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SUMMARY
Aggressive periodontitis previously termed as juvenile
periodontitis is characterised by rapid destruction of the
periodontium at a relatively young age. Rehabilitation of
these patients is often challenging and difficult.
Controlling the disease and restoring periodontal health
is essential for successful prosthodontic rehabilitation.
This clinical report describes an interdisciplinary approach
in the rehabilitation of a young adult patient with
generalised aggressive periodontitis. Treatment objectives
included plaque control, prevention of further attachment
loss, reduction/elimination of pockets, and prosthetic
rehabilitation to enhance aesthetics and restore
masticatory function. One year recall evaluation revealed
stable periodontal support with no further loss of
attachment and no other complications.

BACKGROUND
The loss of periodontal support that occurs in gener-
alised aggressive periodontitis leaves the clinician chal-
lenged with uncertainty about treatment outcomes
and difficulty in making decisions. Generalised aggres-
sive periodontitis affects systemically healthy indivi-
duals under 30 years of age, although patients may be
older. The disease is characterised by rapid rate of
progression, strikingly peculiar subgingival microflora,
altered host immune response and a familial aggrega-
tion of diseased individuals. The destruction of peri-
odontium appears to occur episodically with periods
of advanced destruction followed by quiescence of
variable length (weeks to months or years). These
patients often have small amounts of bacterial plaque
associated with the affected teeth. Qualitatively,
Porphyromonas gingivalis, Actinobacillus actinomyce-
temcomitans and Tannerella forsythia (formerly
Bacteroides forsythus) are detected in the plaque that
is present.
The gingival tissue response may be inflamed or

appear pink and free of inflammation. During the
acute phase, the gingiva appears inflamed, prolifer-
ating, ulcerated and fiery red, with bleeding and
suppuration. Bone and attachment are actively lost
during this destructive phase. In other cases, the
gingiva appears normal and free of inflammation
despite the presence of deep pockets. This kind of
tissue response coincides with periods of quies-
cence in which bone levels remain stationary. Cases
of generalised aggressive periodontitis may be
arrested spontaneously or may continue to progress
to tooth loss despite treatment. Defects in poly-
morphonuclear leucocyte (neutrophil) function
have been identified in some patients with

aggressive periodontitis. In a small number of
patients, neutropaenia can be identified.1 2

Rehabilitation of a patient with generalised
aggressive periodontitis involves several challenges.
Treatment objectives for generalised aggressive peri-
odontitis include control of infections, arresting
disease progression, correcting anatomic defects,
replacing missing teeth and maintaining periodontal
health. This clinical report describes the sequenced
treatment for a young adult patient with generalised
aggressive periodontitis.

CASE PRESENTATION
A 22-year-old woman reported to the department
for treatment of proclined teeth. She was very self-
conscious about the appearance of her teeth
(figures 1–3). A detailed medical, dental and family
history was obtained. Her medical and family

Figure 1 Preoperative clinical picture, anterior view.

Figure 2 Preoperative clinical picture, lateral view, right
side.
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history were unremarkable. Extraoral examination revealed
incompetent lips with a short upper lip.

Clinical examination revealed presence of all teeth except
maxillary right third molar. There was pathological migration of
maxillary right and left central and lateral incisors. A quack
partial denture was also present between the maxillary central
incisors. The partial denture was tied to the abutment using a
wire. Grade I mobility was present in mandibular left and right
central incisors. Grade III mobility was present in maxillary
right and left central and lateral incisors. Generalised pocket
depth was found to be 3–7 mm. Mild to moderate calculus
deposits were also present in some teeth. The gingiva was
swollen and was bleeding on probing. Grade I furcation was
present in mandibular right and left second molars and grade II
furcation was present in mandibular right first molar.

INVESTIGATIONS
▸ The radiographic examination with panoramic radiograph

revealed generalised horizontal bone loss (figure 4).
▸ Routine blood investigations were performed and were

normal.
▸ Culture and sensitivity tests were carried out for prescribing

antibiotics.

TREATMENT
A treatment plan aimed at improving the patient’s overall peri-
odontal health was developed. In the first appointment,

supragingival scaling was performed and the patient was
given detailed oral hygiene instructions. She was advised to use
0.12% chlorhexidine mouth wash twice daily (Periogard,
Colgate-Palmolive) to enhance plaque control. Extraction of
maxillary right and left central and lateral incisors was planned
in the next appointment. Maxillary and mandibular impressions
were made before extraction and an immediate interim remov-
able partial denture was fabricated. Extraction of maxillary right
and left central and lateral incisors was performed and the
interim removable prosthesis was placed.

Conventional flap surgery was carried out in all four quad-
rants in stages. Adjuvant antibiotic therapy with 100 mg doxy-
cycline once daily for 21 days and metronidazole 500 mg thrice
daily for 8 days was administered to the patient after culture
and sensitivity testing. Residual pocket depth of 2–4 mm was
present during 3-month follow-up.

Definitive prosthodontic treatment was planned after healing
and when the patient was able to maintain good oral hygiene.
The patient was not comfortable with the removable prosthesis
and insisted on a fixed type of restoration. Diagnostic preparation
and diagnostic wax up for a fixed partial denture, replacing max-
illary right and left central and lateral incisors with the maxillary
right and left canines as abutments, was performed. The mesio-
distal width of the central and lateral incisors was larger and was
not complementing the patient’s face. Adding an additional
pontic to the diagnostic wax up did not improve aesthetics.
Hence, as an alternative to conventional fixed partial denture
design a fixed partial denture with loop connectors was planned
to address aesthetics and space problem.

