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ABSTRACT

There is a need to consider numerous factors in orthodontic treatment, including diagnosis before and during treatment. This activity is necessary 
to prevent the incidence of periodontal abnormalities or the aggravation of existing ones, which is possibly overcome through orthodontic treatment 
under certain circumstances.
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INTRODUCTION

The purpose of orthodontic treatment is to ensure good positioning and 
connection of the teeth and jaws. This science has been progressed very 
rapidly in terms of material and treatment techniques to enable the 
procedure on children, adolescents, and adults. However, an important 
challenge to be considered is the periodontal problem experienced 
by the patient, both before and during treatment. This is because 
orthodontic appliances, especially the fixed type, tend to inhibit the 
ability to properly perform oral hygiene, subsequently can cause 
qualitative and quantitative changes in the accumulation of plaque, 
while the use of this tool causes periodontal abnormalities [1-6]. 
Patients undergoing orthodontic treatment have tendency for increased 
plaque accumulation. The presence of plaque in the initiation and 
progression and recurrence of periodontal disease is a very important 
factor. Adequate plaque control on reduced periodontal support is safe 
to move teeth [7-10].

Data from the Ministry of Health, Republic of Indonesia in 1987 showed 
a high prevalence of periodontal disease at 62.36% for 8-year-old 
individuals, 81.91% and 87.64% for 14 and 35 years old, respectively [2]. 
Meanwhile, the presence of periodontal problems before treatment 
leads to a worse outcome, despite the statement by Brown and Ericson, 
which indicates the requisition of orthodontic treatment to overcome 
certain periodontal problems [6,11]. In addition, the movement of 
teeth during treatment involves a network of dental support, hence 
the periodontal tissue health must be considered in-depth before 
and during the process [12]. During treatment, orthodontists are 
responsible for monitoring the oral hygiene status of individual 
patients. In adult patients, the condition is more complex due to the 
presence of restorations, which increase plaque accumulation and the 
risk of deterioration of periodontal diseases [13-16].

The periodontal tissue health can be accessed using the following 
criteria: Bleeding, the type of soft tissue, inflammation, bone damage, 
and various other factors. This paper discusses the importance of the 
link between periodontal problems and orthodontic treatment.

LITERATURE REVIEW

The main factor to consider before and during treatment includes the 
presence of gingival sensitivity which occurs in the form of bleeding. 
In addition, the presence of others, including soft tissue type, gingival 
response to tooth eruption, mucogingival deformity, frenum, breathing 
through the mouth, gingival hyperplasia, and Dilantin hyperplasia 
ought to also be given attention [1,17,18]. The most minor periodontal 

problem is inflammation of the gingiva, also known as gingivitis, 
although the occurrence of gingival bleeding during the period of 
mild probing the periodontal pocket is the easiest detection method. 
Furthermore, the resulting tissue damage causes the gingiva to appear 
erythematous and edematous, as sensitive conditions necessitate the 
cleaning of calculus or scaling before treatment [1,17].

Gingival and periodontal disease is influenced by various factors, 
including self-immunity, social and behavioral characteristics, which 
affect the value of beliefs and adherence, respectively, disturbed systemic 
resistance (for example, immunodeficient human status), genetic 
predisposition, and finally both quantitative and qualitative bacterial 
biofilms (dental plaque) composition at the gingival margin [19-21]. 
Meanwhile, advanced disorders and bone damage is accompanied by 
the oscillation of teeth, which requires supplementary treatment by a 
periodontist. It is necessary for the dentist to consider mild and severe 
periodontal tissue abnormalities, required for therapy [9,22].

In orthodontic treatment, teeth with thin and sensitive soft tissue are 
more prone to gingival recession than normal and thick. Hence, the oral 
hygiene index of patients with thin periodontal ought to be identified 
before the placement of the orthodontic device placement, where 
bonding is preferred to banding [12,23]. In addition, gingivitis often 
appears on instances when permanent teeth erupt and are also known 
as Eruptive Gingivitis, which is known as a normal condition, while the 
presence over the contours of the tooth neck eases the accumulation 
of sub-gingival bacteria. There is no research affiliating erupted teeth 
with the incidence of gingivitis, although this manifestation has been 
implicated as a sign of failure to clean plaque present in the mouth. This 
must be properly controlled if this condition is identified in patients 
treated orthodontically.

