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Contact Info

• Cell (I love texting): 514.794.1072

• Office: 514.344.4455

• Email: sam.malkinson@mcgill.ca

• Website: www.malkinson-perio.com
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Case 1

• A patient walks into your office with the 

following situation….
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Case 1
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Case 1

• What is(are) your diagnosis(es)?

• What treatment options are available to the 

patient?

• What treatment option would YOU guide her 

toward?
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CCL vs. Implant vs. FPD

(sounds a lot like):

vs.                      vs.

• Is this the right way to think about the 

situation?
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The First Question

• Do I want to/can I keep the tooth?

• Crown lengthening rarely exists in a vacuum

• More often, a tooth may ALSO need:

– Endo tx/retx/apicoectomy

– A core and possibly a post to retain it

– A crown to protect the cusps of the tooth
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The First Question

• Only after you’ve established that you 

CAN’T/DON’T WANT TO keep the tooth 

should the other options enter into the 

conversation
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Case 2

• A 55 y.o. male patient presents to your office 

for a new patient exam. Among his other 

problems, you notice that 24 is missing. The 

patient expresses his desire to have it replaced 

with an implant, which he has learned about 

on the Internet. There’s only one problem, 

though….
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Now it’s a Ridge Augmentation….

• Treating this situation is not the end of the 

world, but it’s more expensive for the patient, 

and slows down treatment

• The real question ought to be, ‘Could this 

situation have been prevented?’
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Objectives

By the end of this part, you should:

• Know the indications for clinical crown lengthening

• Know the contraindications for crown lengthening, and how to 

avoid them

• Become aware of the surgical steps involved in crown 

lengthening
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Overview

1. Indications for crown lengthening



Indications - CCL

1. Inadequate axial wall height of preparation

2. Inadequate ferrule of preparation

3. Invasion of biologic width supracrestal 

attached tissues1 of a restorative margin

4. Inaccessible restorative margin

5. A combination of the above
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Case 3
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Case 3

• Dx: inadequate axial wall height of preparation 

3.4 and 3.5
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Case 4
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Case 4

• Dx: Inadequate ferrule 1.3
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Case 5
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Case 5

• Dx: localized stage II, grade B periodontitis 3.6, 

3.7 secondary to invasion of supracrestal 

attached tissues 3.6D
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Invasion of Supracrestal Attached Tissues

• In the previous case, the restoration on 3.6 had 

already invaded the supracrestal attached tissues

• Another indication for a CCL is a projected

invasion of the supracrestal attached tissues

• How can you tell if you’re going to invade the 

supracrestal attached tissues?
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Tooth Prep
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Supragingival Margins
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Subgingival Margins
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Invasion of Supracrestal Attached Tissues



But won’t the inflammation caused by 

an invasion of supracrestal attached 

tissues just resolve after enough bone 

has been lost anyway?
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Invasion of Supracrestal Attached Tissues

• There are multiple problems with that 

perspective
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Problem #1: Inflammation

• Turning an inflammatory reaction on is very 

easy

• Turning it off…not so much2
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Problem #2: Architecture

• The osseous architecture isn’t going to maintain 

its positive form just because you asked nicely

• Bone will be lost depending on the location on 

the inflammatory insult2

• If negative architecture results…you’ll have 

created a deep pocket
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Problem #2: Architecture

• Similarly, even if you’re doing a simple Class 2 

restoration and your box goes very far apically 

and invades the supracrestal attached tissues, 

you’ll wind up creating the same effect as if a 

piece of calculus was just under the contact 

point and was causing a localized 

periodontitis…a crater will result
35
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Back to Case 5….
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Problem #3: Margins and Impressions

• If you cannot 

read your 

margin, your 

impression 

material won’t 

be able to, 

either
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Problem #3: Margins and Impressions

• This will create an absence of 

marginal integrity, leading to 

plaque accumulation, and 

eventual caries and periodontitis
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Case 6
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Case 6

