk of
further attachment loss. Therefore, the ideal therapy will involve modification of tooth structure to eliminate these
anatomical discrepancies and create a new restorative margin that is supragingival to the previous margin.

The point being that biologic shaping limits the unnecessary removal of bone and creates a biocompatible environment.
Biologic shaping is an alternative to conventional crown lengthening surgery *5. Crown lengthening utilizes the margins of
an existing restoration or the cementoenamel junction (CEJ) of a nonrestored tooth to gauge the amount of ostectomy
necessary to reestablish the biologic width. Creating proper space ensures that a new margin will not impinge upon the
attachment apparatus. This creates challenges in thefurcation as removal of the bone in this region further compromises the
tooth by creating an environment that is not cleansable for both the patient and the hygienist (Fig. 2).

Fig. 2. This patient was referred for correction of biologic width invasion. Prior treatment involved removal of
existing restorations and decay and placement of cores and provisionals. (a) Provisionals removed. Note Durelon
cement still present on the teeth. Antimicrobial effects of this cement areprotective. (b) Reflection of a full thickness
flap followed by a partial thickness dissection apical to the mucogingival junction. (c) Of critical importance is the
location of the existing margin approximating the furcation. In essence there is no space for the biologic width. (d)
After biologic shaping 100% of thetooth structure is perfectly smooth from the bone to the occlusal surfaces. Note
that there is absolutely no margin present after biologic shaping. Critical is the actual location of the bone in the
furcation. Removal of furcation results in coronal movement of the bone (arrow). No matter how much bone is
removed, space for the biologic width cannot be achieved. By removing the previous margin andallowing a new
biologic width to establish, the new margin can be placed coronal to the gingival collar. (e) The flap is sutured with
5-0 chromic gut just coronal to the bone. Primary closure helps to decrease postoperative discomfort. (f) The day of
impressions. A chamfer margin is placed with a 0.3 mm thickness and placed just coronal to the gingival collar
(arrow). Note the large amount of tooth structure remaining. (g) Final restorations cemented. All margins are
supragingival. The furcation on #3 is perfectly contoured to follow the shape of the underlying tooth structure. The
barreling in of the furcation is extended to the occlusal surface. The material for these restorations is Feldspathic
porcelain. This case has now passed the 15year period of stabilityand function. Restorations by Dr. William Strupp
Jr.

Thus, it is critical to preserve as much bone in the furcation area as possible. Therefore, rather than removing the bone away
from the planned restorative margin, biologic shaping moves the restorative margin away from the bone, minimizing the
amount by which the crown must be lengthened to establish biologic width. Table 1 lists the rationale for biologic shaping.
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Table 1. Rationale for biologic shaping °

1 Replacing or supplementing the current indications for clinical crown lengthening
2 Minimizing osteotomy
3 Facilitating supragingival or just slightly intrasulcular margins (when there is a dark

substructure) to preserve the biologic width
Eliminating developmental margins

Eliminating previous subgingival restorative margins

Reducing or eliminating furcation anatomy, thus facilitating margin placement

Allowing supragingival or intrasulcular impression techniques

0| N|o| g &

Removing all CEJs

When treating combined periodontal and restorative cases, the periodontist must facilitate creation of a final margin
(supragingival or just into the sulcus), improve tissue health to facilitate an accurate impression, and provide an abundance
of dense connective tissue for augmentation of keratinized gingiva to protect the underlying periodontal support (Fig.3).

Fig. 3. (a) Case with three teeth requiring new restorations with chronic inflammation present on thefirst premolar
(white arrow). (b) Restorations removed and decay excavated. (c) Core buildup (DenMat (Lompoc, CA, USA) enamel
shade core paste) adds restorative volume to the teeth and helps determine placement of the final restorative margins.
Connective tissue graft in place on the first premolar (black arrow). (d) Final restorations fabricated with
Feldspathic porcelain with margins placed supragingival. Healing of the connective tissue graft provides a
thick band of keratinized tissue an elimination of the chronic inflammation (arrow). Note that the new crown
margin on the first premolar is now supragingival to the previous crown margin. The case is now in function for
11 years. Restorations by Dr. William Strupp Jr.

