
370 Son TISSUE CJ.OSURI! OF G RAnED E XTRACTION • EL CHAAR 

1IIIiiIiII~_ 

OD -
Soft Tissue Closure of Grafted Extraction 

Sockets in the Posterior Maxilla: The 
Rotated Pedicle Palatal Connective Tissue 

Flap Technique 

C 
Olllcmporary palicn! expeCla­
tions have made eSl hetics a 
major requi site of all dent al 

treat melll plans. cspec ially in situa­
tions in which there is a high ly vis ible 
maxi llary arch. Allhough new restor­
:'Hive materials have greatly improved 
predictabil ity and esthetic outcomes. 
manage ment of sequelae subsequent 
10. or in conjunction wi th. tooth ex­
tracti ons slill remains :I clin ical chal ­
lenge. These include poss ible fmcture 
or loss of the facial plate. progressive 
vert ical :lnd horizontal ridge resorp­
tion. severe gingival recession. :lIld 
loss of the illierdental p:lpillae .'·· To 
prevent compromise of patient func­
tion .mel esthe tics. preservat ion of the 
natural hard and soft ti ssue architec­
tu re is a primary clinical objective at 
the time of tooth extraction . This is 
achieved by using an ut rau mat ic tooth 
avul sion procedure that preserves re­
sidual bone and soft tissue. followed 
by :Iugmentation procedures to pre­
serve the bone volume :lIld contou rs of 
the ridge. 

Many techniques have been de­
ve loped over the I:lst 3 decades to cor­
rect postex traction ridge deficienci es. 
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The seqllelae oj soder collapse 
alld /oca/i:ed ridge resorprioll aJter 
tooth exlmctiOIl ill Ille poslerior 
maxilla C(lll (ldl 'l!I"sl' (I' affect esthet­
ics. J"II Clioll , (lild Jlllllre imp/mil 
p/ac:emelll. IlIIlIIediate graftillg of ex­
traerioll ,w ckets lIIay help 10 pre­
sen 'e l1(ifllra/ ridge COIlfOl/r.\·: hIlT 
lack oj (/\ ."ai/(lb/e .wfl liHl/e ClI lI pre­
"ent primm)" c:!o.wre or l'xerllellsioll 
thar //tIlI/pas graJt f/lmOl'er (lilt! 
compromises rI,t' l'il·ibh' gillgil'al 

including soft tissue grafts. t>-9 which 
were among the earliest Irealment op­
tions. Although clinical OlHcomes wilh 
earl y soft tissue grafting wcre often 
impressive. repeated procedures were 
freque ntl y requi red before the desired 
esthetic results could be achieved. Im­
proved surgical procedures for <Hrau­
matic tooth extmction and Ihe advent 
of guided bone regencrat ion Icchnol­
ogy have made cOITI.."'Ction of ridge de­
ficienc ies more predi ct:tble. 10-16 but 
graft cover:lge and containment in ex­
traction soc kcts remai n a cli nic:tl chal ­
lenge. B:tc teria l eont:l1nination of 
exposed barrier mcmbr.mcs h:t ve been 
assoc iated wilh infeclion and graft 
failure . I? and usc of soft tissue appli ­
ances to retain particulate augmenta­
tion material may potentia lly deform 
graft contours by exert ing excessive 
pressure on the site. 18 

Flap man ipu la ti o n techn iques 
have been devcloped in an allempt to 
provide complete soft ti ssue closure 
over grafted ex trac ti on sockets. 1'.1-22 

scallop. Exposed barrier ml'mhrlllll's 
/11(/)" (1/50 he .m sceplihle 10 Ixu:teria/ 
il/feClioll lil(if lIIay lead lo secolld(II)' 
graf t fa illire. Tile /"OWlet! pedicle 
pa/atal COIIII I.'Ctil·(' tisslle flap is (I 

relatil'ely simple lechllique for soJt 
r;s.w(' covemge of grafted .Wlckels 
II 'ilhOl/l exce.\·s;I'e tellsioll. 71,is (11"/;­

de pre.l·ellts the techniqlll!. (Imp/alii 
De'" 2010:19:370-377) 
Key Words: socket, graft, pedicle, 
cOI",ective tisslie 

Many side effccts have appeared with 
these flap m.mipulations. These in­
cl ude scarring of the soft ti ssues. loss 
o f keratinized gingiv:ll ti ssue . and 
complete or partial loss of the natural 
gi ngiva l scallop. which is essenti:.1 for 
a natllr:tl-look ing restor:tlion. It is also 
important to note that most reported 
flap m.mipul ation lechniques are :lSSo­
eiated with healed edentu lous areas 
rather th:ln im mediat e ex trac tion 
s it es. :!o · ~1 

This article presents :1 techn ique 
for achiev ing prim:try soft ti ssue clo­
sure of gr:lfted lll:lxillary ex traction 
sockets while preserving the natural 
gingival scallop of the m:lxi lla. 