• Dx: inaccessible restorative margin 15Pa
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Surgical Sequence for CCL

1. Incisions

2. Flap reflection/debridement

3. Osseous Resection

4. Suturing
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Incision Design

• When the final goal of a procedure is for the free 

gingival margin to have been moved apically, 

obviously a submarginal incision is most desirable
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Incision Design

• However, this is limited by the amount of keratinized 

tissue you have, as you want to wind up with at least 

2mm at the end of the surgery (keratinized tissue is 

more robust than alveolar mucosa)

• If you’re starting with 2mm or less,                               

then a sulcular incision is more                              

appropriate
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Incision Design

• The only place where you’re guaranteed to be 

able to/need to do a submarginal incision is 

on the palate, where

– all the tissue is keratinized

– there’s no mucogingival                                                

junction/alveolar mucosa                                            

to help you apically                                                

position your flap 51



No Keratinized Tissue?

• What happens if a tooth/teeth you’re treating 

has/have no keratinized tissue at all?

• Two options:

1. do a free gingival graft to augment keratinized tissue 

(either before or after, NOT during), or

2. do a connective tissue graft at the time of surgery, 

and 6 weeks later uncover it with a gingivoplasty3
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Case 7
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Sequence of Osseous Resection

1. Osteoplasty

a. Vertical grooving

b. Radicular blending

2. Ostectomy

c. Increasing interproximal crown height/re-establishing space for the 

supracrestal attached tissues

d. Removal of buccal and lingual supporting bone to promote positive 

architecture

• This sequence can be modified to suit individual cases
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Sequence of Osseous Resection

1. Osteoplasty

a. Vertical grooving

b. Radicular blending

2. Ostectomy

c. Increasing interproximal crown height/re-establishing space for the 

supracrestal attached tissues

d. Removal of buccal and lingual supporting bone to promote positive 

architecture

• This sequence can be modified to suit individual cases
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What happens if you DON’T do 

osteoplasty, or don’t do enough of it?
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Sequence of Osseous Resection

1. Osteoplasty

a. Vertical grooving

b. Radicular blending

2. Ostectomy

c. Increasing interproximal crown height/re-establishing space for the 

supracrestal attached tissues

d. Removal of buccal and lingual supporting bone to promote positive 

architecture

• This sequence can be modified to suit individual cases
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Negative!

Where will this leave us in terms 

of architecture?
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Sequence of Osseous Resection

1. Osteoplasty

a. Vertical grooving

b. Radicular blending

2. Ostectomy

c. Increasing interproximal crown height/re-establishing space for the 

supracrestal attached tissues

d. Removal of buccal and lingual supporting bone to promote positive 

architecture

• This sequence can be modified to suit individual cases
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By the way…

How do you handle a furcation if the margin is 

already too close to it, and you HAVE to crown 

lengthen into it?
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Furcation Management4
(case courtesy of Dr. Danny Melker)
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Furcation Management (case courtesy of Dr. Danny Melker)
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Suturing

• Suture however you want:

– Interrupted sutures

– External vertical mattress sutures

– Double continuous sling suture

as long as the tissue ends up apical to where it 

was when you started
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Suturing

• Suture with whatever you want

– Chromic gut

– Vicryl

– Monocryl

– Silk

as long as you know how long the sutures you 

chose will stay in place
73
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Contraindications - CCL

• Expected crown:root ratio of affected teeth will 
be compromised

• Roots of adjacent teeth are too close together to 
instrument between them

• Sinus is too close to osseous crest

• External oblique ridge projects horizontally in an 
aggressive fashion
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Crown:Root Ratio

• Because CCL involves the 

removal of bone, it obviously 

doesn’t make sense to 

compromise the C:R ratio to 

>1:1 via therapy
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Root Proximity

• You need an adequate width of bone 

between roots for your 

instruments/burs

• Teeth that have narrow emergence 

profiles and teeth that have poorly 

angulated roots can sometimes        

have inadequate space interproximally
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Maxillary Sinus

• Always consider the position of 

the maxillary sinus prior to 

performing osseous surgery

• Can you imagine performing a 

beautiful CCL…only to have 

exposed the sinus?

