GINGIVAL ALTERATION

onstruction and Use of a Surgical Guide
for Anterior Periodontal Surgery
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for altering gingival levels
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ing a gingivectomy,” an api-
cally positioned flap with
osseous recontouring,** and
the use of orthodontics to posi-
tion the gingiva apically or
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coronally by intruding or extruding teeth.

Communicating Tre ExpecTen Outcome

Whenever an alteration in gingival levels is contemplated, one of the
challenges is how to communicate the expected outcome to the patient
to determine if he or she will find the planned outcome acceptable. One
of today’s more common methods to communicate what a patient’s
smile will look like after a gingival alteration is computer imaging .’

Computer Imaging

Computer imaging has several advantages. First, it is reasonably
instantaneous. After taking a photograph of the patient’s smile, today’s
imaging systems can very rapidly add or remove tissue, thereby making
the teeth appear either shorter or longer. Another advantage is that noth-
ing has to be fabricated by the dentist or the technician to provide the
patient with an idea of what the final esthetic outcome could be.
However, as powerful as computer imaging is in giving patients a con-
cept of the vision, it does have a significant limitation. The primary lim-
itation is the two-dimensional nature of the image, which does not allow
the practitioner or patient to evaluate any proposed changes to the gin-
giva or teeth during the dynamics of lip movement.

Despite this limitation, computer imaging provides enough informa-
tion to accurately depict the final outcome whenever the planned surgery
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Figure 1A —Lori presents unhappy with her smile, both with
tooth position and the amount of gingival display.

Figure 1B—The planned changes for the final result are
drawn on the Polaroid photograph after first placing tape

" over the photograph. This way, if the changes are not what

" the patient wants, it is éasy to peel off

- piece of tape, and redraw the chan,

will alter the gingiva on one or two teeth while leaving the gingival lev-
els on the adjacent teeth in their existing position. Even if the planned
gingival change involves moving tissue 1 mm or 2 mm on all the teeth
with a simple gingivectomy, computer imaging is probably all that is
necessary before proceeding with surgery.

ComposiTE Resin SuraicAL GuiDE

However, when the surgery will involve many or all of the anterior
teeth and will result in moving gingiva several millimeters, to the extent
that a flap will be raised and bony levels altered, an additional guide is
necessary before surgery.

This article will describe a technique for the construction and use of
a composite resin surgical guide to facilitate communication of the
patient’s desired gingival alteration to the surgeon.

Construction

After 10 years of constructing these types of surgical guides with a
variety of materials and methods, the composite resin surgical guide fab-
ricated with Triad® (DENTSPLY® Caulk®) composite and made direct-
ly on a stone model is by far the easiest and the least time-consuming.

Before beginning the construction of the guide, it is necessary to
complete the treatment planning on the patient with regard to the incisal
edge position and the desired gingival levels. To facilitate this, using two
primary photographs is recommended. The first photograph is with the
patient’s upper lip in repose to evaluate the amount of upper incisor dis-
played at rest, and the second photograph is with the patient in a full
smile to evaluate the amount of lip mobility relative to the incisal edge.
After determining the final incisal edge position, it is then possible to
determine how much gingival alteration is necessary."

Case Report 1: Lori

Lori presents as a 38-year-old woman unhappy with the appearance
of her anterior teeth and her smile (Figure 1A). Her dental history
included congenitally missing lateral incisors and orthodontics as a child
to move the canines into the lateral incisor position. In addition, the
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Gase Study continued

Figure 1D— Using the existing incisal edge of the patient as
a reference, the desired gmgwa! levels drawn in the photo-
graph are transferred to the parlem 5 stone model.

Figure IE—Transfer the gingival level changes. to
model, duplicating wka: was done in the phomgraph

Figure 1G—A patty of Triad® is pressed over the teeth to be
restored, leaving 1 mm to 1.5 mm of thickness so that the red
lines drawn on the model are visible through the soft Triad®,

Figure 1H—This view illustrates the approximate thickness
of the patty of Triad® as it is compressed over the teeth.

Figure 11— Using an interproximal carver, the soft excess
Triad® is removed to the level of the red lines and, in the
case of the lateral incisors, to the level of the existing gingi-
val margins of the patient.

Figure 1]—After curing the Triad® with either a curing
light or a Triad® oven, the guide is removed from the lubri-
cated model.

