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ABSTRACT

https://doi.org/10.51847/FCql5cgWmD

Adults with advanced periodontal breakdown often exhibit pathologic tooth migration, spacing, extrusion, and
compromised aesthetics and function, making orthodontic correction challenging due to diminished periodontal support
and heightened risk of further attachment loss. This interdisciplinary clinical strategy article proposes a structured
sequencing framework to integrate periodontal regeneration with orthodontic therapy, optimizing outcomes while
minimizing risks. Key elements include establishing periodontal stability before orthodontics, strategic timing of
regenerative procedures (e.g., guided tissue regeneration and bone grafting), controlled low-force orthodontic mechanics,
and lifelong maintenance. The framework outlines 5 phases: (1) initial periodontal stabilization through non-surgical
therapy and risk factor control; (2) regenerative interventions to rebuild lost periodontal architecture; (3) orthodontic tooth
movement with adapted biomechanics; (4) adjunctive periodontal re-evaluation and refinement; and (5) long-term stability
monitoring with supportive care. Recent evidence demonstrates that well-sequenced interdisciplinary approaches can
enhance probing depths, clinical attachment levels, bone fill, and occlusal function without aggravating periodontal
destruction. This model highlights patient-specific considerations, such as defect morphology, inflammation control, and
compliance, to assist clinicians in managing stage III/IV periodontitis cases suitable for tooth retention and alignment. By
prioritizing periodontal health before and throughout orthodontics, the framework promotes predictable regeneration,
esthetic rehabilitation, and enduring periodontal-orthodontic stability in compromised adults.

Key words: Periodontal regeneration, Orthodontic therapy, Interdisciplinary treatment, Advanced periodontitis, Tooth
movement sequencing, Guided tissue regeneration.

Earlier views often deemed periodontally compromised
patients unsuitable for orthodontics owing to concerns over
progressive  deterioration.  Contemporary  evidence,
however, indicates that orthodontic treatment, when

Introduction

Advanced periodontal breakdown in adults, corresponding
to stage III or IV periodontitis, commonly leads to

substantial attachment loss, bone resorption, pathologic
tooth migration, anterior flaring, spacing, and extrusion [1-
7]. These alterations impair occlusal function, phonetics,
and esthetics, frequently motivating patients to pursue
corrective measures. Orthodontic therapy provides
significant advantages in these scenarios by realigning
migrated teeth, closing diastemata, intruding extruded teeth,
and improving crown-to-root ratios, thereby optimizing
force distribution and supporting restorative or prosthetic
rehabilitation [8, 9, 10]. Nevertheless, orthodontic forces
applied to periodontally compromised dentitions pose risks,
including accelerated bone loss, increased mobility, gingival
recession, and root resorption if not carefully controlled [1-
4,11, 12].

performed under rigorous periodontal supervision, is not
only feasible but beneficial, contributing to stabilization of
clinical parameters and improved long-term prognosis [2,
13-15]. Systematic evaluations show that appropriately
managed orthodontics in reduced periodontium results in
decreased probing depths, attachment gain, and better
esthetics without adverse periodontal effects, contingent on
inflammation elimination and controlled forces [1, 3, 16].
Table 1 summarizes the key biological and -clinical
considerations that influence the feasibility and safety of
orthodontic therapy in adults with advanced periodontal
breakdown.

Table 1. Major periodontal and orthodontic challenges in adults with advanced periodontal breakdown.

Clinical factor

Periodontal consequence

Orthodontic implication

Loss of attachment and
bone support

Reduced periodontal ligament area and altered
center of resistance

Requires lighter orthodontic forces and modified
biomechanics

Pathologic tooth migration

Spacing, flaring, and extrusion of teeth

Orthodontic correction needed to restore
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occlusion and esthetics

Active periodontal
inflammation

Ongoing bone resorption and attachment loss

Orthodontic therapy is contraindicated until
disease control is achieved

Reduced alveolar housing

Higher risk of dehiscence and fenestration

Root positioning must remain within the
regenerated bone envelope

Occlusal trauma and
mobility

Increased stress on compromised teeth

Occlusal adjustment or splinting may be required
before orthodontics

Gingival biotype limitations

Thin tissues are prone to recession

Soft-tissue augmentation may be necessary during
treatment

A pivotal factor for success is the coordination of
periodontal regeneration techniques—such as guided tissue
regeneration (GTR), bone grafting, and enamel matrix
derivatives—with orthodontic movement [4, 11, 17, 18].
Regeneration seeks to restore lost periodontal tissues,
establishing a more supportive milieu for tooth
repositioning. Timing is crucial: initiating orthodontics
prematurely may interfere with healing, whereas excessive
delay risks relapse or suboptimal remodeling opportunities
[19-21]. Emerging studies report favorable results when
regeneration precedes orthodontics, permitting early or
staged movement into regenerated areas, or when
orthodontics improves access for regenerative interventions
[2,22-24].