78



External Oblique Ridge

• As we have seen, osseous surgery as done in 

CCLs involves thinning out Bu and Li/Pa 

bone

• If the external oblique ridge projects 

horizontally outward, this osseous   

resection would involve an          

unacceptable amount of bony removal

79
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Case 8
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Diagnoses

• Caries 4.5

• Insufficient axial wall height 4.5

• (Previously treated root canal, normal apical 

tissues 4.55)

• Tx options?
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Implant(s)

• Implants are a great option for many different 

patients and clinical situations

• The cost of implant therapy is generally the 

highest, so make sure your patient knows ALL 

the costs involved

• Make sure your patient is periodontitis-free!
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Case 9
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Case 9
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Case 9
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Fixed Partial Dentures (Bridges)

• While the average lifespan of an FPD is 10-15 years8, with 

proper maintenance a well-made FPD can last much longer 

than that

• Obviously doesn’t help if the tooth                                   

to be replaced is the terminal tooth                                   

in the quadrant

• May require double-abutting                                                     

(think replacement of canines or                                             

first molars) 87

https://dentevita.com/revision-of-a-failed-posterior-dental-bridge-fixed-partial-denture/



Removable Partial Dentures

• Since they imply a lot of metal/plastic in a 

patient’s mouth, work best when more than one 

tooth needs to be replaced

• The cheapest option

• Also the least well-

tolerated by patients

88
https://www.daydental.ca/dental-services/innisfail-partial-dentures/



Orthodontic Extrusion + CCL

• In the anterior region, recession may be 

esthetically unacceptable, BUT a patient may 

not be a good candidate for other treatment 

modalities.
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Orthodontic Extrusion + CCL

• Another option is to do slow9 orthodontic extrusion of 

a tooth, bringing the whole dentogingival complex 

coronally, and then once an adequate axial wall 

height/ferrule has been attained, CCL to replace the 

gingiva where they originally were

90
https://www.researchgate.net/figure/Orthodontic-extrusion-edgewise-brackets-in-the-intercanine-segment_fig3_265518720
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Back to Case 1
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Case 1
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Case 1
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Case 1
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Case 1
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Case 1
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Back to Case 6
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Case 6
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Case 6
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Case 6
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Back to Case 8
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Case 8

103



Case 8

104



105



Case 8
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Case 8
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Case 8
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Case 8
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Case 10
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Case 10
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Case 10
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Case 10
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Case 10
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Case 10
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Case 10
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Case 10
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Should I Refer?

Easier

• Non-aesthetic area

• Long roots (good post-op C:R ratio)

• Long root trunks (no furcation 

involvement)

• No large blood vessels/nerves

• Plenty of gingiva

• Deep palate/floor of mouth/ 

vestibule

Harder

• Aesthetic area

• Short roots (poor C:R ratio)

• Short root trunks (furcation 

involvement possible)

• Blood vessels/nerves close

• Inadequate gingiva

• Shallow palate/floor of mouth/ 

vestibule
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Objectives

By the end of this part, you should be able to:

• Understand what happens to the alveolar ridge following dental 

extractions

• Be familiar with common materials and techniques used to 

preserve the alveolar ridge

• have an idea of what results to expect from the procedure, as 

well as see how these results influence the subsequent implant 

placement

121
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Overview

1. Post-extraction healing



Post-Extraction Healing

• What happens to the alveolus following an 

extraction?
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Hard Tissue Changes

• The most significant change is a change in 

ridge width

• This occurs more on the buccal aspect7
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Hard Tissue Changes
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Hard Tissue Changes

• There is a concomitant, though slightly less 

pronounced, decrease in height

• This occurs mainly on the buccal aspect7

• Over time, the ridge flattens
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Hard Tissue Changes
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Ridge Preservation

