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ABSTRACT

The author presents the case of a patient afflicted by pes anserine bursitis completely resolved thanks to treatment 
with oxygen-ozone therapy. The complete recovery was confirmed by the control with Magnetic Resonance one month 
after the treatment.

The imaging-guided intra-bursal injection of the oxygen-ozone gas mixture can therefore be considered a valid 
therapeutic alternative in the treatment of inflammatory and overload joint pathology; as a method of simple and rapid 
implementation with low costs and without significant side effects or contraindications.
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INTRODUCTION

Pes anserine bursitis is part of the large group of so-called overload diseases. The inflammatory process affects 
the bursa’s anatomical complexity of the goose paw (sartorius, gracilis, and semitendinosus). The treatment of pes 
anserine bursitis finds as the first therapy the suspension of the activity that caused the inflammation, then uses not 
particularly aggressive therapies such as anti-inflammatory drugs, cryotherapy (for periods of 15 min), ultrasound 
physiotherapy, tecar therapy, strengthening of the quadriceps muscles, stretching of the internal flexor and rotator muscles 
of the knee. Oxygen-ozone therapy can be a valid and effective alternative in the treatment and resolution of the 
inflammatory process of pes anserine bursitis. In addition, the infiltration of the mixture directly into the bag, thanks to 
ultrasound control, allows the anti-edema effect of ozone optimally and effectively activates the mechanisms that oversee 
the anti-inflammatory response (1, 2).

Clinical Case
A 41-year-old male amateur basketball player underwent arthroscopic surgery for a medial meniscectomy in 

January 2016. In March, he came to our attention complaining of pain on the inside of the knee. The pain increased with 
movements, while a state of rest relieved the symptoms. Physical activity exacerbated the symptoms, and the pain was 
evoked by pressure palpation in the affected area. Following the poor results obtained after the targeted physical therapies 
and the administration of anti-inflammatory drugs, he was subjected to magnetic resonance imaging of the knee (3) (Fig. 
1).
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ABSTRACT

Parry-Romberg syndrome (PRS) is a rare disorder characterized by slowly progressive hemifacial atrophy, including 
the dermis, subcutaneous tissue, fat, cartilage and bone. The facial deformity is usually more severe if atrophy begins 
in the first decade, as growth is rapid. A 32-year-old male came for a dental visit because he was concerned about 
gingival recession on the central incisor and partial edentulism. Extraoral examination revealed a facial asymmetry with 
the midline deviated to the left and the labial commissure stretched upwards to the left. In addition, a linear morphea “en 
coup de sabre” on the skin of the forehead was appreciated. Intraoral examination revealed a partial edentulousness, gum 
recession and a diastema between the upper central incisors. In particular, the gingival recession at the upper left central 
incisor level was located precisely at the level of the atrophic line of the upper lip. Only two additional cases of gingival 
recessions at the level of the upper incisors in PRS patients have been previously reported. It is important that gingival 
recession is known by periodontists as well as by orthodontists and maxillofacial surgeons.
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INTRODUCTION

Parry-Romberg syndrome (PRS) is a rare disorder characterized by slowly progressive hemifacial atrophy, including 
the dermis, subcutaneous tissue, fat, cartilage and bone (1). Bilateral manifestations have been reported in 5 to 10% of 
cases (2). Aetiology is not well understood, but the occurrence of PRS in one of two identical twins makes the possibility 
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that hereditary factors are involved in its aetiology unlikely (3). Symptoms and physical findings associated with PRS 
usually become apparent during the first decade or early during the second decade of life (4). In some cases, the disorder 
is apparent at birth. The facial deformity is usually more severe if atrophy begins in the first decade, as growth is rapid. 
Extraoral manifestations are facial asymmetry (5). In addition, blanching of the hair or bald patches on the scalp and loss 
of eyelashes and eyebrows may occur (6).