The dense connective tissue is essential for taking accurate impressions and cementing final restorations as there is greater
probability of chronic inflammation if the restorative margin approximates mucosa “. For esthetic surgical procedures, the
periodontist must provide ideal clinical anterior crown length to aid the restorative dentist in providing the highest level of
esthetic treatment. The periodontist also must make every attempt to avoid black triangles as a result of periodontal surgery
and support the restorative dentist by motivating patients to accept the comprehensive treatment plan.

Clinical Prerequisites and Steps

Successful treatment requires a team approach and a thorough understanding of macroand microanatomy, biology, and
restorative materials. Incumbent upon the laboratory technician is to fabricate a restoration that follows the newly created
tooth contours, otherwise a plaque and food trap will be created increasing the risks of further periodontal breakdown. When
executed correctly, biologic shaping can provide patients with successful long-term outcomes. Clinical prerequisites and
steps for success have been previously publishedand are summarized below 2.

All previous restorative materials and decay should be removed.

2. A core buildup of composite-bonded resin should be placed where necessary to add volume to the teeth. The core helps
determine the placement of the final restorative margin.

3. Acrylic provisionals should be placed with Durelon (3M™, ESPE™; St. Paul, Minnesota, USA) as the temporary
cement. This cement is recommended for its antimicrobial properties and ability to help decrease sensitivity.

4. Removal of provisional restorations at time of surgery to allow for better access.

5. Inverse bevel incisions and removal of a collar of gingival tissue. Otherwise, sulcular incisions without the removal of
gingival collar if <2 mm of attached keratinized tissue is present. Split-thickness flap reflection permits visualization of
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the core/tooth relationship to the bone.

6. Shape root and remove old margins as well as 360° of CEJs. Reduce or eliminate cervical enamel projections,
concavities, developmental grooves, flutes, etc. facilitate ideal restorative emergence profile (flat is better than fat
contours). Diamond burs are recommended for this process.

7. Correction of any reverse architecture and removal of the bone where violation of the biologic width will be anticipated.
If insufficient keratinized attached connective tissue is present at the surgical site, perform soft tissue augmentation to
create a thicker gingival biotype and increase the zone of keratinized tissue to resist restorative procedures and minimize
the probability of chronic inflammation that can result when a restorative margin resides on mucosa .

9. Once the flaps are adapted, potassium oxalate should be used to help decrease postsurgical sensitivity. The liquid is
applied to the root surface for 45-60 s and then lightly air-dried. Repeat 2—3 times.

10. Cement provisional prosthesis with a polycarboxylate cement such as Tylok (Dentsply International: York,
Pennsylvania, USA) or Durelon.

11. Home care instructions include rinsing with chlorhexidine twice daily (morning and evening) and brushing with
Prevident toothpaste (Colgate-Palmolive, New York, New York, USA) at bedtime. After meals the patient rinses with
water or Listerine (Johnson and Johnson, New Brunswick, New Jersey, USA) to remove food particles.

12. At 4 weeks, the provisionals are either remade or relined leaving 1 mm of space between the provisional margin and
tissue for continued biologic width growth in a coronal direction. No margination of the tooth surface is undertaken at
this time.

13. At 14 weeks, chamfer margins are placed just coronal to the gingival collar and impressions taken. When a dark
substructure is present in the anterior, margin placement may be necessary in the sulcus to avoid cosmetic issues. The
new crown contours must follow the prepared tooth surface in the final impression. It is imperative that the lab fully
understand furcation removal and the need for the new restoration(s) to follow such contours.

14. The patient is instructed on measures to facilitate hygiene and maintenance procedures initiated.

This protocol is applicable to any tooth slated for treatment. The cases below will provide examples of biologic shaping of
teeth.