C U NICAL T ECHNtQUE 

Afte r compl et ing prelimi nary 
clinical and mdiographic evaluations. 
patients should be informcd about the 
surgery. postoperati ve healing. and 
possi bl e co mpli cations and shou ld 
provide signed in formed consent be· 



fore (reatment. Administration of a pro­
phylactic antibiotic is recommended I 
hour before surgery: amoxicillin (500 
mg. I tablet). orclindamycin (150 mg. I 
t:lblet) for palients with hypersensitivity 
to penicillin-based medications. hnme­
diate ly before surgery. the illlnioral 
mucos.1 is cleaned usi ng a hydrogcn per­
ox ide SW:lb and outside fac i:11 skin is 
wiped with a povidone-iodine solution. 
Local anesthesia is administered via 
buccal and palatal infiltrations. 

Usc of conventional elevator.. to 
:Ipply i:lleml pressure for tooth luxa­
tion can tmumatize both the buccal 
and lingual plates. If a buccal plale is 
thin. use of ext raction forceps to apply 
buccolingual pressures can cause frac­
ture or completc destruction of thc f,, ­
cial platc. Atraunl:ltic tooth evulsion is 
designed to help preserve all dimen­
sions of the al veolus. The procedure 
begi ns wi th using ex traction forceps to 
gently rotate the tooth for 30 seconds. 
This stretches thc pcriodont .. 1 lig .. -
ment and initiates bleeding arou nd it. 
A resulting build-up of hydraulic pres­
sure in (he ligament helps 10 further 
loosen the (ooth . An intrasulcular in ­
cision is made with a periotomc. thin ­
ligament knife. or ultmson ic surgical 
device (Piezosurgery. Meelron Medi­
ca l Technology. emlsco. Italy) to 
seve r the gi ngival attachment and 
most coronal portion of the periodon­
tal lig:llnent around the tooth . Once 
the tooth is fu lly mobile. il is gent ly 
removed wit h twisling movements 
and vertical elevation . This technique 
can be funher simplified by u~ing an 
instrument thm engages the looth rOOt 
with a screw and provides mechanical 
leverage to extract it from the socket 
(Ensy X-Trac Syslem. T ilUn I n ~t ru ­

men ts. Hamburg. NY).!) 
Teeth wi th mul tipl e roo\)', such as 

mol:lrs, must often be sectioned :l1ld 
each root segment removed indi vidu­
ally. This can be easily accomplished 
using a hi gh-speed handpiece fo l­
lowed by use of a piezoe lectric surgi­
cal device to atraumatically ex tr:tct the 
3 rool~. Root rracture cnn occur in 
cases in which the physiological grip­
ping force or the Sharpcy's fibers ex­
ceeds the gripping capacity of the 
ex traction instrument o r surgeo n' s 
strength. and tOOlh :lIlkylosis c:m occur 
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when Sharpey's fibers are abscnt.u To 
address these issues. the surgeon may 
need to usc more aggressive surgical 
procedures. such as root sectioning with 
a high-speed cont ra-angle and bu r. 
and/or use of a rongeur or chisel and 
mallct to extmct the root fragmemY.u 