Tissue atrophy can result in a deviation of the middle and lower third of the face to the affected side. The mouth 
may be drawn upward because of skin and subcutaneous tissue atrophy, often deviating to the affected side. Intraoral 
manifestations can involve both the upper lip and the tongue (7), and the soft palate can also be deficient on the affected 
side (8). The delayed eruption, missing teeth, deficient root development, or resorption of the roots of teeth on the affected 
side have been reported (9). The teeth appear clinically normal, have regular enamel, dentin, cementum and pulp, and test 
vital. The mandible and alveolar ridge may also be smaller on the affected side (8). The mandibular body may be shorter 
than average, the ramus can be deficient vertically, and the mandibular angle development can delay. The jaw disturbances 
can result in a unilateral malocclusion on the affected side and deviation of the facial and dental midlines (7).

Case presentation
A 32-year-old male came for a dental visit because he was concerned about gingival recession on the central incisor 

and partial edentulism. The patient reported the onset of changes on his face shortly after he was 10 years old. Extraoral 
examination revealed a facial asymmetry with the midline deviated to the left and the labial commissure stretched upwards 
to the left. A linear morphea “en coup de sabre” on the skin of the forehead, left eyebrow, and the upper lip’s midline was 
appreciated. Furthermore, the absence of eyebrows in the medial part of the left eyebrow arch and of the upper lashes 
and the total absence of the lower lashes always in the left eye stood out. The upper lip at the level of the median line 
was considerably thinned, while in its left part, a discoloured curvilinear line was appreciated, as well as the absence of a 
moustache. The patient reported that he was unfamiliar with periodontal disease and lost teeth due to carious lesions. An 
intraoral examination revealed partial edentulousness, gum recession and a diastema between the upper central incisors. 

In particular, the gingival recession at the level of 2.1 (class IV of Miller’s classification) (10), which also presented 
root caries, was located precisely at the level of the atrophic line of the upper lip (Fig. 1). 

Periodontal probing and bleeding on probing did not show significant alterations except for the recession on 2.1, 
which presented a two-wall defect with a 4mm periodontal probing. The upper left central incisor was vital and not 
mobile. The patient had performed an orthopantomography and intraoral radiographs. The patient had reported occasional 
clicks in the left temporomandibular joint (TMJ), especially during chewing.

 
Fig. 1. Intra and extraoral images highlight the characteristic skin lesions and gingival recession. 

 

Fig. 1. Intra and extraoral images highlight the characteristic skin lesions and gingival recession.
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A face and TMJ magnetic resonance imaging (MRI) scan were required. These examinations revealed sinusitis of the 
right maxillary sinus, a slight reducible disc dislocation of both TMJ and an asymmetry of the condyles since the left was 
smaller than the right. Moreover, a smaller thickness of the soft tissues of the left cheek was appreciated compared to the 
right one (Fig. 2).

DISCUSSION

All the characteristic extraoral signs of PRS are present in our case. Atrophy caused by scleroderma determines 
alterations of the soft and hard tissues, which are more marked when it arises earlier. Therefore, the reduced involvement 
of facial skeletal structures is due to the late onset of the disease. In this case, the asymmetry of the condyles detected by 
the TMJ MRI has to be referred indirectly to the disease since a tilting of the occlusal plane determined an asymmetrical 
chewing function and, therefore, an asymmetric condyle different morphology. In addition, the face MRI showed an 
asymmetry of the soft tissues of the cheeks.

The peculiarity of this case is due to the gingival recession of the upper left central incisor since the scleroderma lesion 
probably caused a recession. The position coincides perfectly with the alteration present in the upper lip. Only two other 
cases of gingival recessions at the level of the upper incisors in the presence of localized scleroderma “en coup de sabre” 
involving the upper lip have been reported in the literature (11, 12). 
 
CONCLUSION

A rare case of a gingival recession of the upper left central incisor in a patient with a PRS and a localized 
scleroderma “en coup de sabre” is presented. These soft tissue diseases must be known by periodontists, orthodontists, 
and maxillofacial surgeons.