Case 1. Figure 4. (a) Preoperative image of the maxillary left quadrant. Due to occlusal issues and temporomandibular
disease, the treatment plan included provisionalization of all maxillary teeth to correct occlusal concerns. (b) Provisionals and
residual cement removed. (c) Incisions were made using a #15 scalpel blade and full thickness flap elevated to avoid flap
perforation due to an underlying exostosis. Once the flap was reflected beyond the exostosis, a split-thickness flap was
initiated to allow suturing of the flap to the periosteum upon closure. An internal bevel incision was used to elevate the lingual
flap. It is critical that the buccal and lingual flap incisions preserve as much of the papillary tissue as possible to allow for
primary closure of the flaps. All granulation tissue or remaining tissue from reflection of the flap was removed with a #4
Goldman-Fox curette. Note the presence of a mesial concavity and residual calculus on the first premolar (arrow). (d) A
coarse diamond bur (c847-016, Axis Dental Co., Coppell, TX, USA) is used to remove all irregularities on the root surface
including CEJs, concavities, developmental grooves, and the lip of furcations. (e) This is followed by preparation using a
superfine bur (f847-016, Axis Dental Co., Coppell, TX, USA) to smooth the root surfaces to a polished finish. (f, g) To
complete the procedure, a diamond round bur #4 is used to contour the bone to create a parabolic architecture.
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Fig. 4. Biologic shaping of multiple teeth in quadrant eliminates mesial concavity of first premolar and creates a
biocompatible environment and fabrication of full-coverage restorations that do not violate biologic width. Occlusion
was a factor and therefore all teeth are needed to be restored. Final restorations by Dr. Howard Chasolen. The case is
over 5 years old. See text for details.

If there are any areas where biologic width space is still needed, minor ostectomy is performed to create such a space.
Complete furcation removal is confirmed when a periodontal probe is placed at the level of the bone in the furcation and
moves freely without catching any undercuts coronal to the furcation. (h, i). A Castro-Viejo is used to suture 5-0 chromic
gut material through the flap into the periosteum starting from the distal aspect of the second molar from buccal to lingual. A
knot can be used to begin the continuous suture technique.

Because the suture passes through the periosteum when the suture is pulled to tie the knot, the flap lays just coronal to the
bone creating primary coverage. The suture is continually passed from buccal to lingual interproximally from the distal to
the mesial of the canine, and the suture is tied. The entire flap should lay tight against the bone and just coronal to the bone
to create primary closure. There is no need for any pak as the flap will not move. See Supplementary Figures for suturing
technique. (j, k) E-Max restorations with fullcoverage gold on the second molar. This case is over 5 years old. Final
restorations by Dr. Howard Chasolen.

Case 2. Figure 5. (a, b) Upon removal of provisional restorations, a mesial concavity and calculus can be observed on the
first premolar. For the patient and hygienist, this creates a non-cleanable environment that is at risk for continued periodontal
breakdown. (c, d) Removal of the provisional restoration provides unimpeded vertical and visual access for the periodontist.
Elimination of the concavity facilitates plaque removal for the patient and hygienist. Because the concavity is interproximal,
it is critical that it not be accentuated as with buccal or lingual furcations. Rather, removal or blending of the line angles
approximating the furcation should take place. The objective is to remove or flatten the concavity so floss and a hygienist’s
curette will achieve removal of plaque and calculus. () Minor ostectomy with a round diamond bur to cre ate a parabolic
bony anatomy. (f) Continuous suture provides primary closure (see supplementary figures for suturing technique). (g) At 14
weeks, a new restoration can be fabricated resulting in a biocompatible environment. Thereafter, the patient is placed on
alternating 3-month recall with the restorative dentist.

Fig. 5. Mesial concavity and calculus present on the first premolar. Biologic shaping eliminates the concavity
andfacilitates hygiene measures. Restorations by Dr. William Strupp Jr.