An evaluation or the socket is pcr­
fomled immcdimely after tooth extrac­
tion. If the bucc:tl wall is intact. the 
extraction socket c:ln be immediately 
gr.lfled in layer.. of cancellous and cor­
tical solvent-dehydrated mineralized 
collagen :llIogr:tft (Puros, Zimmer Den­
tal Inc .. Carlsbad, CAl and occluded 
with :I bioabsorbable wound dressing 
(CollaPlug. Zimnler Dental Inc.) ac­
cording to the method previously de­
scribed by Wang and Tsao.2j If the 
buccal wall is thin or h:ts fractured dur­
ing root removal. reinforcement of the 
area with a resorbable bamer membrane 
should be pcrfonlled during the :Iug­
mentation procedu re. H This can be 
easily nccompli shed by elevating a 
part ial-thickness soft ti s~ue nap over the 
buccal w:l ll and pl;lcing the barrier 
membr.me beneath it. If the buccal wall 
is panially or fuJl y lost •• 1 full-thickness 
nap mn)' be elev .. ted to expose the buc­
c .. 1 detect. This may be accomplished by 
creating .. split-th ickness incision on the 
2 adjacent papillae and. if necess."lI)'. 
extending it to the neighboring teeth. 
After exposure. a rcsorb .. ble barrier 
membr.me is placed ovcr the defect to 
contain the gmft m.t tCI;a!. 

Alternatively. nap elevations may 
be a\'oided by tri mming a resorbable 
coll :lgen membrane into :1 keyhole 
shape (20 mm X 5 mm X 10111111). or 
usi ng :t co llage n membrane prel­
rimmed in those dimensio ns (e.g .. 
Zimmer Socket Repair Membrane . 
Zimmer Dental Inc.). and placing the 
sm:tll end of the rnembr:lIle di rectly 
into the extraction site so that it ex­
tends latcr:l lly and apically over the 
f:lcial plate defect.1b Prepared graft 
material b introduced into the socket 
with a sterile syri nge or applicator and 
carerully compressed with a sterile in­
~tru mcnl. Thi~ will hclp to climinnlc 
voids in the npical region or the socket 
and will push the facial tissue labially 
for beller ridge contour. The wide end 
of the membmne that ex tcnds outside 
of the socket may be further trimmed. 

if necessary. and gentl y folded over 
the top of thc graft material. Absorb­
able sutures may be added, if desired, 
to tempor:lrily stabilize the collagen 
membrane nap. In some cases. mu­
cogingival j unction extensio n inci­
s ions followed by renection of a 
pouch nap according to the technique 
or Park and WangH can help to pro­
vide improved graft retention. mini­
mi ze membrane exposure. preserve 
papilla di mensions. :md camoun:lge 
the gr:. ft site ror improved esthetics. 

In c:tses in wh ich there is imide­
qu:.te :t vai lable tissue for effecti ve mu­
cogingi v:l l n:lp coverage. h:lrvesting 
of a pedicle palatal tissue nap is initi ­
ated by making a horizontal incision 2 
nun from the gingival margi n or the 
teeth on each side or the gra ft ed 
socket. Because the socket is located 
in the posterior region. the inci~ion 

should be directed anteriorly to the 
needed dimension buccolingual to the 
socket after the horizont al incision is 
nwde. A transversal inc ision is then 
m:lde to coincide with the mesiodi stal 
dimen:.ion of the soc ket. An epithel ial 
envelope b, elevated over the delin­
eated aren (Fig. I. n). The pedicle COIl ­

nective tissue is harvested. elev:lted. 
and rotated 10 cover the grafted socket 
(Fig. I. b). Mesial and di stal horizon­
tal buccal matt ress sutures arc placed 
to st:.biti ze the rotated pedicle palatal 
connective tissue nap (R PPC:rF). Ad­
di tional sutures may be added. if re­
quired. The palatal location where the 
co nnec tive tissue was harve~ted 

should also be securely sutured (Fig. 
I. c) or scaled with n biologic glue. 

The same technique can be used 
for 2 adjacent molars. premolars. or 
molar and premolar combinati on. Ar­
ter :llrau lllat ic extr:lction of teeth and 
socket grarting (Fi g. I. d). the connec­
tive tissue graft is precisely measured. 
harvested rrom the palate. nnd rotated 
over the s ite (Fig. I. e) as previous ly 
described. It is always preferable to 
create the RPPCTF dimensions I to 2 
mm longer than the actual graft site. so 
that it COIll be tacked under the buccul 
nap with a min imulll tension. The 
same sutu ring technique is used be­
tween the RPPCTF and the buccal 
flap . In this case. however. si mple in­
terrupted loop sutures will ex tend 
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Fig. 1. Single socket graft : (a) A palatal incision is made anteriorly 2 mm from the gingival 
margin of adjacent teeth. a transversal incision is made to coincide with the mesiodistal 
dimension of the socket. and an epithelial envelope is elevated. The soft tissue graft is (b) 
halVested. elevated, rotated over the grafted socket. and (c) sutured in place. Double socket 
graft: After (dl atraumatic tooth extraction and socket grafting. the RPPCTF is precisely mea­
sured, halVested from the palate. (e) rotated over the site, and (f) sutured in place using simple 
interrupted loop sutures. 

from the buccal Il:!p and over the 
RPPCTF to engage the palat:!1 Ilap. 
and the knot will be made on the buc­
cal sidc (Fig. I. I). 