Figure 1K—Double-sided diamond discs and acrylic burs
are used to contour the guide and create the embrasure faml

s F:gm 1L—Palaseal® }laxbempamrcd over the guide and

light cured to pmdme’ a surfe

Figure IM—After a marking pen has been used to black out
the incisal edges of the patient’s centrals, the guide is
placed, giving the patient an accurate representation of the
desired gingival level change that can be accomplished.

Figure IN—The completed restoration, afrer OSSEOUS
surgery on the first premofar:. to simulate canine tissue lev-
els, and on the central incisors, rarsmg the tissue apically to
a correct pa.rmon

. Figure 10—Lori
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Gase Study continued

mandibular first premolars were
removed. However, even after the
orthodontic treatment, there was
still an arch-size discrepancy
between the maxillary arch with
the missing laterals and the
mandibular arch with the removed
first premolars. Because of this,
Lori ended up with an anterior
open bite and the subsequent
overeruption of the maxillary cen-
tral incisors.

With the overeruption of the
maxillary centrals, both teeth are
now located too far coronally rel-
ative to her face. In addition, as
the teeth overerupted, the gingiva
followed, and is now positioned
too far coronally relative to the
gingiva on the canines that are
now in the lateral position. The
gingiva on both first premolars,
which in Lori’s case are exception-
ally short, is also located too far
coronally relative to the canines, if
the canines are to act as lateral
incisors.

Treatment Plan

In developing a treatment plan
for Lori, several options exist.
Esthetically, the ultimate treat-
ment plan would require apically
positioning the central incisors
until the incisal edge is in the cor-
rect plane. As this is done, the gin-
giva would also move apically,
correcting the gingival problem
on the centrals.

The canine teeth normally
have tissue heights at the same
level as centrals, but when they
are moved mesially to replace lat-
eral incisors, the tissue levels on
the canines are often located too
far apically compared to where
the tissue levels on the natural
teeth would be. In Lori’s case,
erupting the canines about 1 mm
would bring the gingiva 1 mm
coronally at the same time the

Figure 1P—Lori’s post-
- treatment smile, I year
. after the completion of

centrals are being positioned api- | Starting Point: Orthodontics
cally, resulting in the relative gin-
gival levels becoming more ideal.

After describing the ultimate
concept of the treatment plan to

The tissue over both maxillary
first premolars will also need to be
moved apically to the correct
level, which is more apical than
both canines in the lateral posi-
tion, so that the premolars can be
restored to look like canines.

Lori, the next decision to make
was how to implement it. As a
starting point, orthodontics was
recommended to correct the tooth
positional changes that had taken
place since her childhood. She
was referred to an orthodontist to

Like many doctors, you'd like to get away from the
drudgery of “assembly line

dentistry and supplement
your case load with more enjoyable (and more profit-
able) cosmetic and other elective procedures.

The trouble is, you'll first have to find prospective
patients and then show them all the benefits they'll
receive. Next, you'll need to convince these patients to
actually pay for the work, even when it is not covered by
insurance. And of course, you'll have to do this in spite
of enormous competition from other dentists.

To be successful, you'll need new ideas. Lots of
fresh, proven ideas. And that's exactly whar you'll get
when you join Practice Builders.

Join Practice Builders and flood
your office with high paying
esthetic care patients.

Practice Builders has already successfully grown
over 100,000 professional practices in the past 20 years,
including over 15,000 general and specialty dentists. To
help you get ahead, we'll give you a special 3-Step plan
to win the kinds of cases you desire.

Step 1. Our special report “Cornering The
Cosmetic Market” is replete with winning strategies to
double, triple, or even quadruple your esthetic cases.
You'll learn new ways to generate these cases through
leveraging your patient base, by building professional
referrals and through external advertising. You'll also
le

patients are thrilled to pay for elective care.

n how to present your cases more effectively so that

Step 2. Next, so that you always have the most up-

to-the-minute, proven practice growth strategies, you'll

double my esthetic cases?

also receive a year's subscription to our award-winning
“What's Working" newsletter. Published 11 times a
year, every issue is packed with ideas you can use
immediately to boost your bottom line, and get more of
the cases you want.

Step 3. Finally, just to make sure you have all your
questions answered, we'll also provide you three half-hour
telephone consultations with one of our world-class
marketing experts. Each of our consultants has already
;_(ul\||:d thousands of other doctors to their dream
practices, so they are eminently qualified to help you find
your favorite cases.