Case 3. Figure 6. (a, b) The provisionals and any remaining cement were removed. Note the minimal tooth structure
remaining on the first molar and location of cord in the furcation area (white arrows). (c) Incisionswere made using a #15
scalpel blade and split-thickness flap elevated past the mucogingival junction. On thelingual an internal bevel incision was
used to elevate the lingual flap. As stated above, it is critical for both the buccal and lingual flap incisions that as much of the
papillas be kept to allow for primary closure to occur when the flaps are sutured after all necessary surgical procedures.
Note the presence of existing margin in furcation space (black arrow). Restoration of this tooth would require placement of a
new margin in the furcation area. (d) Biologic shaping procedures performed as per Case 1. (e, f) Final preps with thin
chamfer margins finished at the tissue level 4 months postsurgery. Tissue retraction with only one cord: #7 Sil Trax Epi
(Pascal International Inc., Bellevue, WA, USA) soaked in Hemodent (Premier Dental, Plymouth Meeting, PA, USA)
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immediately rinsed after gentle placement so as not to damage connective tis-sue fibers in the biologic width. (g—i)
Restorations cemented in place. (j, k) Clinical images taken at a 10-year follow-up. (I, m) Radiographs demonstrating
conservative nature of biologic shaping. Over a 10-year period, it is noted that endodontic therapy was not needed on any
tooth. Unless endodontic treatment is needed prior to biologic shaping, very rarely was endodontics needed after treatment. (I)
First radiograph October 2005. (m) Second radiograph January 2018. Patient is now 84 years old. Restorative work by Dr.
Howard Chaso.

Fig. 6. Example of multiple teeth requiring crown lengthening and long-term follow-up of the case using biologic
shaping. Conventional crown lengthening surgery will further open the furcation area creating a non-cleanable area
for patient and hygienist. Porcelain fused to metal restorations fabricated by Dr. Howard Chasolen.

Biologic Shaping of Molars

As stated above, furcation lesions present unique challenges for both the periodontist and restorative dentist. When treating
molars with periodontal-restorative needs, alternative approaches to conventional crown lengthening procedures should be
considered when furcation involvement is present due to the potential for biologic width/supracrestal fiber invasion and
further opening of the furcation. This is due to the fact that the bone in the furcation usually moves coronally as one tries to
crown lengthen in the furcation area. This makes it virtually impossible to create a space for the biologic width without
destroying the furcation bone and considerably compromising the tooth. Therefore, rather than removing the bone, begin by
removing the restorative margin or CEJ, and shape the tooth structures surrounding thefurcation (Fig. 7).
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Fig. 7. (a) When looking at the images, the letter x is used to indicate the location of the furcation from the buccal and
occlusal view. (b) The shaded areas indicate exactly where tooth structure should be removed. It is always important
to remove tooth structure adjacent to the furcation to avoid creating a deep groove that cannot be cleaned. The x on
the second photograph indicates that the furcation is no longer present as is located outside of the tooth structure. (c)
Images indicate the location of the furcation from a crosssectional view. (d) The shaded area indicates where the
necessary tooth structure needs to be removed so that the furcation will be in fact eliminated. One should notice that
no height of contour is now present and should be kept that way in the final restoration. Again, notice in the
photograph on the right the x location is now on the outside of the tooth surface and is thus eliminated. The
barreledin furcation must be continued to the occlusal surface to avoid creating a not cleanable area.

Once this is accomplished, it will be easier to determine if ostectomy is required. Importantly, this approach is applicable to
teeth with either shallow or deep furcations and is particularly advantageous in teeth that require full-coverage restoration.
When properly performed, the furcation defect will be eliminated. As stated above, this is confirmed when a periodontal
probe is placed at the level of the bone in the furcation and moves freely without catching any undercuts coronally for the
furcation (Fig. 2). Once restored, hygiene measures will be facilitated for the patient and hygienist. The following cases are
presented below to illustrate the benefits of biologic shaping of molars.

Case 4. Figure 8. (a) Example case of multiple teeth requiring crown lengthening. Exiting restorative margins approximating
the crest of the bone on the premolars and furcation entrance on the first molar (black arrows). There are concerns with
trying to perform crown lengthening in the furcation to create a space for the biologic width. As one tries to remove the bone
in the furcation, the bone actually moves coronally as the surgeon tries to crown lengthen making it virtually impossible to
create a space for the biologic width. By simply removing the old margin, there is no mechanical location from which the
bone has to be removed, thus creating a space for the biologic width. (b) Example of this phenomenon after the lipof the
margin is removed in the furcation area. The bone of the furcation is located coronally to adjacent bone (white arrow). (c)
Biologic shaping of both teeth creates necessary space for the biologic width and facilitates fabrication of restorations that
are cleansable for both patient and hygienist. The material is porcelain fused to gold and the margins are supragingival.
Restorative work by Dr. Ira Berge.

