SURGICAL TECHNIQUES

Perio Final Q6

	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	GINGIVECTOMY
	
	· Pocket reduction

· Establish healthy contours (passive eruption)
	· Inadequate keratinized gingiva
· Infrabony defects

· Esthetics


	· Probe pocket

· Make bleeding points at depth of probings

· Kirkland Blade: external bevel 45˚ towards bleeding point

· Oband Spear/Knife: detach interproximal tissue

· Debridement

· (Gingivoplasty?)

· 4-6 weeks to heal
	vs. Flap:

· Does not expose bone

· Flap provides access to roots: reduce pockets – preserve/create adequate zone of attached gingival – access to underlying bone for tx of osseous defects

	FLAPS
· Increased accessibility for debridement

· Reduce pocket depth

· Provide access for regenerative procedures

	FULL THICKNESS
(mucoperiosteal)
	· Periosteum in removed
	· For periodontal pocket reduction
· For direct access to bone

· For mucogingival osseous procedure
	
	
	

	PARTIAL THICKNESS
	· Periosteum & connective tissue remain
	· Free gingival grafts

· Connective tissue & laterally positioned grafts

· Gingival augmentation in apically displaced (positioned) flaps


	· Thin tissue

· Osseous problems


	
	

	REPLACED:

-regeneration of alveolar crest expected

-crestal bone is covered


	Modified Widman
	
	
	
	· Inverse bevel/internal evel to creast (& others)

· Removal of pocket lining

· Flap reflection for access

· No attempt to reduce pocket depth


	

	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	REPLACED:


	ENAP
	
	
	
	· Inverse bevel incision to point below the pocket

· Removal of pocket lining

· Deep scaling/debridement

· No attempt to reduce pocket depth

· May not need to suture
	

	UNDISPLACED
	· Pocket Reduction
	
	
	· Inverse bevel incision

· Removal of pocket wall

· Variation – palatal flap
	

	PALATAL FLAP
(variation of undisplaced)
	· Pocket Reduction
	
	
	· Placement of initial incision is important for the final placement of the flap

· Thinning requred
	· Attached keratinized tissue without elastic propeties cannot be apicaly displaced

	APICALLY DISPLACED
(positioned)
	· Pocket Reduction

· Augmentation of attached gingiva
	
	
	
	· Full or partial thickness

· Attached keratinized tissue without elastic propeties cannot be apicaly displaced

	DISTAL WEDGE
	· Reduction of periodontal pocket on the D of terminal teeth or on surfaces of teeth next to edentulous areas
	
	
	· WEDGE
· T-FLAP
	

	PAPILLA PRESERVATION FLAP
	· Reconstructive surgery

· Entire papilla is retained

· Adequate interproximal space is required
	
	
	
	

	POSITIONED FLAP
	
	
	
	· Placement coronal or lateral to the original position

· Requires reflection past the MGJ for tension release

Cannot be done on palate with absence of mucosa
	

	ENVELOPE FLAP
	
	
	
	· Using horizontal incision only
	

	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	OSSEOUS SURGERY:

	OSSEOUS RESECTIVE SURGERY
	· Reshaping marginal bone to resemble the alveolar process undamaged by periodontal disease

· Create gingival/osseous consistency

· Minimize pocket depth

· Facilitate maintenance

· Retain Dentition

· Most predictable pocket reduction technique
	· Acceptable oral hygiene

· Persistent inflammation

· Osseous lesions or violation of the biologic width

· Intrabony lesion correction

· Establishment of positive architecture

· Final refinement
	· Inadequate phase I therapy

· Med Hx

· Aesthetic considerations

· Root sensitivity/caries

· Extensive bone loss

· Pt Desire

	· F & L thinning with osseous grooving (osteoplasty)
	

	OSTEOPLASTY
	· Bone reshaping to create a more normal form without removing supporting bone
	
	· 
	
	

	OSTECTOMY
	· Bone reshaping to create a more normal form when supporting bone is removed
	
	· 
	
	

	BONE GRAFTING:
· Structural or functional support is lost

· Provide scaffold

· Augment bony defects

	
	· Pocket reduction or elimination

· Restoration of lost alveolar bone

· Regeneration of a functional attachment apparatus
	· Fill extraction sites

· Preserve alveolar ridge

· Implants

· Deep 2 or 3 wall intraosseous defects

· Shallow intraosseous defects in the esthetic zone

· Class I or slight class II mandibular defects
	
	Anesthesia:

· Block or infiltration anesthesia can be used

· LA w/vasoconstrictor

· Excessive bleeding at graft site has negative effects

Flap & Reflect

· Sulcular incisions

· Preseve interproximal papilla

· Flap extended M & D to gain access – avoid vertical releasing  incisions
	

	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	AUTOGRAFT
	· Bone graft transferred from one position to another in the body of the same individual
	