Interdisciplinary cooperation between periodontists and
orthodontists is vital for tailored planning. Influential factors
encompass defect configuration (intrabony versus
horizontal), disease activity, patient age, systemic
conditions, and adherence [5, 25, 26]. Adults with advanced
breakdown typically display chronic inflammation, thin
biotypes, and occlusal trauma, requiring phased protocols
that emphasize infection control, regeneration, and
maintenance [6, 27]. This article integrates current evidence
to present a strategic treatment sequencing framework
tailored to these demanding cases, guiding clinicians toward
biologically sound, predictable outcomes that preserve
natural dentition while fulfilling functional and esthetic
objectives.

Results and Discussion

Clinical challenges in managing orthodontic patients with
advanced periodontal breakdown

Patients presenting with advanced periodontal breakdown
encounter multiple obstacles that render orthodontic
intervention complex. Pathologic migration, especially
anterior flaring and diastemata, results from periodontal
support loss combined with occlusal pressures and
parafunctional habits, leading to progressive spacing and
compromised esthetics [5, 12]. Extrusion of teeth with
severe bone loss disrupts occlusal harmony, elevates crown-
to-root ratios, and heightens susceptibility to secondary
occlusal trauma [6, 28]. The diminished attachment
apparatus increases vulnerability to iatrogenic injury from
orthodontic forces, particularly tipping forces that
concentrate stress at the alveolar crest, potentially

aggravating dehiscences or fenestrations [1, 8, 10].

Inflammation management constitutes the primary barrier.
Active periodontitis absolutely precludes orthodontics, as
forces can intensify cytokine-driven resorption and
attachment destruction [13, 14, 16]. Post-initial therapy,
residual pockets, bleeding on probing, and plaque buildup
around appliances increase the risk of recurrence [3, 9, 29].
Thin gingival biotypes increase recession propensity during
movement, particularly during intrusion or torque in
proclined incisors [27, 30, 31].

Biomechanical demands shift in compromised periodontia.
Conventional force magnitudes may become excessive,
demanding ultra-light, continuous forces with prolonged
intervals to allow periodontal remodeling [12, 32, 33].
Anchorage control proves difficult; molar anchorage or
miniscrews carry peri-implant risks in vulnerable sites,
while reduced bone limits resistance to reciprocal forces [8,
34, 35]. Root proximity, furcation defects, and atrophic
ridges complicate translation, increasing the risk of
dehiscence during bodily movement [17, 18, 36].

Regenerative interventions add layers of complexity. GTR
and grafts necessitate flap access and membrane stability,
yet orthodontic hardware may hinder healing or hygiene [4,
19, 37]. Timing conflicts arise: immediate movement post-
regeneration risks graft instability, while extended waits
permit relapse or fibrosis [20, 23, 38]. Patient variables—
smoking, diabetes, noncompliance, esthetic impatience—
further complicate choices [26, 39, 40].

Notwithstanding these hurdles, literature affirms viability.
Orthodontics following stabilization frequently improves
periodontal metrics, with reduced probing depths and
documented bone fill [2, 24]. Adjuncts such as low-level
laser therapy alleviate discomfort and inflammation. At the
same time, miniscrew assistance enhances precision [9, 32].
The core difficulty resides in sequencing to exploit
regenerative capacity without jeopardizing healing or
orthodontic effectiveness, highlighting the imperative for a
phased, collaborative strategy [1, 3, 30].