• Ridge preservation (aka socket preservation, aka site 

preservation) is any procedure undertaken at the 

time of extraction of a tooth, to retain normal 

healthy contours of alveolar bone, and the 

overlying soft tissue

• Today we will place our emphasis on the bone
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Indications – Ridge Preservation

1. Extraction of a tooth for 

eventual implant insertion
2. Extraction of a tooth for eventual FPD insertion
3. Extraction of a tooth for eventual RPD insertion
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Contraindications – Ridge Preservation

1. Patient does not consent to ridge 

preservation

2. No treatment plan exists to use the ridge in 

question for any form of restoration

131
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Screw it in

• When you place a screw into wood, you want 

the width of the wood to be larger than the 

diameter of the screw, right?

• Same thing for implant                          

placement

• Why?
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Phenotype

• It is now time to discuss phenotype as it 

relates to teeth and implants

• What is phenotype?
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Phenotype

• Phenotype refers to the thickness and form of 

the periodontal soft and hard tissues
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Phenotype: Thick vs. Thin

• A thicker soft tissue phenotype is associated 

with a thicker osseous morphotype (thicker 

labial bony plate), and vice versa8,9,10
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How Do You Measure Phenotype?

• Multiple methods have been 

suggested, but the most 

validated is the ability to see a 

probe through the 

sulcular/pocket9 tissues

• Visibility implies a thin 

phenotype
137



Who Cares?

• Why is phenotype so important?

• Because….
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Recession vs. Pocket Formation

Phenotype determines 

response to insult
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Phenotype: Thick vs. Thin

140



Thick Phenotype

• In response to an insult (traumatic, 

inflammatory, invasion of supracrestal attached 

tissues etc.), a thick phenotype will form a 

pocket11,12
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Thick Phenotype
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Insult



Thin Phenotype

• In response to an insult (traumatic, 

inflammatory, invasion of supracrestal attached 

tissues etc.), a thin phenotype will recede11,12
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Thin Phenotype
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Insult



How does this relate to implants?
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Implant Phenotype
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Implant Phenotype

• The exact same rules which applied for teeth 

apply to implants13, in terms of thick 

phenotypes leading to deeper pockets around 

implants when insulted, and thinner 

phenotypes leading to recession

• Recession is most often an issue….
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Buccally

• Why? Because of 

1. the tendency of buccal bone to resorb the most, and 

2. the position/angle of certain implants needing to be biased 

towards the buccal, and 

3. the finite amount of attached keratinized tissue, 

this is the area which is most at risk for becoming 

phenotypically thin
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The Point

• A lot of our treatment planning and execution 

in implantology is based around ensuring a 

thick phenotype on the buccal aspect of the 

implants we place
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Wait a minute!
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Pocket Depth vs. Recession

• Why do we favour deep pockets around 

implants and avoid recession as much as 

possible, when the opposite is true around 

teeth?
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Implant Recession
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Implant Pocket Depth

• We are still concerned about very deep 

pockets around implants, as they foster the 

same pathological microbiological growth 

as deep pockets around teeth14

• However, we tolerate pockets up to 6mm 

around implant as long as they are not 

bleeding, since their association with peri-

implantitis is poor15,16
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The Point

• If the buccal ridge resorbs too much….
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Ridge Augmentation

• Treating the previous situation is not a problem, 

but it is more expensive for the patient, and 

depending on the technique/materials, can add up 

to an extra year of                                       

healing time
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Ridge Augmentation

• Alternatively, imagine trying 

to place an implant in a 

resorbed site, and having to 

graft around it

• You can do it, but the 

functional and esthetic 

outcomes are less predictable
156
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Ridge Preservation

• Hence, rather than having to do a ridge 

augmentation procedure prior to implant 

placement, and/or rather than risking a poor 

esthetic outcome by grafting at the time of 

implant placement, why not save time, money, and 

better predict the outcome by preserving what 

we already have?
157



Overview

1. Post-extraction healing

2. Considerations for implant placement

3. Ridge preservation materials



Materials

What do you need to do a ridge preservation?