 
Fig. 2. A): Intraoral radiographs; B): orthopantomography; C): MRI of right TMJ at closed mouth position; opened 
D): mouth position; E): MRI of left TMJ at closed mouth position; F): opened mouth position; G): face MRI scan on 
axial plane.  

Fig. 2. A): Intraoral radiographs; B): orthopantomography; C): MRI of right TMJ at closed mouth position; D): open mouth 
position; E): MRI of left TMJ at closed mouth position; F): opened mouth position; G): face MRI scan on axial plane.
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ABSTRACT

The author presents the case of a patient afflicted by pes anserine bursitis completely resolved thanks to treatment 
with oxygen-ozone therapy. The complete recovery was confirmed by the control with Magnetic Resonance one month 
after the treatment.

The imaging-guided intra-bursal injection of the oxygen-ozone gas mixture can therefore be considered a valid 
therapeutic alternative in the treatment of inflammatory and overload joint pathology; as a method of simple and rapid 
implementation with low costs and without significant side effects or contraindications.
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INTRODUCTION

Pes anserine bursitis is part of the large group of so-called overload diseases. The inflammatory process affects 
the bursa’s anatomical complexity of the goose paw (sartorius, gracilis, and semitendinosus). The treatment of pes 
anserine bursitis finds as the first therapy the suspension of the activity that caused the inflammation, then uses not 
particularly aggressive therapies such as anti-inflammatory drugs, cryotherapy (for periods of 15 min), ultrasound 
physiotherapy, tecar therapy, strengthening of the quadriceps muscles, stretching of the internal flexor and rotator muscles 
of the knee. Oxygen-ozone therapy can be a valid and effective alternative in the treatment and resolution of the 
inflammatory process of pes anserine bursitis. In addition, the infiltration of the mixture directly into the bag, thanks to 
ultrasound control, allows the anti-edema effect of ozone optimally and effectively activates the mechanisms that oversee 
the anti-inflammatory response (1, 2).

Clinical Case
A 41-year-old male amateur basketball player underwent arthroscopic surgery for a medial meniscectomy in 

January 2016. In March, he came to our attention complaining of pain on the inside of the knee. The pain increased with 
movements, while a state of rest relieved the symptoms. Physical activity exacerbated the symptoms, and the pain was 
evoked by pressure palpation in the affected area. Following the poor results obtained after the targeted physical therapies 
and the administration of anti-inflammatory drugs, he was subjected to magnetic resonance imaging of the knee (3) (Fig. 
1).
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ABSTRACT

In regenerative surgery, patients with severe bone atrophy are often forced to operate due to site infections, severe 
periodontitis and peri-implantitis. Therefore, the need to have versatile techniques becomes essential to solve complex 
cases in which it is necessary to obtain graft stability, even in complex sites. In this work, a technique is proposed that uses 
of a curved heterologous cortical lamina which has the characteristic of adapting to the defect and reaching the two mesial 
and distal peaks containing a graft of pre-hydrated and collagenated granules which will subsequently be reabsorbed and 
turned into bone. The excellent vascularization of the graft combined with the integration of the lamina that must not be 
removed allows us to propose this technique as a potential alternative to those used.

KEYWORDS: bone, atrophy, regenerative surgery, implant

INTRODUCTION

The development of an increasingly predictable implantology associated with the lengthening of patients’ average 
life makes it necessary to place dental implants for prosthetic purposes, even in areas with severe atrophy. However, 
managing free distal saddles is challenging, especially in the mandibles.

Numerous techniques are proposed to increase both horizontally and vertically the mandibular bone for implant 
purposes. However, autologous and heterologous blocks have often been used with extreme difficulty. In the case of 
autologous blocks, it is necessary to perform two operations, one in a donor site and the second in the recipient site; this 


