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PERIODONTICS

TREATMENT OF JUVENILE PERIODONTITIS

been described as a specific

infection causing rapid loss
of alveolar bone around one or more teeth
in an otherwise healthy adolescent. Clini-
cal features include: (a) circumpubertal
onset (by minimal plaque and calculus
deposits (c) rapid localized or generalized
bone loss (d) mobility (€) migration (fj often
bilateral mirror image osseous defects
(g) familial pattern of inheritance (h) higher
incidence in black females.

Although the precise etiology and patho-
genesis are as yet unknown, much has been
recently learned. Juvenile periodontitis
disease sites demonstrate a ‘‘unique
microflora’’ that has been classified as five
groups of gram negative anaerobic rods.
Most notable is the organism ''Actino-
bacillus actinomycetemcomitans'' (or
A.a.). Additionally, many of these patients
exhibit defects in their immune system, spe-
cifically in lymphocyte transformation as
well as P.M.N. chemotaxis and phagocy-
tosis.! Although there are theories which
attempt to explain the often localized and
symmetrical pattern of bone loss and rela-
tive lack of inflammation, much is still to be
learned.

Today we have evidence to suggest that
treatment of ].P. should consist of a
prescription of Tetracycline 250 mg. Q.1.D.
for three weeks in order to eradicate the A.a
organism, in conjunction with local ther-
apy.? The various treatment modalities
may include one or more of the following:
scaling and root planing, closed and/or open
curettage, occlusal adjustment, active
and/or passive tooth movement, osseous
surgery, osseous grafting, dental autotrans-
plantation and strategic extraction.

A treatment decision must of course be
based on an accurate diagnosis and treat-
ment plan. It is not within the scope of this
article however to cover this exhaustively,
but rather to demonstrate some examples
of various treatment modalities performed
on a single patient that has to date been
followed over a seven-year period and was
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initially reported in the Journal of the
Canadian Dental Association in 1981.°
The initial examination and diagnosis was
carried out in September 1978 and treat-
ment was initiated shortly thereafter. Ini-
tial therapy consisted of oral hygiene
instruction, scaling and root planing, and
systemic Tetracycline. Although treatment
of the teeth to be described (1.6, 2.6, and
4.6) was carried out concomitantly, the

Image view

Fig. 1. Tooth #46 — deep osseous defect. Mirror image view.

Fig. 2. Tooth #46 — after placement of decalcified freeze-dried osseous allograft. Mirror

treatment and follow-up of each tooth is
illustrated and described separately.
Tooth 4.6: The osseous defect as visual-
ized during periodontal surgery was
extremely deep and it was decided to
carry out an osseous grafting procedure
(Fig. 1, 2). (The rationale and selection of
osseous grafts is not within the scope of this
article but interested readers are referred to
the Thesis of the author, 1977 located at
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