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Mucogingival Surgery 2

Last lecture, we started talking about mucogingival surgery… 
Indications of mucogingival surgery:
1- Lack of attached gingiva:
    Patients are able to maintain good oral health in the absence of attached gingiva AS LONG AS they maintain good oral hygiene and plaque control. While in the absence of good plaque control, tissues are more prone to breakdown and recession.
2- Shallow vestibule:
    The best way to do vestibule deepening is by free gingival graft. Another way is by partial thickness flaps (not good results).
3- Aberrant frenum:
    We said that this was the classical understanding of mucogingival surgery, then the name changed to Periodontal Plastic Surgery, after that the scope included many other things like Root Coverage.
One of the techniques we use in mucogingival surgery is the free gingival graft 'FGG', 
the incision might be:
1-  Marginal: including the gingival margin.
2- Submarginal: we leave a band of tissues around the neck of the tooth.
Technique of FGG:
Slide 38 FGG is usually taken with the epithelium covering it. But in this case, they took the graft without the covering epithelium, yet they treated it as a FGG (ie. they left it exposed).
Leaving it exposed allows for:
1- Secondary epithelialization; the epithelium migrates from the edges of the wound to cover the graft.
2- We ended up with keratinized attached tissues (We added thickness to tissues).
3- Better color matching of the graft (Esthetics).

ROOT COVERAGE
Indications for root coverage:
1- Esthetic demands: specially in anterior areas.
2- Root sensitivity.
3- Shallow root caries and cervical abrasion:
We excavate the caries, and cover it by tissues without putting any restoration.
4- Changing gingival topography for better plaque control:
If there's any discrepancy in gingival margin between adjacent teeth, it will complicate plaque control. So we should achieve harmony in gingival margin.

When a patient comes to your clinic with gingival recession, the backbone of good treatment is proper diagnosis.
    Causes of recession:
1- Trauma
2- Plaque (whether localized plaque induced lesion OR generalized destructive disease (periodontitis)).
    Eliminating the cause will help in maintaining good gingival health after treatment.
    If the patient has thin biotype, he will benefit from grafting as this increases the thickness of tissues and they become more resistant to recession.
    Mucogingival surgery is not always the solution for recession. For example, if a canine is prominent and has recession, it's better to reposition the tooth then correct the gingival margin.

Root coverage results:
   * Percentage of root coverage:
       Overall range: 60 – 84 %
       CTG/ CAF: 77.9 %
       GTR: 76.4 %
  * Percentage of 100% root coverage:
       Overall range: 22 – 50 %
       CTG/ CAF: 37.4 %
       GTR: 33.1 %
 * In Miller class I, II cases ,, percentage of 100% root coverage = 70%
Augmentation coronal to gingival margin:
· Pedicle flaps.
· Free grafts. 
      * free gingival graft FGG
      * connective tissue graft CTG
· Guided tissue regeneration.
· Coronally positioned flap.
· Tunnel (in combination with
             grafts)

Augmentation coronal to gingival margin:- 
The main purpose for it is root coverage.
Techniques: 
(They can be used alone, or as a combination)
1- Pedicle Flaps:-
· A flap that maintains its blood supply.Variations of pedicle flaps:
* Laterally-positioned flap.
* Coronally positioned flap.
* Semi-lunar flap.

· Has so many different variations:




1) Laterally-positioned flap: Slide 54 
      Case: A canine with recession.
    Treatment: Laterally-positioned flap.  
    = External bevel incision is done on the recipient margin. The recipient tissues should have a bleeding margin (called recipient bed).
    = Do an internal bevel incision (partial thickness flap), then slide the flap laterally to cover the defect.








    = The adjacent tooth should have adequate width and thickness     (1-1.5 mm) of keratinized tissues. If there is recession of the adjacent tooth, laterally-positioned flap is contraindicated.
    = Disadvantage: recession on adjacent tooth.

2) Coronally-positioned flap:








    = Indications:
1- Good tissue thickness.
2- Enough keratinized tissues.
slide 56 Here we have minimal thickness of tissues, we can't do a coronally-positioned flap alone, we can use it with a graft.
    = Advantages:
1- No donor site. (Simple procedure)
2- Can be used with minimal recession cases.
   = We should release the periosteum to have more freedom in movement. Periosteal release should bypass the edge of the flap margin to have good mobility of tissues. This is done by inserting the blade under tissues to release it.   
   = In GTR we always have to release the periosteum and advance the flap coronally, to:
1- Get good coverage of materials.
2- Close the flap without tension (tension free closure). If tissues are blanched, they will tend to go back to their original position, and this will cause failure of our procedure.
   = Submarginal incision is useful, why?
      Suppose that the flap detached, this remaining band of tissues will allow for healing by secondary intention.
      De-epithelialization of the receiving tissues should be done. If you don't do this, no proper healing will occur and a cleft will form. (The underside of the flap will be setting on bleeding connective tissues). 