•Bone graft

•Membrane
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Bone Grafts

• Since we are trying to augment/preserve bone, 

it only makes sense that we need a bone graft
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Bone Graft Characteristics

• Bone grafts can be:

– Osteogenic: containing all the cells to form new 

bone

– Osteoinductive: containing the growth factors 

necessary to induce surrounding bone to form new 

bone

– Osteoconductive: acting as a scaffold for existing 

bone to grow around 161



Bone Grafts

162

Bone Type Major characteristics Resorption

Autograft From the patient, osteogenic N/A

Allograft DFDBA From a human donor, osteoinductive Fast

FDBA From a human donor, osteoconductive Slower than DFDBA

Xenograft From another species, osteoconductive Slowest

Alloplast Synthetic Variable



Autografts

• Because these come from the patient, they 

contain all the cells necessary to form bone = 

osteogenic

• The only problem is….
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Autografts:  2nd Surgical Site
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Allografts - DFDBA

165

• Demineralized Freeze-Dried Bone Allograft

• Because it is demineralized (means the outer layer of mineral 

content has been removed), the theory is the growth factors                                       

contained therein are more                               

available for immediate use                                   

to induce bone formation =                                 

osteoinductive



So isn’t DFDBA the ideal choice?
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Allografts - DFDBA

• Not for ridge preservation

• Because it’s demineralized, its OTHER major 

characteristic is that it resorbs quite fast…too 

fast to be of any osteoconductive use over a 

large volume

• Works better for regeneration

around teeth
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Allografts - FDBA

• Freeze-Dried Bone Allograft

• Because it is mineralized (means 

the outer layer of mineral content is still there), it 

takes longer to resorb, and by 

the time the growth factors 

get exposed, native vital bone 

is already forming around it = 

osteoconductive 168



Allografts - FDBA

• Characteristics can be modified by changing:

– the particle size (larger particles take longer to 

resorb), and 

– whether it is cortical or cancellous bone (cortical 

resorbs slower because it is more mineralized)
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Xenografts

• The standard is anorganic 

bovine bone

• Takes the longest to 

resorb
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Alloplasts

• Synthetic bone grafting materials

• Some examples are:

– Bioactive glass

– β-TCP/Hydroxyapatite

– Biphasic CP

• Great for patients with religious intolerances to 

allografts and xenografts, and who do not want a 

second surgical site for an autograft
171
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Ideal Properties of a Membrane

1. Biocompatibility to allow cohabitation with the host 

tissues without eliciting inflammatory responses, 

2. Proper degradation profile to match those of new 

tissue formation, 

3. Adequate handling properties to allow its placement in 

vivo

4. Sufficient sustained strength to avoid membrane 

collapse and to promote barrier function



Membranes
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Membrane Type Material Resorption

Non-resorbable dPTFE Never

Resorbable Collagen (most often) 4-24 weeks

Autogenous FGG/CTG N/A

Integrated Alloderm Never
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High-Density Polytetrafluoroethylene 

• aka dPTFE

• Porosity of <0.3µm 

(claimed to be “impervious 

to bacteria”)

• Coated with plasma 

proteins, facilitating cellular 

adhesion



Titanium-Reinforced dPTFE

• If you don’t have enough 

walls around a defect to 

support the membrane, 

then the support has to 

COME from the 

membrane

• A titanium spine is present 

on these membranes
175
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Collagen

• Membrane collagen can be:

– Human (pericardium)

– Bovine

– Porcine

– Type I

– A mixture of Types I 

and III



Autogenous

• Another use for free gingival grafts and 

connective tissue grafts, other than 

augmentation of attached gingiva/root coverage 

around teeth, is as a membrane17

• Excellent for areas which have thin gingival 

phenotypes/almost no                           

keratinized tissue
177



Integrating

• Acellular dermal matrix (ADM) is an                

allograft extracellular matrix composed of:
– Type I and VI collagen

– elastin vascular channels 

• Its original use in the mouth related to root coverage 

procedures

• During this time, it was discovered that its structure 

integrated with host tissues18
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So what’s the best

material/combination of 

materials to use?
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It Doesn’t Matter

• If your knowledge of anatomy and biology is 

good, and your technique is sound, any and all 

of the above materials can give you the result 

you want19-29
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Alternative Materials (PRF, Emdogain®, blah blah blah….)