Strategic treatment sequencing for combined periodontal
and orthodontic therapy

Managing adults presenting with both orthodontic
malalignment and advanced periodontal breakdown
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requires a carefully coordinated therapeutic sequence that
respects the biological limits of the compromised
periodontium while allowing controlled orthodontic
correction. Conventional orthodontic protocols derived
from healthy periodontal conditions cannot be directly
extrapolated to such patients because the reduced alveolar
housing, altered center of resistance, and diminished
periodontal ligament capacity modify the tissue response to
mechanical loading. Consequently, an interdisciplinary
treatment architecture becomes essential, in which
periodontal stabilization and regeneration provide the
biological foundation for safely executing orthodontic
movement.

To navigate the outlined complexities, a strategic five-phase
sequencing framework is introduced for adults with
advanced periodontal breakdown necessitating integrated
regenerative and orthodontic therapy. The framework
follows a biologically progressive logic: elimination of
active disease, reconstruction of supportive tissues,
controlled orthodontic repositioning within a newly defined
periodontal  envelope, post-movement periodontal
refinement, and long-term maintenance. This structured
progression ensures that orthodontic forces are applied only
within a biologically stabilized environment and that
periodontal support is continuously protected throughout
treatment [2, 4, 17, 41]

Phase 1: initial periodontal stabilization

The initial phase focuses on eliminating active inflammation
and halting ongoing periodontal destruction. Non-surgical
periodontal therapy is the cornerstone of this stage. It
typically includes scaling and root planing to remove
subgingival biofilm and calculus, along with comprehensive
oral hygiene instruction to establish patient-level plaque
control. Behavioural risk factors must also be addressed, as
smoking and poorly controlled systemic diseases—
particularly diabetes mellitus—significantly compromise
periodontal healing and regenerative potential. Occlusal
trauma resulting from pathologic tooth mobility or traumatic
contacts may require occlusal adjustment or temporary
splinting to redistribute functional forces during the healing
phase [5, 13, 42].

A critical aspect of this phase is the biological reassessment
period, usually conducted four to six weeks following
debridement. Clinical parameters, including bleeding on
probing, reduction in probing pocket depth, and plaque
indices, are evaluated to confirm the resolution of
inflammation. Persistence of bleeding or suppuration
indicates ongoing disease activity and necessitates further
periodontal intervention before orthodontic therapy can be
contemplated. In essence, orthodontic treatment is
contraindicated in the presence of active periodontal disease
because mechanical forces applied to inflamed tissues can
accelerate attachment loss and exacerbate alveolar bone
destruction [1, 14, 43].

Successful completion of Phase 1 establishes a stable
periodontal ~ baseline  characterized by controlled
inflammation, reduced pocket depths, and acceptable oral
hygiene compliance. Only once these conditions are
achieved can the clinician proceed toward reconstructive
interventions aimed at enhancing the structural support of
the dentition.

Phase 2: periodontal regenerative therapy

Following successful stabilization, attention shifts toward
reconstructing the lost periodontal architecture through
regenerative procedures. Periodontal regeneration aims to
restore the attachment apparatus—including cementum,
periodontal ligament, and alveolar bone—rather than
merely repairing the defect through long junctional
epithelium formation.

Site-specific regenerative therapy is typically directed at
intrabony defects, furcation involvements, and localized
dehiscences, particularly when these defects influence
planned orthodontic movement pathways. Guided tissue
regeneration (GTR) using barrier membranes is widely used
to prevent epithelial downgrowth and to allow repopulation
by periodontal ligament cells. Regenerative outcomes may
be enhanced by adding bone graft materials, such as
autogenous bone, allografts, xenografts, or synthetic
substitutes, depending on defect morphology and clinical
objectives. Biologic adjuncts—including enamel matrix
derivatives and growth factors—may further stimulate
cellular proliferation and matrix formation, improving
attachment gain [18, 23, 24, 44].

Strategic selection of regenerative sites is essential from an
orthodontic perspective. Defects adjacent to teeth requiring
significant repositioning—such as anterior teeth with buccal
plate deficiencies or posterior teeth with angular defects—
are prioritized to ensure adequate bony support before
movement begins. This targeted regenerative strategy
effectively expands the periodontal envelope within which
orthodontic alignment can occur safely.

Healing after regenerative therapy requires a prolonged
maturation period. Clinically meaningful bone fill and
attachment gain typically evolve over six to twelve months,
during which radiographic evaluation and clinical probing
verify the stability of regenerated tissues. Initiating
orthodontic forces prematurely may disrupt early
regenerative  processes and compromise long-term
outcomes, underscoring the need for adequate healing time
before progressing to the orthodontic phase [4, 19, 20, 45].