3) Semi-lunar flap:- 
     = Same principles, we have to give good care to vascularity, flap attachment, flap security, tension free closure, … 



   

        






                                
  = No suturing is needed, after finishing the procedure just apply pressure on it for 5 minutes and that's it.
  = Exposed connective tissue heals by secondary intention.
  = Make sure you take the flap from an area in which the root is covered by bone. Bone has blood supply and heals by secondary intention, while the root is devoid of blood supply. If no bone is left, a window will form in tissues and the root will remain exposed.

2- Free tissue grafts:-
^^ Free gingival graft:
slide ?? The dr is pointing at a picture of recession and root exposure..
   = There was a problem after healing: the graft appears as a patch.
   = We don't usually use the FGG for root coverage purposes. We use CTG.
   = If you look at a graft after one week, it will look like this (red color). Why? Because most of the layers of epithelium sloughed, the only layer that remains is the stratum basalli which regenerates epithelium.
^^ Connective tissue graft (subepithelial connective tissue graft):
   = Usually taken from the palate and less commonly from tuberosity area.
   = How to obtain the graft from the palate?
       Two incisions are made in the palate, first incision is horizontal (away from the gingival margin by 3 mm), the second one is parallel to the long axis of the tooth (how deep you can go? The width of the cutting edge of blade 15 is 8 mm). A band of epithelium should be obtained within the graft. Then the site is left to heal by secondary intention.
       Which is easier, the shallow vault of the high vault? The high vault is better,
       1- More tissues can be obtained.
        2- The angle of cutting.
[image: ]
       If the tissues are thin, the periosteum should be detached with the graft. If they are thick, we try to make our incision more superficial to stay away from the fatty tissues (the quality of connective tissue is less dense).
     There's a type of scalpels that holds two blades at the same time with a distance of 1.5 mm between them, this helps to cut the two incisions at one time and obtain the graft. Then, you cut the base of the graft and take the tissues out.
    slide 56 A case with multiple recession. This case can be treated by multiple techniques:
1- Coronally-repositioned flap.
2- Zukelli?? technique: used for multiple adjacent recessions.
3- What they did here,,,
    A flap, two releasing incisions, partial releasing incision.. then a graft is obtained from the palate, and put in its place, and part of the connective tissue graft is left exposedslide59 (they coronally advanced the flap but not completely). Epithlialization of the graft occurs. The exposed portion can survive and takes its nutrition from the rest of the graft. Leaving an exposed portion helps to increase the width of the keratinized tissues.
    Rule: If 2/3 of the graft is covered, and 1/3 is left exposed, the graft can heal. (The less exposed, the better).
    Be careful when you take a graft from the palate so as not to injure the greater palatine.
    slide52 Another case which was treated by pedicle flap and a connective tissue graft.
    What is the benefit of using the pedicle flap? The root surface, on which we are going to put our graft, is devoid of blood supply, the only source of blood is the recipient bed we prepared on the recipient site. By doing a pedicle flapslide 54 and covering the graft with it, we guarantee that most of the graft is supplied appropriately with blood.

3- Tunnel technique:-
   slide58 You undermine the tissues, and the hold the graft with the suture and slide it underneath tissues, then suture it. It the case involves multiple adjacent recessions, the procedure is more complicated.
4- GTR:-
   In GTR we're using a membrane.
   Disadvantage: Exposure of membrane which increases risk of infection.
   
    If the defect is large, we need much tissues which can be obtained from:
    1- Two sites of the palate: this increases discomfort.
    2- Acellular dermal matrix: it's taken from excess skin of fat people after they become thin, then the process it and it becomes devoid of cells, what remains is a collagen matrix.. this is an example of allogenic grafts.
   * Alternate tunnel technique: used in multiple recessions, and interchange between using a tunnel or reflection of papilla. slide63   
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Fig. 5. Schematic drawing of coronally positioned flap
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Fig. 5. Schematic drawing of coronally positioned flap
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