• They work30,31,33

• They’re not necessary30,32,33
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What Sutures Should I Use?

• It depends on for how long you want the 

sutures to be there

• The larger the area of exposed membrane, the 

longer you need your sutures to hold 

everything in place    non-resorbable sutures 

are better

182



What Sutures Should I Use?

• On the other hand, if the flap naturally comes 

together with primary closure    resorbable 

sutures will work just fine

• Advise using 4-0 with FS-2 needles for 

posterior areas, and 5-0 with P-3 needles for 

anterior areas

183
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Case 11
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Post-op 6 weeks
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Case 12
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Post-op 4 Weeks

189



CT Scan

190



Day of Implant Placement
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Implant Placement
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Case 13
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Case 13
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Case 14
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Case 14
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Case 14
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Case 14
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Case 14
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To Flap, or not to Flap?

• Very controversial

• In theory, if you reflect a flap off of bone, you 

get some resorption of the bone

• This can lead to a reduction in ridge width, 

compared to flapless procedures34

• However….
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To Flap, or not to Flap?

• The buccal aspect of the ridge is 

going to resorb anyway if the 

bone is thin, or not present at 

all35

• Grafting on the buccal aspect can 

prevent this problem, and of 

course necessitates a flap36
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The Lie of “Atraumatic Extraction”

• It is a common research tagline that for ridge 

preservation to be successful, the tooth/teeth 

in question must be extracted in an atraumatic 

fashion

• THERE IS NO SUCH THING AS AN 

ATRAUMATIC EXTRACTION
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The Lie of “Atraumatic Extraction”

• The buccal aspect of the ridge is going to resorb 

anyway if the bone is thin, or not present at all35

• If the buccal bone is thick, and the tooth is 

endo-treated, or undermined with caries, you’re 

more likely to break the tooth than the bone (and 

this may necessitate bone removal to retrieve the root)

• In other words, don’t worry about it too much
204



Do You Need Primary Closure?

• If you can live with an exposed membrane, and 

slower early wound healing, then NO35,37
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Case 15
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Case 15
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Case 15
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Case 15
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Case 15
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Case 15



Case 16
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“10mm 
pocket on 
the mid-
buccal, 
8mm on the 
mid-palatal”



Case 16
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Case 16



Case 17
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Case 17
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Case 17

217



Case 17
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Case 17

219

Post-op 3 weeks

Post-op 3 months



Case 17
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Case 18
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Case 18
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Case 18
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Case 18
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Case 18
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When Can I Place My Implant?

• Very controversial

• 2-12 months after ridge preservaton38

• It depends on what graft you used:

Shorter healing period                                                                                                       Longer healing period

Autogenous Bone < DFDBA < FDBA < Xenograft
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Should I Refer?
Easier

• Single tooth

• Bu and Li/Pa bony walls intact, 

or small dehiscence/ 

fenestration expected

• No bone loss on adjacent teeth

• Adequate KT on Bu/Li

• No blood vessels/nerves close 

to surgical area

Harder
• Multiple teeth

• Missing Bu and/or Li/Pa bony 

wall

• Bone loss on adjacent teeth

• Inadequate KT on Bu/Li

• Blood vessels/nerves close to 

surgical area
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Post-op Instructions