A diagnostic wax up with loop connectors was performed
and the pros and cons of the design were discussed with the
patient (figures 5 and 6). With the patient’s consent, it was
decided to proceed with the treatment plan. Treatment with
implants could not be carried out for economic reasons.

Crown preparations were made on the maxillary right and left
canines with chamfer finish line. Impression of the maxillary arch
was taken with silicone impression material (Speedex; Coltene/
Whaledent Inc) using a putty wash technique. The impressions
were poured and dies were prepared. Wax pattern of the frame-
work was fabricated and casting was done. A metal try-in was
made to check the fit of the framework. Ceramic firing was
carried out (D-sign, Ivoclar, Vivadent AG) and the restoration
was finished and polished. The fixed partial denture was tried
and cemented with type I glass ionomer cement (GC, gold label;
GC Corporation, Tokyo, Japan; figures 7 and 8).

Figure 3 Incompetent lips.

Figure 4 Panoramic radiograph. Figure 5 Diagnostic wax up.
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OUTCOME AND FOLLOW-UP
Regular follow-up of patients with aggressive periodontitis plays
a major role in the overall success of the treatment. Recall every
3 months for a period of 1 year in this patient kept the disease
under control. She was highly satisfied with the aesthetic and
overall outcome of the treatment and was further motivated to
achieve meticulous oral hygiene. At the end of 1 year, no com-
plications associated with the oral rehabilitation were present.
With time there was also an improvement in the profile of the
lip (figure 9). The patient was also able to maintain good oral
hygiene.

DISCUSSION
Early detection of aggressive periodontitis plays an important
role since preventing further destruction is often more predict-
able than attempting to regenerate lost supporting tissue.
Studies have shown that individuals with aggressive (early-onset)
periodontitis could be effectively maintained with clinical and
microbiological improvements after active periodontal therapy.3

Studies have also found that systemic antimicrobials in conjunc-
tion with scaling and root planing offer benefits over scaling
and planing alone in terms of clinical attachment level, probing
pocket depth and reduced risk of additional attachment loss.4

This patient was responding well to doxycycline and
metronidazole.

Successful management of patients with aggressive periodon-
titis must include tooth replacement as part of the treatment
plan. Replacing lost teeth can be achieved by using a removable
partial denture, fixed partial denture and implant supported
prosthesis. Since this patient could not tolerate a removable
partial denture and could not afford dental implants, a fixed
partial denture was fabricated to replace lost teeth. The use of
loop connectors in this patient improved aesthetics considerably.

One of the disadvantages of using loop connectors is the diffi-
culty in maintaining oral hygiene. In this patient, a loop con-
nector was placed in the self-cleansing area and the patient was
able to maintain good oral hygiene with an interdental cleaning
aid. The loop in relation to maxillary right central incisor and
maxillary left lateral incisor was modified to avoid a midline dia-
stema. In addition, the patient did report on speech difficulties
in the initial period.

From a biomechanical perspective, the control of potential
movement owing to a non-rigid design under functional load is
critical for survival of the prosthesis. In this case, mobility of
the prosthesis was not perceived by the patient during function
and was not observed clinically. Conventional fixed dental
prosthesis connectors are understandably more rigid as com-
pared to loop connectors. This flexibility of loop connector can
relatively be overcome by using shorter lengths and increasing
the diameter of the loop, and keeping their form as round as
possible.5

Figure 7 Postoperative clinical picture, lateral view, right side.

Figure 6 Diagnostic wax up. Figure 8 Postoperative clinical picture, occlusal view.

Figure 9 Improvement in the lip profile.
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Photoelastic stress analysis has revealed that within the con-
nector, the highest stress was found at the gingival region of the
connector and the lowest in the middle of the connector.6 7

Hence, due consideration should be given when designing the
loop connector. The cumulative survival of porcelain fused to
metal full coverage restorations joined with loop over a period
of 8 years was 90.9% and fracture of the loop connector did
occur in a patient due to narrow diameter of the loop.8 Also,
connector geometry affects the strength of ceramic materials.9 10

Smoother, less angled and more round connectors lower stress
levels.11 A similar design strategy was also followed in this
patient to reduce stress.

In a 5-year follow-up study of patients with aggressive peri-
odontitis, the periodontal disease progression was arrested in
95% of the initially affected lesions using comprehensive mech-
anical, surgical and antimicrobial therapy with supportive peri-
odontal maintenance every 3–4 months. Only 2–5% of the
patients experienced loss of periodontal support.12 Hence, long-
term follow-up is mandatory in such patients.

Learning points

▸ Controlling the disease and restoring periodontal health is
essential for successful prosthodontic rehabilitation in
patients with aggressive periodontitis.

▸ Treatment of aggressive periodontitis is often complex and
requires an interdisciplinary approach.

▸ In this patient, aesthetics were improved by using a fixed
partial denture with loop connector, as the design managed
tooth size arch length discrepancy effectively.

Contributors DL and VM managed the case prosthodontically. VKR managed the
case periodontally. AP conducted review of the literature.
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