A CASE FOR CROWN
LENGTHENING

Crown lengthening can be a necessary surgical procedure prior
to restoring some badly damaged or decayed teeth

n March 16, 1982, a 32-year-

old woman arrived for treat-

ment with the chief complaint

that her fillings were fre-

quently breaking and falling
out, especially if she flossed. The ex-
amination revealed abundant plaque,
multiple caries and restorations (many
of them inadequate), but yet insignifi-
cant periodontal pocket depth or attach-
ment loss. There were also endodontic
complications.

With improved home care, the prog-
nosis was excellent periodontally. The
restorative prognosis however was de-
pendant on endodontic therapy as well
as the availability of access to adequate
sound clinical tooth structure (in this
case, most of the teeth exhibited very
deep subgingival caries and/or pre-ex-
isting inadequate restorations).

Figures 1-6 (p. 26-27) show the buc-
cal and palatal views of the patient’s
upper left quadrant before and after sur-
gery. Similar procedures were carried
outin all areas of her mouth. Describing
details of the surgical technique is not
within the scope of this article but the
surgery necessitated removal of gingi-

val and osseous tissue as well as apical | to the level of the crestal

positioning of the gingival flaps.

Maintaining a healthy periodontium
is a prerequisite to successful long-term
restorative therapy. The restorative
dentist should therefor understand the
nature of the attachment apparatus (the
biological response and physical dimen-
sions), especially when placing
subgingival restorations because of in-
adequate clinical crown length.

The physical dimensions of the
dento-gingival junction have been pre-
viously described.! In one study, the
sulcus was on average close to 1 mm in
length while the junctional epithelium

bone. Thus, when restorations, decay,
resorption or subgingival fractures en-
croach closer than 3 mm to the osseous
crest, the biological width has been
violated.

Assuming the tooth is salvageable, a
surgical crown lengthening procedure is
necessary in order to properly carry out
the restorative procedure. Several stud-
ies 23458 have shown what happens if a
restoration violates the biological
width. These complications include
gingival inflammation, bleeding and ir-
reversible loss of attachment with infra-
bony osseous defects and pocket forma-

and supracrestal connective tissue at- | tion. In contrast, when carrying out sur-

tachment to the tooth were
also about 1 mm in length.
The junctional epithelium
and supracrestal connective
tissue attachments taken to-
gether have been described as
the biological width. Clini-
cally, this means that the re-
storative dentist must have a
minimum of 3 mm (2 mm for
the biological width and at
least 1 mm for the sulcus) of
sound tooth structure coronal
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gical crown lengthening, the
tissues are judiciously re-
sected such that adequate
clinical crown length is
achieved. At the same time,
infra-bony osscous defects
and clinical pocket formation
are avoided.

The concepts of surgical
crown lengthening to gain
access to sound tooth struc-
ture are applicable both to
multiple arcas (Figs 1-6) and
to single teeth (Figs 7-9).
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1. Palatal view before surgical crown lengthening. Note
that after removal of the caries and most of the old
restorations there is adequate sound tooth struclure to
allow proper restorative treaiment

3. Palatal view six weeks after periodontal surgery. The
temporary crown margins approximate the pre-existing
gingival level

2. Palatal view immediately after surgery. Compare tp
Figure 1to see degree of apical tissue dispalcement that
exposed adequate clinical crown length for future re-
slorative treatment

4. Buccal view immediately atter surgery
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6. Buccal view four weeks after surgery

7. Radiograph shows apparent "ditch” in the tooth

8. The subgingival defect and caries have been exposed. The osseous defect has also
been eliminated with osteoplasty via “ramping"

9. View two months after surgery. The porcelain crown margin approximales the
presurgical gingival level
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