Phase 3: orthodontic tooth movement

Once periodontal support has been stabilized and
augmented, orthodontic therapy may be initiated under
carefully controlled biomechanical conditions. In
periodontally compromised dentitions, orthodontic force
systems must be modified to accommodate the altered
biomechanical environment. Because attachment loss shifts
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the center of resistance apically and reduces periodontal
ligament surface area, lower force magnitudes are required
to produce biologically acceptable tooth movement.

Light orthodontic forces—typically ranging from 50 to 100
grams—are recommended to minimize periodontal stress
and prevent excessive compression of the periodontal
ligament. Segmented mechanics, aligner-based systems, or
auxiliary appliances can be employed to allow precise
control of force magnitude and direction while limiting
unwanted tooth movements. These biomechanical strategies
aim to maintain tooth displacement within the regenerated
alveolar housing, thereby avoiding cortical plate perforation
or gingival recession [8, 12, 32, 46].

Specific movement patterns may be therapeutically
advantageous. For example, intrusion of pathologically
extruded teeth can help restore occlusal harmony and reduce
periodontal pocket depth by repositioning the tooth within
the alveolar bone. Controlled root torque may also be
employed to upright teeth and guide roots toward areas of

regenerated bone, enhancing long-term periodontal
stability.
Skeletal anchorage systems, such as miniscrews or

temporary anchorage devices (TADs), are frequently
incorporated in these cases. By providing stable anchorage
independent of compromised teeth, these devices enable
clinicians to deliver controlled orthodontic forces without
overloading the already weakened periodontal support
structures [9, 34, 47].

Throughout orthodontic treatment, periodontal monitoring
is indispensable. Clinical assessments conducted every 4 to
6 weeks evaluate gingival inflammation, probing depths,
and changes in mobility. Early detection of adverse
responses—such as increased bleeding on probing,
progressive recession, or radiographic bone loss—allows
prompt modification or suspension of orthodontic forces to
protect the periodontal apparatus [3, 30, 48].

Phase 4: adjunctive periodontal  refinement and
provisionalization

Following the major orthodontic corrections, a reassessment
of the periodontal and restorative status of the dentition is
necessary. Orthodontic realignment often exposes pre-
existing soft-tissue deficiencies or anatomical irregularities
that were previously masked by malpositioned teeth.
Consequently, adjunctive periodontal procedures may be
indicated to refine the soft-tissue architecture and enhance
aesthetic and functional outcomes.

Common interventions include connective tissue grafting to

correct gingival recession or augment thin gingival
phenotypes, thereby improving soft-tissue stability around
repositioned teeth. When orthodontic intrusion or extrusion
alters crown proportions, crown lengthening procedures
may be performed to establish harmonious gingival margins
and facilitate restorative treatment [27, 40, 49].

During this transitional phase, provisional restorations or
temporary occlusal adjustments may be required to stabilize
the occlusion while definitive prosthetic rehabilitation is
planned. These provisional restorations also serve as
diagnostic tools, allowing clinicians to evaluate occlusal
function, aesthetic outcomes, and periodontal response
before finalizing permanent restorations.

Phase 5: long-term stability monitoring

The final phase emphasizes the importance of lifelong
maintenance to preserve the outcomes achieved through
combined periodontal and orthodontic therapy. Patients
with a history of periodontal disease remain susceptible to
recurrence; therefore, long-term success depends heavily on
rigorous supportive periodontal therapy.

Maintenance appointments are typically scheduled at three-
to six-month intervals, during which professional
debridement, plaque control reinforcement, and clinical
monitoring of periodontal parameters are performed.
Radiographic evaluation may also be incorporated
periodically to assess the stability of regenerated bone and
detect early signs of disease recurrence.

Orthodontic retention plays a parallel role in maintaining
tooth alignment. Fixed lingual retainers or removable
retainers help prevent relapse, particularly in cases where
periodontal support remains reduced. Importantly, retainers
must be designed to permit adequate access for hygiene,
thereby avoiding plaque accumulation and subsequent
periodontal deterioration [2, 6, 26, 50].

The long-term stability of these interdisciplinary treatments
ultimately depends on the integration of periodontal
maintenance, orthodontic retention, and patient adherence to
oral hygiene protocols. When these components function
synergistically, patients with previously compromised
periodontal support can achieve a stable functional occlusal
relationship and improved periodontal health over extended
follow-up.