CUNICAL CASI-:S 

Case 1 

A 55-year-old woman pre se ntcd 
with an absccssed maxillary right 
first molar. The tooth had a hi story 
o r apicoec tomy and was res tored 
with a prefabricated post pl aced in 
the palatal roo \. The patient had very 
pronoun ced buccal corridors and a 
thin pcriodontium. Radiographic 
eva luation reveal ed 10 mm of bone 
below the maxi ll ary si nu s. 

Sequential tooth ex traction con­
sisted of fi rs t rcmovi ng the cemmo­
metal crow n with diamo nd und 
carbide CUlling burs (Brasseler USA. 
Savannah. GA). The tooth was the n 
cut into 3 pieces usin g an ultrasonic 
cutting device (Piezosurgery. Mectron 
S. P.A .. Carasco, italy), and the rools 
were atraumatica ll y extracted with 
ro rceps . The socket had no buccal 
plate and no interseptal bone between 

the mesial and dist:ll roots. Arte r thor­
oug h de brid e me nt o f the soc ke t. 
solvcnt-de hydrated mine rali zed can­
ce llous bOlle allograft (Puros. Zi mmer 
Dc ntal Inc.) W:lS placed :lnd covered 
by a resorbable collagen membrane 
(Bio-Me nd. Zimmcr De ntal [nc.). A 
RPPCTF was harvested. laid over the 
socke t. and sutured in pl .. ce. The do­
nor sitc was c losed with sutures. 

After 6 months of healing. cone 
beam tomography (Gali leu. Siron .. Den­
t:ll Systems LLC. Charlotte. NC) re­
Willed complete healing of the grafted 
socket. A denial implant (4.7 mm X 10 
mm: Tapered Screw-Ve nt MTX, Zim­
mer Denial Inc .) was plilced using a 
napless surgical technique. A healing 
:!butmenl (TH CWSIS. Zimmer Dent:!1 
Inc.) was immooiatcty anached for :I 

transmucosal healing procedure . No su­
lures were placed. and homeostasis was 
w,::hicved from the pressure from the 
hculing abutment on the surrounding tis­
sue. Healing was uneventful. and os­
seoinlegration WitS cunfimlcd aftcr 4 
months. The implant was restored with a 
ceramometal si ng le-tooth restoration. 

Case 2 

A 50-year-old man presented with 
an abscessed maxillary left second pre­
molar caused by endodontic fa ilure 6 
months afler receiving a ceramometal 
crown on a vital tooth. On manunl pal­
pation. the looth exhibited Mi llcr's class 
III mobility2H and was deemed unsal­
vageable. An intrasulcular incision was 
made. and an ultrasonic surg ical dcvice 
(Piezosurgery, Mectron Medical Tt'Ch­
nology) W:l'i used to perfonn ;m atrau­
malic tooth extraction. The socket was 
derided thoroughly. Clinical examina­
tion revealed complete absence of Ihe 
buccal plate beyond the ;tpex of the al­
veo lus. The soc ket was mtgmcnted 
acconiing to the lost buccal plate tech­
nique. and an RPPCTF was placed ;L~ 

previously described. In 6 months. cone· 
beam tomography revealed a rully re· 
constructed ridge. AI that lime. " dental 
implant (3 .7 mm X 11 .5 mm: Tapered 
Scrcw- Vent. Zimmcr Dental [ne.) was 
plotced using a napless surgical tech­
nique. ,md :I healing abutment (THC3/4. 
Zimmer Dental Inc.) was immediately 
anHched fo r transmucosal healing. No 
sutures were placed. and homeostasis 
was achieved rrom the pressure of the 
healing abutme nt on the surrounding tis­
sue. After 4 months of uneventful heal­
ing. the implant was osseointegraled and 
subsequently restored with a sing le­
tooth rcstomt ion. 