Fig. 8. Biologic shaping of premolars and molars in quadrant. Biologic shaping of molar and fabrication of full-
coverage restoration mimicking the new tooth contours removes the furcation lesion and facilitates long-term
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maintenance of periodontal health. Restorations by Dr. Ira Berger.

Case 5. Figure 9. (a) Upon flap reflection, the margin on the mesial aspect of the first molar can be noted approximating the
bone (white arrow) indicating that crown lengthening is required to establish the biologic width. Conventional crown
lengthening surgery guided by the existing restorative margin will result in excessive removal of interproximal bone as well
as the bone along the buccal and lingual roots to create a parabolic architecture necessary to avoid future periodontal
breakdown. (b) Biologic shaping removes the existing margin negating the need to aggressively recontour the bone. Once
accomplished, minor osseous contouring when required creates space for the biologic width and creates a parabolic
architecture for bone and soft tissue continuity (black arrow). (c) Careful incision design and continuous suturing technique
provide complete flap closure. Note supragingival location of core buildup/tooth interface. Core and provisional placed by Dr.
William Strupp Jr.

Fig. 9. Minor osseous recontouring combined with biologic shaping creates a cleansable environment and restorative
margins that do not impinge upon the biologic width or furcation. See text for details. Core and provisional placed by
Dr. William Strupp Jr. See text for details

Case 6. Figure 10. (a) Old crowns with severe microleakage resulting in caries. Endodontics was required due to pulpal
necrosis on the first molar. (b) Caries removed, as much as possible term.

Fig. 10. Comprehensive team approach demonstrates how hopeless teeth can be treated and retained long

Non-antimicrobial coronal endodontic seal placed by the endodontist. (c) Minimal tooth structure left with significant
demineralized chalky dentin left after removing as much caries as possible without pulp exposure. (d, €) Core buildups with
feather edge preps carrying margins to sound tooth structure. (f) Due to a thick buccal plate, a full thickness flap was elevated
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to avoid perforation of the flap. Once the flap was elevated past the mucogingival junction, a split-thickness flap was initiated.
(9) Biologic shaping has been performed, and at this point, there is absolutely no margins remaining on any teeth. All
concavities, furcations, or surface irregularities have been removed. Osseous contouring has taken place to create a parabolic
architecture. It can be noted that the periosteum is still intact on the bone which will be used to suture the flap. (h) Continuous
suturing to the periosteum allowing flap positioning just coronal to the bone. (i) Occlusal view showing primary closure of the
flap. The occlusal view also demonstrates how biologic shaping has created smooth root surfaces to the flap position. From
previous photos the smoothness ends at the level of the bone. It can also be noted that the furcations have been removed to the
occlusal surfaces. (j, k) Final preps with thin chamfer margins finished at the tissue level 4 months postsurgery. Tissue
retraction with only one cord as described in.

Case 7. Restorations fabricated using Feldspathic porcelain with gold on the second molar. (I, m) Ten-year followup clinical
image and radiographs. It should be noted that all endodontics was completed prior to periodontal treatment because of pulpal
involvement and lack of tooth structure above the tissue. After 10 years no further endodontics was undertaken. Restorations
by Dr. William Strupp Jr.

Fig. 10. Intraoral Radiographi Considerations When Performing Biologic Shaping

It is imperative that the patient understand and accept the need for full-coverage restoration of teeth due to the modification of
existing tooth structure to facilitate hygiene. Further, when treating a concavity on any tooth interproximally, it is important
not to accentuate the concavity but to blend the line angles so that the concavity is removed. Blend the line angles adjacent to
the furcation to remove the concavity and as best as possible create a convexity to allow for maintenance (Fig. 11).

