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INTRODUCTION 

The progression of chronic inflammation during periodontitis 

may affect the bifurcation or trifurcation area of multirooted teeth. The 

furcation defects represent one of the challenging aspects of periodontal 

therapy because of the complex morphology of the furcation area which 

makes it difficult for debridement during routine therapy (Gattani D, et 

al. 2017).  

 Therapies  for  furcation  defects  ranged  from  thorough  

debridement  to regenerative  procedures; the therapy of furcation 

involvement  primarily depend on  the extent  of  the  disease, on  the  

strategic importance  of  the  affected  tooth, and  on  the  degree  of  

patient cooperation (Sánchez-Pérez A, et al .2009). 

 Regeneration of  the periodontium  become a primary therapeutic 

goal in the treatment of furcation defect providing the opportunity to 

regenerate  the lost periodontium, re-establish health and  improve 

support for the dentition (Rachel A. 2014). 

 In  Grade I  involvement  the treatment  is  simple  because   this  

kind  of furcation  usually  exhibits  supra-bony  pockets, so  this  grade  

is treated by  scaling  and  curettage  or  by  gingivectomy,  depending  

on  pocket depth  and  the  fibrosity  of  pocket  walls. While  in  Grade 

II  it  involves the  creation  of  a  flap  and  then  the  area  is  debrided  

of  granulation tissue,   the  root  surfaces  are  carefully  scaled  and  



planed  with curettes  and  ultrasonic  scalers, various  regenerative  

procedures  have  been  tried  as  guided  tissue  regeneration (GTR)  in  

combination with  bone grafts, emdogain  or  hydroxyapatite.  In Grade 

III and IV  the  destruction  of  inter-radicular  tissue  allows  a probe  

to  pass  freely through  the  furcation;  gingiva  is  resected  on  the  

coronal  level  for  better  visibility  and  accessibility  from  all  the  

directions  so  that   the involved  root  surfaces  may  be  thoroughly  

planed  and  smoothed  without   disturbing  the  bone (Boariu M. 

2007). 

The principle  of  GTR  is  based  on  the  exclusion  of  gingival 

connective  tissue  cells  and  prevention  of  epithelial  down  growth  

into  the  wound,  thereby  allowing  cells  with  periodontal  

regenerative potential (PDL cells and bone cells) to  enter  the  

periodontal  wound first (Wang H, et al. 2005).  However  the  

combination  of  barrier membranes  and  grafting  materials  for  the  

treatment  of  furcation defects  was  reviewed  and  authors indicated  

that   no  additional  benefits  of  combination  treatments  were detected  

in  Class II  furcation  defects (Sculean A, et al. 2008).          

The most important factor that affects GTR treatment outcome is 

periosteal isolation; during the GTR procedure, the periosteum is 

elevated with the flap, and the barrier is placed over the defect, thereby 

excluding any contribution of mesenchymal stem cells and osteoblasts 

from the periosteum (Deliberador T, et al. 2006). 


