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FOUR TOOTH-CONTAINING blocks were obtained from patients being treated for infraosseous
lesions of significant depth as part of their periodontal therapy. Treatment consisted of open
flap debridement and professional cleansing at least every 4 weeks. Teeth in block were
removed for histologic study 4 to 6 months after surgery. Histologic evaluation of the repair
process showed pocket closure by epithelial and connective tissue adhesions in the form of an
elongated junctional epithelium, beneath which parallel-oriented fibers adhered to the root
for a limited distance. Apical to this adhesion, functionally inserted fibers were present. Since
no cementogenesis was seen at these latter areas, it must be assumed that the inserted fibers
were present before the surgery and were not significantly affected by the procedure. No
significant evidence of crestal osteogenesis was noted. However, comparison of the clinical
osseous profile recorded at the time of surgical debridement with the flat crest seen in two of
our cases histologically, suggests that significant crestal resorption had taken place postsurgi-
cally in some of these lesions.

Recent clinical reports indicate that debridement of
the osseous defect and adjacent root surface leads to
varying degrees of repair. Although differences have
been observed in the extent of the repair responses, the
possibility of predictable and significant healing has been
clinically demonstrated when optimum levels of plaque
control were maintained.1"'

This article presents four case reports detailing the
histologic repair responses following open debridement
of infraosseous lesions.

MATERIALS AND METHODS

Four patients were selected from those participating
in a clinical evaluation of the repair response to debride-
ment who required extraction of one or more teeth in a
quadrant under treatment. The detailed protocol of this
study has been reported.'"" The teeth to be extracted
were considered hopeless for periodontal or prosthetic
reasons at the start of treatment. All patients were in-
formed that the tooth/teeth would be treated and then
removed, so that restorative therapy could be completed.
Each patient signed an informed consent for these treat-
ment sequences.
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Details of periodontal treatment and methods of mea-
surement have been described in the clinical portion of
this report.1' To briefly review the periodontal treatment
plan, surgery was undertaken only when the plaque
index (Navy Plaque Index) approached zero at the sur-
gical site. In all cases, the surgical procedures consisted
of reflecting a full thickness mucoperiosteal flap, debrid-
ing all root accretions and soft tissue within the defect,
penetrating into the marrow through the osseous wall of
the defect, and suturing the flap at or close to the
presurgical level of the gingival margin using 4-0 inter-
rupted silk sutures. Periodontal dressing was applied and
each patient was placed on antibiotic (penicillin, 1 gm/
day) coverage for 1 week after surgery in order to
standardize antibiotic therapy for all patients. This was
necessary, since some of our patients were required to
have an antibiotic cover by their attending physicians.
Dressing and sutures were removed 1 week after surgery
and the area was scaled. Each patient was recalled no
less than every 4 weeks for professional "cleaning" of
the surgical site until the tooth was extracted by block
section. In each case, removal of the entire tooth or a
root portion of a tooth was determined during initial
treatment planning, in order to provide maximum dental
health for the patient.

Clinical measurements of initial and postsurgical
pocket depth and recession were recorded from a fixed
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