By removing the line angles, the patient will be able to use dental floss, and the hygienist’s curette will be effective in
removing plaque and calculus. If root sensitivity is present after biologic shaping, it should be managed by topical application
of agents to seal dentinal tubules. It should also be realized that biologic shaping is not indicated for Class Il furcation
involvement. Finally, molars with Class | and Il furcations are at minimal risk of pulpal exposure when biologic shaping is
properly performed.

Fig. 11. Example of incorrect biologic shaping of a mesial concavity on a premolar. (a) Instead of removing the line
angles to blend away the concavity, the concavity was accentuated. The situation results in a virtually impossible area
for floss or a hygienist’s curette to effectively remove plaque or calculus. (b) To prevent accentuating the concavity
interproximally, do not barrel into the concavity or furcation. Rather, blend the line angles, and as best as possible
create a convexity to allow for maintenance.

Melker D. J., et al. (2022). Biologic Shaping in Periodontal Therapy. Bulletin of Stomatology and Maxillofacial
Surgery, Vol. 18 N1, 28-38. DOI: 10.58240/1829006X-2022.18.1-28

36



Journal Bulletin of Stomatology and Maxillofacial Surgery, Vol. 18 N1

Conclusion

Biologic shaping conserves the bone while establishing biologic width necessary for restoration of teeth. It facilitates hygiene
measures by both patient and dentist/ hygienist and creates a biocompatible environment required for long-term success.
However, incorporating biologic shaping into practice requires a team approach with a thorough understanding of the
rationale, anatomy, surgical and restorative procedures, materials, and final restorative contours to be achieved. When
properly done, biologic shaping can improve the shortand long-term prognosis of teeth.
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Pe3iome

[TaponoHTanbHast XUPYPrHUs BKIOYAET MOJU(PHUKANIO TBEPIBIX W/MIM MATKHX TKAHEH UL JOCTI)KEHHS TEpaleBTHUYECKOM
Henu. OTH [eNu BKIOYAIOT JIEUEHHE IMApOAOHTANBHBIX NE(PEKTOB, B TOM 4HCIE (YpPKAIHMOHHBIX IMOPaKCHUH MOJSIPOB, H
HpOLERyPH! YAIMHCHHUS KOPOHKH JUI00JIETYeHIS BOCCTAHOBIICHHS 3y0a nim 3y0oB.

TpamuuMOHHO PEe3eKTUBHBIE W PEreHepaTUBHBIE METOJUKH COCPEIOTAauMBAIOTCS HAa KOCTHBIX CTPYKTypax, yIelss Majo
BHUMaHHS MOAM(UKALUKM TOBEpXHOCTH 3yOa. K cokaneHuio, 3TO MOXXET NPUBECTH K YPE3MEPHOMY YAAJICHHIO KOCTH
W/WIN CO3JAaHHIO CPEAbl, KOTOpas He MOJJAeTCsd OYUCTKE M OMOJIOIMYeCKH HECOBMECTHMA.

Kpome TOro, pereHeparuBHble METOJbl MOTYT IPUBECTH K HEMPEACKa3yeMbIM pe3ysbTaraM B 00yacTh (hypKalMOHHBIX
MOBPEKACHUNA, TEM CaMbIM IIpeJpacroyiaras MOJISIPbl K JaJbHEHIIECH MOTEpe NPUKPEIICHUS.

Bronorndeckoe ¢opMupoBaHHE NpeTHA3HAYEHO JUIA CO3AAHHS OYHIIAEMOM, OMOJIOTMYEeCKH COBMECTHMOM MOBEPXHOCTH
KOPHSI, C KOTOPOH MOTYT CIIPABUTHCS KaK IAI[HEHTHI, TAK 1 CTOMATOJIOTH/TUTHEHHUCTHI.

