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Why to go for surgical extraction??

Normally we want a straightforward extraction (uncomplicated exodontia) by simple luxation with straight elevator then when there is a mobility hold the forceps and take the tooth out..... but there are some cases can’t be done with straightforward exodontia and other cases it can be done with straightforward exodontia but we prefer to do a surgical extraction.

When we say surgical extraction we also mean open extraction

 when we have  fractured roots or during the extraction the roots fractured and we have to take the remaining pieces by open extraction or when we do multiple extractions in some techniques we need to do open extraction

The Dr wants us to read Chapter 8 from the book not specifically reading all the details but at least the headlines and see the illustrations in the book before the next lecture    

In order to do an open extraction we need to do a flap
What do we mean by a flap??

We need to reflect the tissues in order to be able to reach the bone and the remaining root inside the bone.
Normally we do a mucopeiosteal flap which mean in a flap we reflect the mucosa, submucosa and periosteum as a one layer because the blood supply in the oral cavity is present in the periosteum and we need to preserve this blood supply and if we didn’t reflect the flap in a proper way this flap will turn necrotic so we have to stick to the principles of flap design 

Principles of mucopeiosteal flap

(1) is outlined by a surgical incision
 (2) carries its own blood supply 
(3) allows surgical access to underlying tissues
 (4) can be replaced in the original position
(5) maintained with sutures
· It has to be outlined by a surgical incision: we don’t just push the tissues away we actually make a surgical incision with the blade and the scalpel handle we outline the area where we are going to make the incision to be able to reflect the flap as one piece because we don’t want the flap to tear in order not to compromise the blood supply which affect the healing of the tissues.
· When we reflect tissues we have to keep in mind the blood supply of these tissues and make the incision along the path of the blood supply we shouldn’t make our incision cut the blood supply of the tissues.

· The flap should make adequate surgical access to visualize the area of interest and have enough access to do the required job so the size and the design of the flap should be appropriate with the procedure that I’m doing.

· The design of the flap should be done in a way that it can be replaced it its original position.

We use flaps in surgery, periodontology,and endodontic surgey.

We need adequate exposure we don’t need a small flap nor a very big flap if we have a big flap it means a bigger wound, more complaints from the patient, more post operative complications, wider field, and longer healing time.

If we do a small flap the access will be limited, we might not be able to do the job in a proper way, and we might exert more tension on the flap that it might tear or necrotize.

We need the wound to rapidly heal and we can do that by respecting the blood supply of the tissue and being very gentle when dealing with soft tissue without exerting extra tension on them.

An important rule in making a flap that the base of the flap should always be broader than the free margin of flap because the blood supply is near to the base far from the margin if we make the margin broader some parts of the flap specially the edges might not get an adequate blood supply which may necrotize the tissues.

Always remember when doing a flap to do the incision in an area where there’s an intact bone (normal bone) if we do a flap over an inflamed area the bone will be resorbed and that means the blood supply will be less because it’s coming from the periosteum so we should make a wider flap in order to get an intact bone that we can replace the flap over it.

We need to try to avoid causing injury to a vital structure. i.e if I’m doing a flap between the lower 4 and 5 we should be carful from traumatizing the mental nerve.

Types of Mucoperiosteal Flaps 

Envelope flap

Three-cornered flap

Four-cornered flap

Semi-lunar flap

Subgingival flap
Palatal flap

but mainly in surgical extraction we use envelope flap (most common), three-cornered flap,four-cornered flap.

Envelope flap 

With the blade and the scalpel handle we make an incision going with the cervical margin of the teeth with pressure to feel the bone because we need to cut through the periosteum to make a proper mucoperiosteal flap then with mucoperiosteal elevator with the sharp end toward the teeth we reflect the tissues.

Because the envelope flap doesn’t give adequate access when we make an envelope flap we should extend the incision 1-2 teeth infront and 1-2 in the back of the tooth of interest to get a proper access and not to tear the flap. 

  The three-cornered flap differs from the envelope by one a vertical releasing incision anteriorly and in the four-cornered flap we do 2 vertical releasing incisions one anterior and the other is posterior.

So the envelope flap gives less access than three-cornered flap and the four-cornered flap but it has a better blood supply and good healing and because there’s no releasing incisions so we avoid causing injury to vital structure in addition to that the releasing incisions is associated with high levels of recession because when we open a flap this flap will be exposed to the saliva and oral cavity microbes and there will sort of inflammation which will cause resorption in the bone so the envelope flap is a more conservative flap 

But if we do a releasing incision it will improve my access especially in the posterior area (the envelope flap is difficult) with no need to elongate the flap like the envelope so less time in suturing and we can get to the apical area easier.
We said that when we do a flap there’s a risk of gingival recession in result to inflammation. In some cases in order to avoid even 1 mm of recession we avoid the reflection of the flap cervically by doing a semi-lunar flap in which we do the incision above the attached mucosa by 3-4 mm above the cervical margin. 
This flap because it’s so small we can only use it in the anterior area to get to the root apex especially in endodontic surgery but in the posterior area the access will be very limited 
The advantage of the semi-lunar flap is avoiding trauma to the

papillae and gingival margin

subgingival flap is similar to semi-lunar flap we go above the cervical margin by 3-4 mm and we do 2 releasing incision to give me more access and to make sure when I reflect the flap that it will be on bone because in the semi-lunar flap if the access is small and we are doing a big surgery sometimes we close the flap but not over bone so no adequate blood supply and there will be wound fenestration and there will be food impaction and infection this will lead to more complication.

We have different types of Palatal flap like Y flap we do it at the center of the palate if the patient has a palatal torus to be removed.
Or pedicle flap: in the palate we can’t do a releasing incision because at the level of upper 6 and 7 there’s the greater palatine foramen which the 2 greater palatine vessels will come out from parallel to the teeth to supply the palate so if we do releasing incision we may injure these vessels and have excessive bleeding during our work instead we can use the pedicle flap in which we do our incision horizontally around the vessels and keep the vessels contained in the flap. 
Concentrate mainly on the envelope flap , three-cornered and four-cornered flap 
**note: plz refer to the slides to see the pic.
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