	
	· Full thickness flaps reflected to 2-3mm beyond the alveolar defect

Degranulation

· Granulation tissue & connective tissue tags are removed

· Bleeding will subside once all granulation tissue is debrided

Root Planing

· Meticulous removal of all hard & soft deposits essential for success

· Root surface modification – good to visualize any residual calculus

Intramarrow Penetration

· Perforation of cortical plate allows the proliferation of undifferentiated mesenchymal cells from marrow spaces

Graft Placement

· Excess solution removed from graft material w/cotton gauze

· Graft material carried to site  & packed firmly into defect to level of existing osseous walls

Wound Closure

· Complete soft tissue coverage over graft site

· Vertical mattress/interrupted suturing

· Periodontal dressing placed to protect

· WOPOIG

· Maintenance


	· Gold Standard:

Donor Site:

· Max tuberosity

· Mand symphisis

· Extraction sites

· Exostoses

· Illiac Crest

· Cortical Bone Chips: shavings of cortical bone removed by hand chiseld during osteoplasty/ostectomy from sites within the surgical area

	ALLOGRAFT
	· Bone graft between individuals of the same species but of the different genertic disposition
	
	
	
	· FDBA – freeze dried bone 

· DFDBA – Freeze dried bone allograft (greatly enhances its osteogenic potential)

· Donors screened

	ALLOPLAST
	· Synthetic bone graft material
	
	
	
	· Tricalcium Phosphate – CAPSET

· Hydroxyapatite

· Bioactive Glass-Perioglas, BioGran

	XENOGRAFT
	· Bone graft between different members of different species
	
	
	
	· BioOss

· PepGen P-15

· Emdogain

	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	CROWN LENGTHENING
	· Increase the extent of supragingival tooth structure
3. Slow Forced Eruption + Surgical Crown Lengthening
· Minimized the need for ostectomy on adjacent teeth

· Improved crown/root ratio

· Prevents discrepancies in height of FGM

4. Fast Forced Eruption + weekly Fiberotomy
· More selective lengthening of the crown

· Less invasive

· No attachment loss on adjacent teeth
	· Inadequate crown margins
· Impingement of the biologic width
Periodontal

· To prevent or to treat chronic gingival inflammation secondary to inadequate space between the margin of a restoration and the alveolar crest

Restorative

· Expose sound tooth structure for the placement of restoration margins – provide adequate resistance & retention of fixed prosthesis

Esthetic

· Delayed passive eruption

· “gummy smile”

· Short clinical crowns

· Asymmetries in the gingival contour

· Reverse bony architecture
	Gingivectomy:
· Narrow band of attached gingival

· Thick bony ledges or infrabony defects

· When an apical displacement of the attachment apparatus is required
	1. Crown Lengthening Surgery:
· Intrasulcular incision

· Releasing incision – past MGJ

· Degranulation & evaluation of the bony architecture

· Remove bone – ostectomy – osteoplasty

2. Ginvectomy:
· Excision of the gingiva

3. Slow Forced Eruption + Surgical Crown Lengthening
· 1mm per month

· Attachment migrated coronal w/tooth

· 4-6mo retention after extrusion

4. Fast Forced Eruption + weekly Fiberotomy
· 3-4mm per month

· Attachment will not migrate

· 4-6mo retention after extrusion
	Biologic Width:
· CT attachment + JE attachment

· 2mm

Anatomic Limitations:

· External oblique ridge

· Anterior border of the mandibular ramus

· Furcations

· Maxillary Sinus

	GUIDED TISSUE REGENERATION:

	
	· Mandibular Class II furcation defects

· Intrabony Defects – 2 or 3 walled

· Rooth Coverage

· Ridge Augmentation
	
	· Horizontal bone loss

· Shallow intrabony defects

· Maxillary furcations

· One walled intrabony defects
	Materials:

· Atrisorb – polyactic acid material – no suturing – customized membrane

· Emdograin – resorbable – porcine enamel matrix proteins – syringable gel – inhibits epithelial downgrowth


	Bioabsorbable Products:

· Gore Resolut XT – 8-10 weeks

· Gore Resolut Adapt – 8-10 weeks

· Gore Resolut Adapt LT – 16-24 weeks

· Gore Osseoquest – 16-24 weeks



	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	FURCATION TX:

	S/RP
	· Removal of plaque & calculus from the tooth surface
· Resolving inflammation in the gingival & arresting the progressive destruction of the attachment apparatus
	· Class I
	
	· Open or closed method depends on accessibility
· Waerhaug 1978: at sited w/>5mm pockets closed access left deposits in 90% of cases
	· If a site fails to heal properly additionally therapy must be considered

	FURCATION PLASTY
	· Aimed at eliminating the interradicular defect or at least improving its accessibility for maintenance
	· Class I
· Shallow Class II
	
	· Removal of tooth structure (odontoplasty) & remodeling of the alveolar crest (osteplasty) at the level of the furcation entrance
· Reflect flap

· S/RP of exposed roots

· Odontoplasty – eliminate or reduce horizontal component of the defect and to widen the furcation entrance

· Osteoplasty – reduce the bone defect in the furcation area and produce a smooth transition into the furcation