Figure 1 illustrates the proposed five-phase
interdisciplinary ~ sequencing framework integrating
periodontal stabilization, regenerative therapy, orthodontic
movement, adjunctive refinement, and long-term
maintenance.
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Figure 1. Interdisciplinary sequencing framework integrating periodontal regeneration and orthodontic therapy.

Framework application: case-based illustrations and
adaptive modifications

The proposed 5-phase sequencing framework finds practical
application across varied clinical presentations of advanced
periodontal breakdown, allowing customization based on
defect severity, tooth migration patterns, patient
compliance, and systemic modifiers. In cases dominated by
anterior pathologic migration with intrabony defects, Phase
2 regeneration targets key anterior sites first, using GTR
combined with xenografts and enamel matrix derivatives to
achieve vertical bone fill before orthodontic intrusion and
derotation in Phase 3 [18, 23, 51]. Longitudinal observations
indicate sustained attachment gains and bone stability up to
10 years when orthodontics follow confirmed regeneration

[18].

Table 2 presents representative clinical scenarios and
demonstrates how the five-phase framework can be adapted
according to defect morphology, systemic risk factors, and
orthodontic objectives.

Table 2. Clinical adaptations of the five-phase sequencing

framework across common periodontal-orthodontic

scenarios.
- Ke, rthodonti
Clinical ey 0 Expected
. periodontal c
scenario . benefit
strategy adaptation
Anterior Guided .
. . Intrusion Improved
pathologic tissue
migration regeneration and bone
8r: 8 . derotation support and
with with grafting L
. using light closure of
intrabony and .
. . forces diastemata
defects biologics

Emphasis on . Reduced
. . . Bodily .
Generalized inflammatio tipping
. movement
horizontal n control and . stresses and
. with skeletal -
bone loss selective improved
. anchorage .
regeneration occlusion
Severe
anterior Sectional Improved
flaring Limited pre- mechanics surgical
requiring regenerative with access and
early esthetic alignment minimal patient
improvemen forces acceptance
t
High-risk .
18A-T1S An extended Protection
patients ) Delayed
healing . of
(smokers, . orthodontic .
. period after L regenerativ
systemic . 1nitiation
. regeneration e outcomes
disease)
I
. . Clear mproved
Hygiene- Strict . plaque
. aligners or
challenged maintenance control
segmented .
adults protocols . during
appliances
treatment

For patients exhibiting generalized horizontal bone loss with
furcation involvement, the framework adapts by
emphasizing comprehensive stabilization in Phase 1,
followed by selective regeneration of strategic defects (e.g.,
mesial intrabony lesions facilitating molar uprighting).
Orthodontic mechanics in Phase 3 prioritize bodily
movement with skeletal anchorage to avoid tipping stresses
on thin buccal plates [8, 34]. Clear aligners or segmented
fixed appliances offer advantages in hygiene maintenance
for plaque-susceptible individuals [12].
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When esthetic urgency drives early intervention, such as
severe maxillary anterior flaring, a modified sequencing
permits limited pre-regenerative orthodontics (e.g., minor
alignment with light sectional mechanics) to improve access
for surgical regeneration, provided strict inflammation
control is maintained [2, 24]. Evidence supports that early
orthodontic forces post-regeneration (as short as 10—14 days
in select cases) do not compromise healing and may enhance
remodeling through biomechanical stimulation [4, 19].
Conversely, in high-risk scenarios (e.g., smoking, diabetes,
aggressive disease phenotype), prolonged healing intervals
(9-12 months) before Phase 3 minimize disruption risks [5,
26].

Adjunctive technologies enhance framework efficacy: low-
level laser therapy during Phase 3 reduces hypersensitivity
and inflammation [9, 32], while digital planning tools
facilitate precise force application and root positioning
within regenerated bone. Patient education throughout
reinforces compliance, critical for preventing relapse in
Phase 5. These applications underscore the framework's
flexibility, enabling predictable outcomes in diverse stage
II/IV cases by aligning regenerative and orthodontic
objectives.