Case 3 

A 46-ye:lr-old woman presented 
with periapica l infections ;Iround 2 
maxillary right premolars (Fig. 2. :1). 
The teeth were deemed unsalvageable. 
and extraction was the tre;ltment of 
c hoice. followed by ridge augmenta­
tion and future dental implant place­
me nt. Ex trac tion s were pe rformed 
atraum;lI ica lly using an ultrasonic c ut­
ting device (Piezos urgery, Mectron 
S.P.A.) (Fig. 2. b). and the sockets 
were full y debrided. A mi nerali zed. 
cancellous bone allogmft material (Pu­
ros. Zimmer Dental Inc. ) was p1:tced 
inside the debrided sockets and cov­
ered with .1 resorbablc collagen mem­
brane (Bi oMe nd, Zimmer Dcnlal 
Inc.). The needed dime ns io ns for 
socket coverage were ca lcu lated. ;md 
the RPPCTF was hilrvested, placed in 
position. :lnd secured with tension-free 
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Fig. 2. CliI"llCaI case: (a) ProopElfatr.te radIOgraph of the max~1afy nght r"'st and second pre­
molars and (b) atraumatic extraction of both teeth. (c) Ocdusal VteW of the double socket graft 
and the RPPCTF placed over the augmentatlOO sites. (d) Afte.- 6 months o f healing. 2 dental 
implants (Tapered Screw-Vent. Zimmer Dental Inc .• Carlsbad, CA) were placed. (e) Radio­
graph of the 2 restored implants placed in the grafted sites. 

5.0 absorbable polyg lactin 910 (Vi c­
ryl. Ethicon Inc .• Somerville. NJ) su­
tures on the buccal nap. Fi ve addi­
tional interrupted simple loop sutures 
were passed from the buccal nap and 
engaged the palatal envelope border­
ing the graft (Fig, 2. c). The remaining 
pan ion of the envelope was sutured to 
the neighboring tissue. Homeost:lsis 
was achieved. and postoperative in­
structions were rev iewed with thc pa­
tient. After 6 months. cone-beam to­
mography revea led a full y 
reconstructed ridge. Two dent:ll im­
plants (3 ,7 mm X 11.5 mm: Tapered 
Sc rew-Vent MTX. Zimmer Dental 
Inc.) were placed using a napless tech­
nique (Fig , 2. d), Hcaling abutments 
(THC3/4. Zimmer Dental Inc.) were 
immedi;lIel y placed. and homeostasis 
was ;lchievcd from the pressure of the 
heali ng abutment on the surrounding 

ti ss ue . Osseo integ ration was con­
firmed after 4 months. and the im­
plants were restored wi th ceramomClal 
single-looth restorations (Fig. 2. c). 

DISCUSSION 

After tooth extraction. alveolar 
sockets tend to rapidly resorb. with 
approximatcly 23% of their residual 
bone mass losl within the fir st 6 
months. fo llowcd by another I I % of 
bonc mass resorpt ion over the next 2 
years ,:?9-JO Such rcsorpt ion of extrac­
tion soc kets has becn traditionall y 
considered to be inc" i table .I -~ When a 
failing tooth also presents with ad­
vanced bone loss. cli nici ans often are 
faced with the dilemma of how to han­
dle the additional rone recession that 
will occur after extraction. Recon­
struction of the hard and soft ti ssues is 

imperative for implant site develop­
ment and to address the esthetic con­
cerns of patients. especiall y in the 
highl y visible IlUlxi llary jaw. 

Socket :lug mentati on, combined 
with facial plate restoration ruld RPPCTF 
soft tissue grafting can help to pre­
serve or restore the natural ridge con­
tours. In addition to providing graft 
containment. the RPPCTF can also 
serve as a barrier membrane during 
bone regeneration. When the ped icle 
graft is rotated. the periostell l side of 
the tissue is placed agai nst the bone. 
Al though it has been hypothesized that 
this rel ationship may enhance the bar­
ri er and osteoconduct ive capaci ty of 
the bone grart. there has been no rc+ 
search to validate this concept. 18 In 
ridge preservation procedures. one of 
the most difficult cl inical challenges is 
how to achieve primary closure with­
out chang ing the gingival architec­
ture.21 - 22 Use of the RPPCTF provides 
a quick ;md effective solut ion to pri­
mary closure :md hclps to reservc the 
natuml gingivul sC:lllop for esthetics. 