And since you are a Contemporary Estherics and
Restorative Practice reader, we've agreed to reduce your
first year's membership dues in half, from $194 to an
investment of only $97.

Best of all, we guarantee that you'll get at least ten
new esthetic cases from following our advice, or we'll
refund your membership fee, no questions asked.

So get off the assembly line and build a more
successful practice. Simply call 1-800-679-1200, ext. 235.
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Figure 2B—This phofagmpl.l. illustrates the etiology of
Debbie's complaint, The teeth show excessive wear and

have erupted as they have worn, bringing the tissue with

them. The correct method of increasing the tooth size will
not be to increase incisal edges, but rather to apically posi-
tion the tissue. i

Figure 2D—The periodontist has made the initial incision
by following the outline of the gingival guide.

Figure 2E—After removing the excess tissue, the flap has

been reflected, illustrating the existing bony level. Note: the -

guide is currently covering the bone on several of the teeth. -
- sl Y L I A iy S

et | ¥

Figure 2F—The bone has been moved the correct distance

 from the edge of the guide, which illustrates the desired free
+ " gingival margin location. In this patient, the bone was
. moved 3 mm from that location, creatin

““biologic width and a sulcus.”
hs, : g CF

lequate space for

with the guide left in place so that the interproximal bone
can be placed the correct distance from the incisal edge,
ensuring that the papilla will be located 5 mm
 the incisal edg, .

intrude the two central incisors, mildly extrude
both canines, and intrude both first premolars.

One of the challenges of this treatment plan
is that, as the centrals are positioned apically to
correct the gingival levels, the problem of the
anterior open bite remains. In addition, the cor-
rected tooth position after orthodontic reposi-
tioning will need to be maintained. It became
obvious that if the teeth were repositioned and
the orthodontist was unable to gain anterior
contact by modifying the tooth position on the
mandibular anteriors, some type of restoration
would be necessary on the maxillary centrals

Figure 2G—The interproximal papilla was also reflected
. bone and 4.5 mmto 5 mm above
6 mm from'=Us G Pt S iy
AR Rt
3 3 Ay

pt Y .f_ .

Figure 2H—The flaps are i'ep!ﬁt:.‘"éd; id sutured close fo :
edge of the guide. This places the flap 3 mm above the facial.
“th ‘nterpimal_bm' :

to create an occlusal stop on the lingual, pre-
venting the reeruption of these teeth. This
would also be necessary on the first premolars
if occlusal contact could not be achieved by the
orthodontist.

Restorative Dentistry

The ultimate plan after orthodontics was to
réstore both first premolars to look like
canines, to restore both canines to look like lat-
eral incisors, and to restore both central
incisors with restorations that overlapped the
lingual surface to create an occlusal stop.

Another orthodontic plan considered was to
remove the maxillary first premolars, move the
canines distally into the premolar position,
level the central incisors to the correct location,
and replace the lateral incisors with either pon-
tics or single tooth-implants.

Alternative Treatment Plan: Surgery
However, after the consultation with the
orthodontist, Lori returned, stating that she did
not want to go through orthodontic therapy. This
is a common comment, and when a patient states
an unwillingness to go through orthodontics as

m Ao, 1999
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Gase Study continued

an adult, informing the patient of
all the potential advantages or dis-
advantages of alternative treatment
plans is recommended.

Having orthodontic therapy
usually becomes the difference
between whether the teeth will
have to have significant restora-
tions performed to correct the
alignment. Lori’s case, however,
even after orthodontics, would
still result in a significant amount
of necessary restorative dentistry.
She wanted to know if there was
an alternative way for her to
obtain what she wanted in the
final result, avoiding orthodontics
in the process. In her case, would
it be possible to move the gingival
levels on the centrals and the first
premolars to an acceptable level
and then to restore the anterior
teeth rather than doing any ortho-
dontic repositioning?

In evaluating this situation, it
became obvious that the amount of
tissue level change on both the cen-
trals and the first premolars would
be significant, far more than the
capabilities of a simple gingivecto-
my. In fact, the faciogingival mar-
gin would need to be moved apical-
ly from 3 mm to 4 mm. With this
amount of gingival change
required, some osseous surgery
would need to be performed.
Whenever a significant amount of
osseous surgery is necessary, the
root length on radiographs must
first be evaluated. Although Lori
did not have excessively long roots,
she did have an adequate root
length, so that after the osseous
surgery, it would still leave 9 mm to
10 mm of root in bone on the facial
surface, and even more interproxi-
mally and palatally.