Buonornueckoe hopMupoBaHHE COUETACT MAPOJOHTOIOTHUECKUH U BOCCTAHOBUTENBHBIIN 3TAllbl CTOMATOJIOTHH U HAIPaBJICH
Ha TO, YTOOBI OOJIErYUTh MAIIEHTaM YXOJ Ha JJOMY C HCIIOJIb30BAHHEM IPOCTHIX CPE/ICTB TMTHEHBI, TAKUX KaK 3yOHas HUTh
3yOHas IIeTKa, a Takke 00NerduTs npodeccrnoHanbHOE OOCITyKMBAaHHE T'MTMEHHCTAMH Ul yIaJeHUs 3yOHOro Hajera M
3yOHOro xamusa. OH Takxke cO37aeT OMOJIOTHYECKH COBMECTHMBIE pa3Mephl, HeoOXOJUMble Ui BOCCTAHOBIEHUS 3y0Oa 0e3
HapylieHus Ouojornueckoi mmpunsl. Kpome Toro, 6uosnornueckoe GpopmoBanue ycrpanser (GakTopbl pUCKa, CBSI3aHHBIE C
3y0amu, Takue Kak 00po3/bl Pa3BUTHS, BHICTYIIBI OMaId M BOTHYTOCTH.

31ech OCHOBHOE BHHMaHHE yIelisieTcsi MOAu(UKAlMU OBEPXHOCTH 3y0a ¢ yJalleHHeM KOCTH TOJIBKO B Cllydae KpaiHeu
HEOOXOJAMMOCTH IJIs CO3JaHMs OMOCOBMECTHMOIl cpenbl. B 3Toil cTaThe OCHOBHOE BHHMAaHHUE YIENEHO OHOJIOTHYECKOMY
(hOopMHPOBAHUIO B XO/I€ MAPOJIOHTOIIOTHYECKOTO JICUSHNUSI.

310 0cOOCHHO BaXXHO, eclii popMUpyromascss 00po3a, BOTHYTOCTh WIJIM BBICTYN 3MajlM HaXOJSTCS B HETIOCPEICTBEHHON
OJIM30CTH OT CYLIECTBYIOIIETO Kpasi KOPOHKH, YTO IPUBOIUT K 00pPa30BaHUIO ITyCTOT MIIM 3aJIepKKe IIeMeHTa B 60po3ie.

3TO MOXET CO3/1aTh HEYNPABISIEMYIO CUTYAIMIO U YBEJIMUUTD PUCK JAIbHEHIIIEH TOTEepH NPUBS3aHHOCTH.

Takum o0pa3om, wuaeanbHas Tepamusi OyneT BKIIOYaTh MOJU(UKAIMIO CTPYKTYpHl 3y0a Uil YCTpaHEHHs 3THX
AHATOMHYECKHX HECOOTBETCTBUII M CO3[aHUsl HOBOI'O PECTaBPAllMOHHOIO Kpas, HAaJJICCHEBOIO II0 OTHOLICHUIO K
HpeAbIIyIIEeMY Kparto.

Heno B ToM, 4TO OMONIOrHYECKOe (OPMHUPOBAHHE OIPAHHYMBAET HEHY)KHOE YAAJICHHE KOCTH M CO3[aeT OMOCOBMECTHUMYIO
cpeny.

buonornueckoe (GopMoBaHUE COXpaHAET KOCTb, CO37aBas OMOJIOIMYECKYIO HMIMPUHY, HEOOXOAUMYIO Ui BOCCTAHOBJIICHHS
3y00B. TeMm He MeHee, BHEApEHNE OMOJIOTHUECKOTO MOICIINPOBAHHUS B MPAKTUKY TpeOyeT KOMaHIHOTO IOIX0/1a C TIyOOKNM
NOHMMaHHEM OCHOB, aHAaTOMHH, XUPYPTHUECKHMX W BOCCTAHOBHTENBHBIX IPOLEAYpP, MAaTepHAIOB M OKOHYATEIbHBIX
pecTaBpallMOHHBIX KOHTYPOB.

[Ipn mpaBWILHOM BBIIOJIHEHWH OWoOJOrHYeckas (opMa MOXET YIyYLIMTh KPaTKOCPOUHBIM M JIOJATOCPOYHBIM IPOTHO3
COCTOSIHUS 3y0OB.
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