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Abstract
The correlation between dental restoration and periodontal health should always be considered. If
periodontal treatment is properly done before restorations it provides an aesthetically acceptable
and functionally stable dentition. This review article aims to provide the knowledge of
correlation between the health of periodontal tissues and dental restorative procedures.
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INTRODUCTION
A beautiful smile can be accomplished only
by a healthy gingiva. An intact periodontium
provides a firm foundation for any kind of
esthetic or functional prosthesis. Restorative
dentistry has a reciprocative inducing
relationship with the maintenance of
periodontal
health.
Poor
restorative
treatment may have adverse effects on the
periodontium by increasing accumulation of
plaque while untreated periodontal disease
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will compromise the success of restorative
dentistry.1 To achieve the long term
therapeutic targets of, optimum function,
treatment predictability, longevity and
maintenance; acute periodontal infection
must be treated and controlled. This has to
be done before the initiation of restorative or
aesthetic
dentistry.
An
adequate
understanding of the relationship between
periodontal tissues form and function with
restorative dentistry is paramount to ensure
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adequate rehabilitation of the dentition.
Even though most clinicians are aware of
this important relationship uncertainty
remains regarding specific concepts such as
biologic width, its maintenance and
applications of crown lengthening in cases
of Biologic width violation.2 Therefore
restorations should be designed to be self‑
cleansing and they should promote gingival
health. The aim of this review is to find the
co-relation between restorative procedures
and materials on the periodontium.
Rationale for therapy
Reasons for maintaining periodontal health
before performing restoration are:
1. Periodontal treatment should be
undertaken
to
ensure
the
establishment of stable gingival
margins before tooth preparation for
restoration.3,4 In addition, tissues that
do not bleed during restorative
manipulation allow for a more
accessibility and aesthetic result.5,6
2. Certain periodontal procedure are
designed to enhance adequate tooth
length for retention, impression
making, tooth preparation and
finishing of restorative margin.5,7
Failure to complete these procedure
before restoration can add to the
complexity of treatment along with
unnecessary risk of failure.5
3. Periodontal therapy should follow
restorative procedure because the
resolution of inflammation may
result in the repositioning of teeth or
in soft tissue and mucosal changes.8
4. Orthodontic tooth movement and
restorations
completed
without
considering the importance of
periodontal treatment designed for
this purpose may be subject to
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complicate construction and future
maintenance.9
Restorative considerations that affect the
periodontium


Restoration contour and contact
areas



Margin adaptation and defects



Location of margin



Role of provisional restorations



Design of fixed and removable
partial dentures



Occlusal function



Prosthetic and restorative materials
and alloy hypersensitivity



Iatrogenic damage from restorative
procedures.

Restorations Contour and contact areas
Clinical longevity of any prosthesis is
directly related to achieving proper
restorative contours.10 When the gingiva
contacts a non-contoured flat tooth surface,
there is a tendency to develop a thick free
gingival margin around the tooth. Overcontouring of restorations or faulty
placement of contour is a much greater
hazard to periodontal health than is lack of
contour, since both supra- and sub-gingival
plaque accumulation will be enhanced and
retained by over-contoured margins. The
greater the convexity, the more difficult it is
to remove the plaque.11The facial or lingual
surface of a restoration should not have
more than 0.5 mm bulge adjacent to the
gingival margin because this may interfere
with adequate plaque removal.12 Contact
areas should be in the coronal third of the
crown and buccal in relation to the central
fossa. Proximal contact points are buccal to
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the central fossa line, except for maxillary
molars founds at the middle third. This
creates a large lingual embrasure for
optimum health of the lingual papilla.10,13
Marginal adaptation
Researches indicate that even clinically
successful crowns have margins that are
open. The average opening is about 100 nm,
which tends to harbour bacterial plaque even
around the best fitting margins of a
restoration
causing
inflammation.14,15
Roughness of the tooth‑restoration interface
from scratches in the surface of carefully
polished acrylic and ceramic crowns,
inadequate marginal fit of the restoration,
dissolution and disintegration of the luting
material causing crater formation between
the preparation and the restoration and
inflammation of gingival.16
Location of margin: The clinical
significance of margin placement
Eissman et al.’s design criteria for fixed
partial dentures state that crown margins
should be placed on tooth surfaces that are
fully exposed to cleansing action, preferably
supragingival or slightly into the sulcus.17
Vigorous tooth brushing was effective up to
0.7 mm below the gingival margin,
suggesting that the submarginal extension of
restorations should be limited to no more
than
this
distance.18
Restorative
requirements
frequently
necessitate
subgingival margin placement in order to
gain resistance or retention form to alter
tooth contour, for caries for subgingival
tooth fracture removal, in furcation
involvement and to hide the tooth‑
restorative interface or have contacts that
need to be lengthened apically to avoid
black triangles.19 In such cases, subgingival
margin placement is necessary, marginal fit
should be optimal because rough
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restorations or grossly open margins lead to
an accumulation of bacterial plaque.20
Current trends favor equigingival margins
over older concepts of subgingival margins
for crowns, which are kinder to the
periodontium. Furthermore, advances with
emerging translucent restorative materials
adhesive dentistry, and resin cements,
promote polished
margins that esthetically blend with the
tooth for a healthy tooth‑restorative
interface even when placed equigingival.21
Orkin et al demonstrated that sub-gingival
restorations had a greater chance of bleeding
and exhibiting gingival recession in
comparison to supra-gingivally placed
restoration margin.22
Renggli et al showed that gingivitis and
plaque accumulation were more pronounced
in interdental areas even with well-adapted
sub-gingival
amalgam
restorations
compared to a sound tooth structure.23
Role of provisional restorations
Provisional restorations protect the prepared
teeth, reduce the sensitivity of the vital
abutments, and prevent tooth migration.
They are used to correct esthetics, phonetics
and occlusal scheme. They should have
good marginal fit and polish. This prevents
plaque
accumulation
and
related
inflammatory gingival overgrowth or
recession.1,24,25
Design of fixed and partial dentures
Stein concluded that the pontic design was
more important than the material used in the
pontic construction. The undersurface of
pontics in fixed bridges should barely touch
the mucosa. When the contact is excessive,
it prevents cleaning. The “modified ridge‑
lap” pontic has pinpoint, pressure‑free
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contact on the facial slope of the ridge, and
all surfaces should be convex, smooth, and
highly polished or glazed.26,27,28
Occlusion
Cantilever designs often result in fractures
of casting and roots and periodontal
inflammation around abutment tooth.
Occlusal evaluation is to be done after
inflammation due to periodontitis has
subsided due to changes in tooth‑tissue
relationship. Occlusal appliance therapy
may be used before occlusal adjustment for
acute issues. Use cantilevers sparingly and
with light occlusal contact if needed with
multiple abutments.28

Restorative materials and alloy sensitivity
Self‑curing acrylics are less tissue friendly.
Improperly finished composites may
become rough. Phosphate cements and
silicates are irritant. Lab cast and high polish
of restorations is important in preventing
plaque accumulation.29 Unfavorable gingival
reactions to alloys used in the oral
environment have been noted.30
Iatrogenic damage from procedures
Not using electrosurgery, cryosurgery and
laser in proper way can cause excessive
necrosis of the gingiva and in extreme cases,
the underlying bone. Excessive pressure
during trimming and fitting bands may
traumatize the gingival attachment and lead
to irreversible gingival recession.31
Conclusion
The branches of dentistry are related to a
each other by a common motto of
preservation and maintenance of the natural
dentition in health. Therefore, an
interdisciplinary approach is required to
maintain the good oral health.
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