Lori then wanted to know what
the final outcome would look like
if this treatment were done surgi-
cally instead of orthodontically.
She wanted to know what size the
teeth would be and approximately
what they would look like after
treatment. Because Lori was very
committed to having the surgery
and the restorations done, showing
her a computer image of what it
might look like became superflu-
ous. Therefore, we proceeded
directly to the fabrication of the
surgical guide so that she could

specifically see the chosen level of
the gingiva before surgery.

Fabricating the Guide
Drawing & Measuring

The first step in fabricating the
guide is to draw the proposed
treatment plan on a photograph of
the smile. Use a Polaroid photo-

graph taken at a specific magnifi-
cation (2X or twice life-size).
Because the magnification is
known, the transfer of all the
changes from the photo directly to
the patient’s model is easily
accomplished with a simple math-
ematical calculation. Anything
seen in the photograph will be

exactly twice life-size. Draw in
the desired incisal edge position
and gingival height that will be
correct for the patient on the
Polaroid photograph (Figure 1B).

The second step is to use a
caliper to measure on the photo-
graph from the patient’s existing
incisal edge to the desired gingi-
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Gase Study continued

Figure 2]J—The completed
final restorations, showing
the new tooth length and gin-
gival form. Note the absence
of any black spaces.

val margin level on the teeth
where the tissue will be changed
(Figure 1C). Then take the mea-
surement on the caliper and divide
it in half to determine the actual
numbers to be transferred to the
patient’s stone cast. Reset the
calipers to the correct measure-
ment for the patient (half of what
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it was on the photograph), and
transfer the gingival levels to the
patient’s stone cast using an exist-
ing incisal edge position on each
tooth as the reference for the mea-
surements (Figure 1D). After trans-
ferring the free gingival margin
location, draw the desired shape of
the gingival margin on the cast for
each of the teeth that are planned
for surgery (Figure 1E).

Cutting & Shaping

After the drawings are com-
pleted, lubricate the stone cast
with petroleum jelly (Figure 1F).
Cut a piece of the Triad® material
to the appropriate length for the
number of teeth for which the
guide will be made, which in
Lori’s case are the six anterior
teeth. Press the rope to create a
thickness of 1 mm to 1.5 mm of
Triad® extending from the incisal
edge to the new gingival levels (in
this case, from the right to the left
first premolars) (Figures 1G and
1H). Try to keep the shape and the
thickness of the Triad® even
across all the teeth.

Because both central incisors
are being shortened, it is neces-
sary to allow the central incisors
to extend beyond the Triad®. If the
treatment plan were to lengthen the
incisal edges, extending the Triad®
beyond the incisal edges to the
desired incisal edge position would
allow for the evaluation of both the
incisal edge and the gingival level
change with the guide in place.

Thinning, Curing & Carving
Gingivally, it is important to
thin out the Triad® by pressing it
against the stone so that the drawn
red lines indicating the desired gin-
gival level can be seen through the
Triad®. Using a scaler, pick off all
the excess Triad® apical to the red
lines (Figure 1I). As soon as the
Triad® material is cut back to the
desired gingival and incisal levels, it
is ready to cure, either with a hand-
held curing light or by placing it in
a Triad® curing oven for 2 to 3 min-
utes. The guide can then be re-
moved from the model (Figure 1J).
Draw lines where the facial
and incisal embrasures should be
created between the teeth; using a
thin, double-sided diamond disc,

ConTenpoRARY ESTHETICS AND RESTORATIVE PRACTICE




Gase Study continued

create the embrasure form by
carving the embrasures into the
Triad®. It is also possible to use an
acrylic bur to reshape the facial
surfaces or thin the guide before
carving in the embrasures.

One of the limitations of this
technique is that, because the guide
is lying on top of the patient’s teeth,
it may appear bulky to the patient.
Therefore, it is often preferable to
thin out the guide to less than 1 mm
in thickness across the facial sur-
faces of the teeth. This is done
before carving in the embrasures
because the guide becomes more
fragile after the embrasures are
carved (Figure 1K).