The lower central incisors in normal tooth eruption are often located 
more labially than the lateral incisors. These differences in the position 
of the labiolingual direction cause variation between the gingival 
picture of the tooth and those on the side gingival, where the tissue is 
thinner. This also generates thin connective tissue between the gingival 
epithelium and the periosteum, making it difficult to know the potential 
of keratinization from the epithelium [24-26].

The labial frenulum is often associated with inadequate attached 
gingival width, especially in the upper jaw, which is possibly overcome 
by surgical techniques, due to the inability for orthodontic treatment 
to increase the width of attached gingiva. Many researchers have 
demonstrated the existence of a relationship between the median 
diastema and superior labial frenulum, which specifically prevents 
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the migration of central incisors to the mesial [27-29]. Some previous 
investigations proposed the total removal of frenulum (frenectomy) 
before the conduction of orthodontic treatment, although a new 
opinion suggests the removal of frenulum done after completing the 
closing space treatment, to ensure that space is closed. This occurs 
because the removal has been associated with the incidence of scarring, 
which prevents the closing by orthodontic treatment procedure. 
Subsequently, the frenulum is expected to shrink [29].

To avoid diagnosing an abnormal frenulum is possibly avoided by 
always remember the occurrence of a physiological space between the 
growth of permanent central incisors and permanent canines. This 
is also another reason to remove the frenulum after completing the 
orthodontic treatment, to confirm the frenulum attachment responsible 
for the median diastema, which is carried out by: (1) Blush test, which 
involves pulling the upper lip in the frenulum area and observing the 
existence of a pale area in the palatal region, resulting from the pull; 
(2) The creation of photo roentgen, in attempts to recognize the state of 
the median septum [28].

Patients with a habit of breathing through the mouth are often faced 
with malocclusion and periodontal problems. Therefore, the effect of 
dryness in sensitive patients leads to the enlargement of gingiva and 
erythematous, especially in the anterior region of the lower and upper 
jaw. However, the lips of patients that breathe through the mouth are 
usually dry and cracked, while withdrawal with an orthodontic device 
in the anterior area is capable of helping sufferers obtain better “lip 
seal.” Before this procedure, it is important to control the patient’s 
oral hygiene, alongside the cleaning of calculus and root planning, in 
attempts to relieve inflammation [30-32].

The appliance use leads to the occurrence of gingival enlargement, which 
is generally temporary and self-improve after removal, subsequently 
providing satisfactory results after cleaning the plaque and calculus. 
According to Kaswiner (1981) enlargement usually reduces greatly 
within 48 h of tool removal, which makes it better to correct the gingiva 
shape by performing a surgical procedure [33].

It is also important that dentists pay attention to sufferers of gingival 
enlargement caused using Dilantin drug aimed at achieving tight and 
regular control of plaque and calculus. Therefore, it is necessary to 
conduct gingivectomy before treatment, as surgical procedures are 
usually required to obtain an anatomic crown and allow for teeth 
eruption followed by the fixing of orthodontic appliances within 
10 days [34-36]. Meanwhile, oral prophylaxis ought to be conducted 
once a week on patients using drugs (Dilantin) to prevent tissue 
regrowth. Usually, the teeth movement rapidly occurs in the beginning 
of the healing process; therefore, all efforts must be made to ensure a 
quick procedure. Furthermore, instances where the surgical procedure 
performed on fibrous tissue has to be repeated several times lead to 
orthodontic treatment failure [34,37-39].

Beside the use of drugs, gingival enlargement is often associated with 
uncontrolled diabetes, inadequate nutrition, and systemic hormonal 
stimulation during puberty and pregnancy [40,41]. Meanwhile, the 
features of enlargement, edema, softness, and soft to the touch, which 
bleeds easily on minor trauma, are indicative of acute monocytes, 
lymphocytes, and myelocytic leukemia [23,33], while thrombocytopenia 
and thrombocytopathy cause enlargement and bleeding. This condition 
tends to worsen on instances where oral hygiene is not maintained, 
subsequently increasing plaque accumulation. Furthermore, 
some syndrome has been affiliated with gingival health, including 
Rutherford’s, Ramon’s, and Laband’s, which is worsened by fixed 
plaque-causing orthodontic appliances [42-46]. In addition, it is also 
expected that doctors involved in the treatment period are always 
aware of the syndrome consequences.