· Positioning and suturing of the flap at the level of the alveolar crest
	

	GUIDED TISSUE REGENERATION
	· Morphology of the periodontal defect – coronal up-growth of periodontal ligament is often required

· Anatomy of the furcation – the configuration likely prevents proper instrumentation of the exposed root structure
· Thicknedd of Gingiva – thicker tissue tends to stay closed over the membrane better
· Plaque Control


	· Mand Class II
	· Max Class II and III
· Mand Class III
	· Placement of a membrane over the defect to isolate the furcation and exclude soft tissue elements so that healing is accomplished by elements from the PDL and adjacent alveolar bone
· Barrier membrane protects the wound and created a space for the blood clot to mature
	· Bone material can be placed into the ddefect to help gain bone fill

	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	TUNNEL PREPARATION
	· Deliberate removal of bone from the furcation to produce an open tunnel through the furcation.  This allows access for cleaning devices to be used during plaque removal
	· Surgical exposure & management of deep Class II and Class III furcation defects in mand molars

· Short root trunk and  divergent roots
	
	· Reflection of soft tissue flap
· S/RP exposed root

· Widen the furcation area by removal of some of the interradicular bone

· Recontouring of the alveolar  crest to obtain a flat entrance into the furcation

· Repositioning of the flap at the level of alveolar crest


	· Increased risk for root sensitivity & caries

	ROOT SEPARATION
	· Sectioning a multi-rooted tooth into single-root sections

· Improves access & ability to clean
	· Deep Class II or Class III

· Short root trunks

· Divergent roots

· Sufficient periodontal support around each root

· Good endodontic & restorative prognosis
	
	Endodontic Tx::

· Each root should be cleaned shaped & filled

· Each root must have enough retention for a retoration

· The canals should be sealed with amalgam or composite prior to root separation

Perio:

· Reflect flap

· S/RP exposed root surfaces

· Separation of the roots & crown

· Odontoplasty & osteoplasty to remove defects and ensure smotth contours of the tooth & surrounding bone
· Suture flap at level of alveolar crest

· Restoration of individualized roots – may require orthodontic movement to separate roots


	

	Surgical Technique
	Objective
	Indications
	Contraindications
	Technique
	Other

	ROOT RESECTION
	· Removal of a compromised root from a multi-rooted tooth & maintenance of other root(s) & crown
· Allows access to the remaining root(s) for plaque control
	· Deep Class II or Class III
· Severe vertical bone loss on 1 root of a multi-rooted tooth not amendable to regeneration/reattachment

· Furcation involvement not correctable by furcation plasty

· Proximal furcation invasion in combination  with root approximation

· Furcation invasionthat is not maintainable

· Vertical or Horizontal root fracture

· When endodontic tx is impossible on one root of a multi-rooted tooth
	· Advanced bone loss with an unfavorable crown-to-root ratio
· Fused roots that can not be separated

· If an endodontically inoperable canal would be retained

· If remaining root(s) would be inadequate to sever as a prothetic abutment

· When periodontal support after resection is inadequate to withstand normal occlusal forces

· In the presence of inadequate oral hygiene
	Endodontic Tx:

· Each root retained should be cleaned, shaped & filled
· The canals should be sealed with amalgam or composite prior to root resection procedure

Perio:

· Flap reflection

· Sever the root to be sacrificed from where it joins the crown

· Smooth the crown where the root was removed

· Recontour the tooth to establish a cleansable area

· S/RP exposed root surfaces

· Place flap at alveolar crest level

· New restoration may be necessary
	

	EXTRACTION
	
	· Attachment loss is so extensive that no root can be maintained
· Tx will not result in tooth/gingival anatomy which allows proper plaque control

· The long term prognosis of the tooth is poor
	
	
	


OSTEOINDUCTION:  Process in which new bone is induced through the action of factors contained within the grafted bone such as proteins or growth factors

OSTEOCONDUCTION: Process in which the graft acts as a scaffold over which new host bone can form

OSSEOUS COAGULUM: Advantages: smaller particle size, contains platelets and growth factors

	Bevel:
	Indication
	Technique

	INTERNAL
	· First

· Removed pocket lining

· Conserves outer surface of gingival

· Created a sharp thin margin for adaptation to bone-tooth junction

· Creates a cut connective tissue surface assisting reattachment/new attachment

· Make sure to have enough attached gingival apical to the depth of the pocket or you will leave a mucogingival defect
	· Positioned away from gingival margin

· Aimed for crest of bone

· Remove pocket lining

	CREVICULAR/INTRASULCULAR
	· Second

· Keratinized gingival preservation

· Guided tissue regeneration

· Connective tissue grafting
	· Intrasulcular incision right up against the tooth

	INTERDENTAL
	· Third

· After flap is elevated
	· Separates collar of gingival left around the tooth F, L & interprox

	VERTICAL RELEASING
	· Optional incision

· Allows for more access

· Facilitation of flap positioning
	Placement:

· Over line angle including the papilla

· NOT in the center  of the papilla or over mid-radicular surface