Interdisciplinary clinical considerations

Successful implementation of the sequencing framework
demands seamless interdisciplinary collaboration between
periodontists, orthodontists, and restorative specialists to
address overlapping biological, biomechanical, and patient-
centered factors. Communication protocols should include
joint diagnostic sessions with shared radiographic (CBCT
for defect morphology) and clinical (probing depths,
mobility, bleeding indices) assessments, as well as occlusal
assessments, to define regenerative priorities and
orthodontic goals [1, 3].

Periodontal risk stratification guides sequencing: low-risk
patients (stable post-Phase 1, favorable defect architecture)
may tolerate earlier Phase 3 initiation, whereas high-risk
profiles necessitate extended regenerative healing and
frequent monitoring [5, 13]. Orthodontic biomechanics must
adapt to reduced support—Ilight continuous forces (<100 g),
avoidance of uncontrolled tipping, and incorporation of
absolute anchorage (miniscrews placed in regenerated or
stable bone) to prevent iatrogenic bone loss [8, 34].

Biotype considerations influence adjunctive procedures:
thin biotypes benefit from connective tissue grafts post-
orthodontics to mitigate recession risks during torque or
intrusion [27, 40]. Occlusal trauma management integrates
selective grinding or splinting in Phase 1, with definitive
equilibration in Phase 4. Systemic modifiers (e.g.,
hyperglycemia, medications) require medical coordination
to optimize healing [26].

Patient-centered factors—motivation, esthetic expectations,
financial constraints—shape consent and sequencing. Clear

aligners may enhance acceptance in hygiene-challenged
adults by facilitating better plaque control during treatment
[12]. Regular interdisciplinary reviews (every 4—8 weeks
during active phases) enable timely adjustments, such as
regenerative refinement or force modification, upon
detecting increases in mobility or pocket deepening [3, 30].
This collaborative model transforms potential challenges
into synergistic advantages, yielding enhanced periodontal
stability, occlusal function, and esthetics.

Long-term stability implications

The ultimate success of combined periodontal regeneration
and orthodontic therapy hinges on sustained periodontal
health and occlusal equilibrium beyond active treatment.
Phase 5 supportive periodontal care, delivered at 3—6 month
intervals, incorporates professional mechanical plaque
removal, risk reassessment, and radiographic monitoring to
detect early bone level changes or attachment loss [2, 6, 26].
Longitudinal data demonstrate that well-sequenced
interdisciplinary approaches maintain clinical attachment
gains, reduced probing depths, and radiographic bone fill
over 5-10 years, particularly when inflammation remains
controlled [18].

Orthodontic retention plays a pivotal role: fixed lingual
retainers prevent anterior relapse in migration-prone cases,
while removable appliances support posterior stability [8].
Periodic occlusal evaluation mitigates secondary trauma
from settling or parafunction. Regenerated tissues exhibit
remodeling potential under physiologic loads, but excessive
forces or recurrent periodontitis can compromise longevity
[1, 17]. Patient compliance with hygiene, risk factor control
(smoking cessation, glycemic management), and recall
adherence emerges as the strongest predictor of durability
[5, 13].

Emerging evidence suggests adjunctive biologics or laser
therapies may bolster long-term outcomes by modulating
inflammation and promoting tissue homeostasis [9, 32]. In
summary, the framework's emphasis on lifelong
maintenance transforms short-term corrections into
enduring functional and esthetic rehabilitation for adults
with advanced breakdown.

Conclusion

This interdisciplinary clinical strategy article delineates a
structured S5-phase sequencing framework that integrates
periodontal regeneration with orthodontic therapy for adults
presenting with advanced periodontal breakdown. By
prioritizing initial stabilization, targeted regeneration,
controlled tooth movement, adjunctive refinement, and
perpetual supportive care, the model addresses inherent
risks while capitalizing on synergistic benefits—improved
attachment levels, bone architecture, occlusal harmony, and
esthetics.

Contemporary evidence affirms the safety and efficacy of
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this sequenced approach when inflammation is eradicated
and mechanics are biologically attuned. Interdisciplinary
collaboration, patient-specific adaptation, and vigilant long-
term  monitoring  constitute the cornerstones of
predictability. As regenerative techniques and orthodontic
modalities evolve, this framework provides a robust,
evidence-informed template to guide clinicians toward
tooth-retaining, functionally optimal outcomes in complex
stage III/IV periodontitis cases. Ultimately, it reinforces the
paradigm that periodontal health underpins successful
orthodontics, offering compromised adults renewed
dentofacial well-being.
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