• Pain

• Swelling

• Bleeding

• Wound care

• Oral hygiene

• Sutures

• Diet

• Post-op visits

• Mouth-rinse

• Medications
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Post-op Medications - Antibacterial
*℞: Chlorhexidine 0.12%

Disp: 473 ml

Sig: rinse w/ 15ml for 30 sec, then 

expectorate, bid x2 weeks

and

†℞: Amoxicillin 500mg

Disp: 24 caps

Sig: 1 tab tid x8 days until all finished

or

†℞: Clindamycin 150mg

Disp: 28 caps

Sig: take 1 cap qid x7 days until all 

finished

or

†℞: Azithromycin 500mg

Disp: 5 tabs

Sig: 1 tab qd x5 days until all finished

230*Poor evidence that this does anything39

†For cases of ridge preservation



Post-op Medications - Analgesia
℞: Ibuprofen 600mg

Disp: 20 tabs

Sig: 1 tab q6h prn for pain

and/or

℞: Emtec 30 (codeine and acetaminophen)

Disp: 20 tabs

Sig: 1-2 tabs q6h prn for pain

or

℞: Percocet 5/325mg (oxycodone and acetaminophen)

Disp: 20 tabs

Sig: 1 tab q6h prn for pain

or

℞: Tramacet 37.5/325mg (tramadol and acetaminophen)

Disp: 20 tabs

Sig: 1-2 tabs q6h prn for pain
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Post-op Appointments

• 2 weeks, 6 weeks

• Oral hygiene in the surgical area can be 

restarted after 2 weeks

• Can re-probe after 6 weeks (any earlier and your probing 

might not give the true representation of the sulcus depth)
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A few words about oral hygiene….
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Shear Forces: Oscillating-rotating vs. Sonic

Multi-directional shear forces Unidirectional linear shear forces 



iO Smart Pressure Sensor40
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O-R Powerbrushes: Short-Term Effects

• Oscillating-rotating toothbrushes

– Are better at reducing plaque and gingival 

inflammation than manual toothbrushes41*

– Are better at reducing plaque and gingival 

inflammation than powered toothbrushes with a 

linear action only42*

– Had 88% of patients with gingivitis convert to gingival 

health43*
237*denotes a systematic review or meta-analysis



O-R Powerbrushes: Long-Term Effects

• Oscillating-rotating toothbrushes

– Are better at reducing plaque and gingival 

inflammation than manual toothbrushes41*

– Were associated with 21% less progression of 

attachment loss in patients with stage I/II 

periodontitis over an 11-year period44

238*denotes a systematic review or meta-analysis
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Fluoride and Fluoride Carriers

• In most dentifrices, the active ingredient that provides 

chemical oral health benefits is fluoride

• The carrier of the fluoride molecule is the key to oral 

health benefit delivery

Sodium 
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Na F
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O
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• Compared to toothpastes containing sodium 

fluoride and sodium monofluorophosphate, 

patients with gingivitis using SnF2-containing 

toothpastes:

– Show a 51% reduction in gingival bleeding45*

– Show 3.7x better odds at converting to overall 

gingival health45*

242

Stannous Fluoride’s Positive Effects

*denotes a systematic review or meta-analysis



Dentinal Sensitivity

• Dentinal sensitivity46,47 is the result of gingival 

recession causing the exposure of dentin 

tubules 
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Dentinal Sensitivity Relief
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Tin and Potassium Nitrate

• Tin and potassium nitrate are the active 

ingredients that contribute to reduction in 

sensitivity

Stannous Fluoride
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Dentinal Sensitivity Relief
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Dentinal Sensitivity Relief
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Dentinal Sensitivity Relief

• Patients with dentinal hypersensitivity who brush with a 

desensitizing toothpaste like Crest ProHealth Gum and Sensitivity 

have almost:

– 25x better odds at having their sensitivity resolve than patients who use 

NaF toothpaste48*

– 4x better odds at having their sensitivity resolve than patients who use 

KNO3 toothpaste48*
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Questions?

253
Thanks for being a wonderful audience!
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