Polishing

After recontouring the guide
with the diamond disc and the
acrylic burs, the next step is to
polish it. Because it is relatively
fragile, polishing it on a lathe with
pumice is not recommended. It is
preferable to paint on a light-
cured composite glaze. The glaze
of choice is Palaseal® (J.F.
Jelenko & Co., Inc.), a denture-
sealing resin. Use a small brush to
paint on two thin layers of

A T
Figure 2K—Debbie's pretreatment
facial appearance.

Figure 2L—Debbie’s . posttreatment
facial appearance, 18 months after
treatment.

Palaseal® (light curing between
layers) to provide a very natural-
looking luster to the finished
guide (Figure 1L).

Trying In the Guide
The completed surgical guide
can then be tried in the patient’s

mouth. If the model was accurate
and if the stone was not fractured
when the Triad® was being taken
off and on the model, which often
occurs when lubrication is inade-
quate, the guide should go imme-
diately to place. If there is any
binding or lack of seating, simply

use a product such as FIT
CHECKER™ (GC America,
Inc.), a silicone checking materi-
al, to locate the area that is bind-
ing and relieve it with a bur to
allow complete seating. If the
guide has gaps underneath, it may
be easily relined with any of the
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Gase Study continued

composite temporary materials on
the market, such as Luxatemp®
(Zenith Dental/DMG) or 3M™
Iso-Temp™ (3M Dental Products).
If the guide fits loosely and does
not stay in place, which can occa-
sionally occur when the incisal
edges are not being overlapped,
denture adhesive products can be
used to hold it in place for patient

Uz [LEAWIE
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evaluation. Whenever
extending the guide over the incisal
edge and slightly down the lingual
surface gives it a very positive seat,
making it snap to place quite firmly.

possible,

In Lori’s case, when the guide
was first placed, the incisal edges
of her central incisors extended
coronally below the end of the
guide. This problem was easily

solved by taking a black marker,

blacking out the incisal edges of

her natural teeth, and replacing
the guide in position (Figure 1M).

Evaluating With the Guide

By standing 4 to 6 feet away
from a mirror, Lori could evaluate
what the gingival levels and
incisal edges would be like. She

:
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could watch herself speak, see a
full and partial smile, and evaluate
the changes as her lips moved nat-
urally. In addition, because the
guide is removable, it is possible
for the patient to take the guide
home and show it to friends and
family for their opinions, as well.

If the patient thinks the tooth
length is excessive (the planned
gingival alteration will remove the
tissue too far apically), use a rub-
wheel, diamond
acrylic bur to shorten the guide to
the amount desired by the patient.
If the patient thinks the teeth could
be longer, it is also easy to add
more of the Triad® material with a
add

ber disc, or

composite instrument to
length to the guide, extending it
farther up over the patient’s tissue.

It is necessary to remind the
patient that, because the guide is
lying on top of the teeth and gin-
giva, it will feel bulkier to the lip
and tongue than the final result. In
Lori’s case, she was extremely
pleased with the position of the
new incisal edge and the gingival
levels on the guide as it was con-
structed.

Figures IN through IP show
Lori before treatment and after
surgery and restoration of the six
anterior teeth.

Case Report 2: DeBBIE
Debbie presents at age 36
unhappy with the appearance of
her teeth. The teeth were worn
down, and therefore very short
(Figure 2A), and she showed
more gingival tissue than she
wanted to in her smile (Figure
2B). An evaluation of the incisal
edge of the anterior teeth deter-
mined that their current position
was acceptable. This indicated
that as the teeth wore away, a
compensatory eruption occurred
so that, as the teeth erupted, the
gingiva came down with them.
Because of the diagnosis as to
why the teeth were so short,
restoring more length to the in-
cisal edge to correct the problem
would be inappropriate. Instead,
moving the gingival tissue apically
would be the appropriate method
for increasing the size of the teeth
and minimizing the amount of gin-
gival display during the smile.
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Guide Evaluations

Debbie brought in a photo-
graph of herself when she gradu-
ated from high school, which
showed very large central
incisors, from 10.5 mm to 11 mm,
and very little gingiva displayed
in a high smile. With this in mind,
a guide was constructed, just like
the guide made previously for
Lori. Figure 2C shows the guide
tried on Debbie’s teeth, illustrat-
ing the desired gingival change.
As in Lori’s case, Debbie took the
guide home and was able to show
it to her husband and friends.

