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LECTURE 2: SURGICAL POCKET THERAPY

Gingivectomy, Flap debridement and Osseous surgery

1) Gingivectomy:

Gingivectomy refers to the excisional removal of gingival tissue in order to eliminate pockets for root accessibility and to establish physiologic contours.

Indications:

i) Suprabony pockets

ii) Adequate zone of keratinized tissue

iii) Pockets greater than 3mm

iv) Gingival enlargements

v) Unaesthetic or asymmetrical gingival topography

Contraindications:

i) Inadequate zone of keratinized tissue

ii) Pockets beyond the muco-gingival line

iii) Need for osseous resection or inductive techniques

iv) Patient’s with poor oral hygiene

2) Flap Debridement:

These procedures permit the surgical debridement of root surfaces and removal of soft tissue following the reflection of a mucoperiosteal flap. They have been described as open flap curettage, modified Widman flap and open flap debridement.

i) a) Open flap curettage (ENAP)

ii) Curettage with a surgical blade, which increases access and visibility with minimal tissue reflection.
Indications: 

i) Suprabony pockets

ii) Adequate keratinized tissue

iii) When esthetics are unimportant

Contraindications:

iii) Pockets exceed mucogingival junction

iv) Edematous tissue

v) Lack of keratinized tissue

vi) Osseous defects have to be treated

vii) Hyperplastic tissue

viii) Close root proximity

ix) Furcation involvement

x) Probing depths of 3 mm or less.

b) Modified Widman Flap 
This flap was designed to expose the interdental tooth surfaces for instrumentation and for limited osseous contouring.

i) Advantages:

ii) Access to root surfaces and bone with minimal soft and hard tissue removal in pocket depths less than or equal to 6 mm.

iii) Less mechanical trauma than closed curettage

i) Disadvantages:

ii) Technically difficult procedure

iii) Results in  incomplete pocket removal

c) Open Flap Debridement 
i) This procedure uses a full thickness flap that extends through the mucogingival junction. This procedure allows access to root surfaces and deep osseous defects. A limited amount of osteoplasty can be done for better flap adaptation.

ii) Disadvantage: Results in incomplete pocket removal.

3) Osseous Resective Surgery
iii) The reshaping process is fundamentally an attempt to gradualize the bone sufficiently to allow soft tissue structure to follow the contour of the bone. Osseous resective surgery is the most predictable pocket reduction technique. However, to a greater extent than any other surgical technique, osseous resective surgery is performed at the expense of bony tissues and tissue attachment.
i) Indications:

ii) Used to treat one-wall defects and wide and shallow two-wall defects and craters. 

iii) Most predictable pocket reduction technique

iv) Contraindications:

v) Severe bony defects in which the loss of attachment following osseous surgery would decrease the prognosis of the tooth.

vi) Resulting root exposure in caries prone individuals.

vii) Patient’s with poor oral hygiene.

Post-operative Care

• Patients are instructed to rinse gently twice daily for 60 seconds with an antibacterial mouthrinse (generally 0.12% chlorhexidine) for 2-3 weeks. After 7-10 days you may have the patient apply the 0.12% CHX with a Q-tip. This helps decrease the staining which can occur with CHX. 

•Sutures are removed after 7-10 days.

•Patients can begin gentle brushing with a roll technique after 7-10 days and should begin rubber tipping twice daily. Flossing, proxabrush or sulcabrush use can begin after 2-3 weeks.

•Routine periodontal maintenance can resume after 3 months. This can include probing, scaling, root planing, rubber cup and/or air-powder polishing.