Periodontal problems ought to be considered before or during the 
orthodontic treatment period, alongside preventing the occurrence of 

periodontal abnormalities and exacerbating existing ones. According 
to Vanarsdall, 1981, therapy is also used to determine the possibility 
of overcoming existing periodontal problems, including (1) Deficiency 
in “lip seal,” resulting from malocclusion; (2) “Molar uprighting;” 
(3) improvement of severe teeth malocclusion in relation to alveolar 
bone in cases of dehiscence; (4) anterior functional crossbite with 
“jiggling occlusion;” (5) correction of malpositioned teeth, in relation to 
Dilantin gingivitis or gingival fibromatosis; (6) anterior teeth extrusion 
with advanced periodontitis, accompanied by pathological migration; 
(7) esthetic and restorative reasons; (8) bite open with contact only on 
the last molar; and (9) tooth eruption with subcrestal factors or “infra 
bony pocket” [12].

DISCUSSION

Recently, there has been an upsurge in the adult patient demand for 
orthodontic treatment despite the data from the Ministry of Health’s 
survey (1987), which shows an increase in the prevalence of the 
periodontal disease in Indonesia with increasing age [1]. These 
abnormalities are often faced by dentists before orthodontic treatment 
in adults, subsequently necessitating periodontics involvement.

Although bacteria have been identified as the main cause of gingivitis 
and periodontitis, animal experiments have proven the possibility of 
a recession in gingiva and bone damage after treatment. In addition, 
patients with periodontal abnormalities and orthodontic pressure are 
able to accelerate the pending damage [45,46], which according to 
Kaswiner (1981) occurs rapidly in all treated patients [33]. This occurs 
at a degree dependent on individual oral hygiene, as a very good state is 
devoid of tissue damage.

In many cases, missing teeth were identified during orthodontic 
treatment, as a result of the inability to control activities related to 
periodontal abnormalities before the procedure. Therefore, individuals 
with severe cases need to undergo periodontics treatment 3–4 months 
in advance [42,45]. The purpose of periodontics treatment is to: 
(1) Repair damaged bones and strengthens the teeth position; (2) heal 
or control the disease severity, and stabilize the process of existing 
abnormalities. However, the inability to meet up the above conditions 
indicates the propensity for failure in treatment.

It is important to pay attention to the following during orthodontic 
treatment in patients with periodontal abnormalities, including 
(1) type of orthodontic appliance to be used; (2) depth of gum pocket; 
(3) teeth position in the supporting tissue; (4) patient motivation and 
skills in maintaining oral health; (5) bifurcation as well as trifurcation 
conditions, and (6) hypertrophic tissue conditions.

Orthodontic treatment is performed on children or young adults, faced 
with periodontal problems, including gingivitis caused by plaque 
accumulation. This is congruent with the results of research by Sugiarto 
(1983) on individuals aged 7–14 years, at an elementary school, and 
100% prevalence of gingivitis was established [46-49]. Therefore, it is 
important that patients learn how to properly control plaque and clean 
calculus a few days prior, in preparation for orthodontic treatment. 
This is not recommended when the device is to be installed because 
the gingiva is highly sensitive with remnants of bleeding that possibly 
interferes with the attachment of the adhesive material on the tooth 
surface [33,48-50].

The use of fixed orthodontic appliances causes plaque retention and 
soft tissue irritation to occur easily. These surface bands associated 
with gingiva tend to change supragingival plaque into subgingival 
as the cleaning process becomes more difficult [51]. Therefore, the 
occurrence of periodontal abnormalities is highly dependent on 
oral hygiene maintenance. This is possibly performed using a special 
toothbrush to mechanically cleaning the plaque while the dentist plays 
a role as the main motivator at each patient visit through the period of 
active treatment.
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Therefore, a close and inseparable link was established between 
orthodontics and periodontology in treating patients using 
orthodontics.

CONCLUSION

It is important to carefully consider and always remember the 
periodontal problems of patients before and during orthodontic 
treatment, which makes the process successful. However, the process 
conduction in certain circumstances possibly overcomes periodontal 
abnormalities.

This paper attempts to describe all the positive and negative effects 
associated with using orthodontic appliances on gingival tissue. 
Therefore, it was confirmed that fixed orthodontic appliance causes 
undesirable changes, including the formation of plaque storage 
areas, ecosystem changes, and shifts from normal flora to microbes 
characterized as periodontopathogens, gingival inflammation, gingival 
irreversible hyperplasia, permanent loss of periodontal attachment, 
and gingival dehiscence (recession).

This effect is controlled through proper oral hygiene measures, as 
a failure of adhering to regimen leads to the initiation of damaging 
periodontal disease through violations of the natural protective barrier. 
Furthermore, a close collaboration is needed between orthodontics 
and periodontology in preparing patients, especially in handling adult 
cases.
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