Communicating With
the Periodontist

After Debbie approved the
gingival levels in the guide, the
next step was to communicate this
information to the periodontist
who would be performing her
surgery. The guide represents the
desired final free gingival margin
location after surgery. This pro-
vides several benefits to the sur-
geon: (1) It can be used during the
initial incision process to locate
the incisions at the correct level,
and (2) it can be used during
surgery after the flaps are reflect-
ed to aid in the bony recontouring
so that the bone is repositioned to
the correct distance from the
desired final free gingival margin
location.

Initial Incisions

Before surgery, it is necessary
to determine how much tissue
alteration is planned and whether
the patient has an adequate zone
of attached tissue to allow an
excisional type of incision where,
although some of the attached tis-
sue is removed, an adequate zone
remains." If an adequate zone of
attached tissue is not available, it
is necessary to perform an apical-
ly positioned flap, which is a
more complicated surgery in
terms of postoperative healing. In
Debbie’s case, there was an
extremely wide zone of attached
tissue that made it possible to
excise the desired amount of tissue
with the initial incision. Figure 2D
shows the initial incisions made by
the surgeon scribing around the
edge of the guide.

Osseous Recontouring

After the initial incision is
made, the portion to be removed is
curetted off and discarded. It is
then possible to elevate the flap on
the facial surface. Figure 2E
shows the guide in place with the
facial flap elevated. Note that the
underlying bone on several of the

teeth is currently at the same level
as the guide (ie, the underlying
bone on the facial is actually at the
desired level of the final free gin-
gival margin level).

Because the guide can be
placed when the flap is reflected, it
is possible to use the guide as a ref-

guide to the bone during osseous
recontouring to re-create an ade-
quate zone for biologic width and
adequate sulcus depth. In Debbie’s
case, there was an average biolog-
ic width of 2 mm. Because it is
desirable to have a minimum of |

mm sulcus depth built into the

erence point, measuring from the
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Gase Study continued

cally 3 mm from the guide on the
facial surface (Figure 2F)." In
some patients, it will be necessary
to remove more bone than this if
the height of their attachment is
greater than the average 2 mm.'*'*

After the facial bony height
was corrected using the guide as a
reference, it was necessary to

reflect the papilla, which also had
to be moved apically in Debbie’s
case, and to correct the interprox-
imal bony level. Rather than using
the margin of the guide, use the
incisal edge of the guide as a ref-
erence for correcting the inter-
proximal bone level.

In a patient with an average

biologic width of 2 mm, the inter-
proximal bone is typically placed
9 mm to 10 mm from the final
incisal edge position. This results
in an interproximal papilla that is
5 mm to 6 mm from the final
incisal edge,'*'® which is estheti-
cally and structurally desirable in
most patients (Figure 2G).
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Replacing the Flaps

As soon as the osseous recon-
touring has been completed, it is
possible to replace the flaps and
complete final suturing. This is
another area int which the guide is
extremely useful. Without it, it is
difficult for the surgeon to know
where to place the flap in an api-
coincisal direction. With the
guide, however, it is obvious that
the border of the guide is the
desired gingival margin. The sur-
geon only has to put the flap back
in a position so that when it is
sutured, the edge of the flap and
the edge of the guide are in prox-
imity to each other (Figure 2H).
This re-creates an adequate zone
for the attachment below the free
gingival margin and simultane-
ously re-creates at least a 1-mm
sulcus (Figure 2I). After an ade-
quate healing time, it is possible
to prepare the teeth and place a
temporary restoration.

The Final Restoration

As soon as the patient has
evaluated and approved the provi-
sional, the final restoration can be

completed. In Debbie’s case,
because she had chosen to restore
the maxillary arch from first
molar to first molar, the surgery
was performed from second pre-
molar to second premolar on each
side, lengthening the incisors, the
first premolars slightly, and the
second premolars. Figures 2]
through 2L show the completed
restoration 1 year after the restora-
tion was inserted and almost 2
years after surgery, compared to a
facial photograph of Debbie the
day of her initial exam.

ConcLusion
This article describes a tech-
nique for the fabrication and use
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(ase Study continued

of a composite resin surgical
guide. The guide is simple to
make, extremely useful for both
patient and surgical communica-
tion, and invaluable whenever sig-
nificant alterations in gingival lev-
els that require flap reflection and
osseous surgery are planned.
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