Select ion of ;m appropriate bone 
graft substitute is also imponunt for 
reduci ng the volumetric resorption 
duri ng the hculing phase after socket 
augmentat ion. The material must not 
on ly be wcll tolerated by the ti ssucs 
and huve osteoconduct ive wi th or 
without osteoinductive propen ies but 
:llso preferably be a slowly resorbing 
nl:lterial. such as m i nerali zedJI -3~ or 
demineralized bo ne allografts.jj -3~ 

Furthcr in ves t igut ive stud ies are 
needed to funher eluc idate the cl in ical 
behavior of the tissues grafted in the 
described techniq ues and prov ide 
more scientific data for establi shing 
the indications and contraindications 
for its cont inued use, 

CONCLUS IONS 

The RPPcrF can provide soft tis­
sue closure of augmented cxtraction 
sockets and help to preserve the natu­
ral gingi val scallop for an optimal out­
come in the posterior max illa area. 

Disclosure 

Thc author claims to have no fi ­
nancial interests in any of products or 
companies listed in this article, 
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GERMAN I DEUTSCH 
AUTOR: Edgard EI Chaar. DDS. MS 
Weichge M'ebsverschillss Ira II splalllierler Extrakliolls"iih/ell 
jm hillteren Oberkiefer: Die RPI'CTF-TecJIII;k . 

ZUSAMMENFA SSUNG: Die Fol gen cines Huhlcnkollaps 
sowie einer lokalen Karnmresorption nlleh Zahnextraktion im 
hinteren Oberkiefer konnen Asthctik. Funkt ion und zu kiinft­
ige lrnplantierung bcei ntrachtigen. Ei ne unmittelbarc Trans­
plantienmg in den Extr;lktionshoh len kann dazu beitragen. 
die natilrliehen Kammkonturen bcizubchalten. Dabci kann 
abeT das Fehlen von verfLigbarelll Weichgcwelx: den direkten 
Sehluss verhi ndern bzw. e ine Spannung ausuben. die die 
Transplantatwandlung hcmmen und den sichtbaren Z.1.hn­
neisehmuskel beeintrachtigen kann. Frciliegende Barrier­
emembrane konllen auch fLir bakterielle Infektioncn anl1i llig 
sein. Dies kann zu einem sekundiiren TransplantatvcrluSI 
fUhren. Die gedrehte. gesliclte Bindegewcbsklappe (RPPCTF) 
ste llt eine rclativ ei nfache Methode zur Bedeckung des 
Weichgewebes bei transplantierten Hohlen ohne besonderen 
Spallnungsaufbau dar. Oer vorliegende Artikel bcschrcibt 
diese Methodik. 

SCNLUSSEL WORTER: HohJe, Tr.LI1spianlal. Slid, Bindegewebc 

SPANISH I ESPANOL 
AUTOR: Edgard EI Chaar. DDS. MS 
Cierre dellejido sllave de cUI'idades de eXlracci6n injerlatlas 
ell el maxi/ar posterior: Lll leCllica RI'I'CTF 

ABSTRA CTO.' La secuela del colapso de la cavidad Y la 
rcabsorei6n de la cresta locaJizada luego de la ex traeci6n del 
dienlc en el maxilar poslCrior puede afectar llegativamente la 
estetka. funci6n y colocaci6n futura de implantes. El injeno 
inmcdialo de las cavidades de extracci6n podrfa ayudar a 
preservar los contomos de la cresta natural. pero la falta de 
tejido suave puede prevenir el cierre primario 0 crear lensi6n 
que impide el ir~eno Y compromele el fes(oneado gingival 
visible. Las membranas expuestas de la barrera tambien po­
drfan ser susceptibles a una infecci6n con bacteria que podrfa 
Ilcvar a una fa lla secundaria del injeno. EI colgajo de tejido 
conectivo palatal pedicu lar gi rada (RPPCfF I>or sus siglas en 
ingles) es una lecn ica relativamente simple para la cobcrtura 
de tejido suave de cavidades injertadas sin tensi6n excesiva. 
La tccn ica se presenta en este aniculo. 

PA I...ABRA S CI...A VES.· C:lvidad, injeno. pedfculo. lej ido 
conectivo 

I'ORTUGUESE I PORTUGUES 
A UTOR.· Edgllrd EI Chaar. Ci rurgiao-Denlista. Mestre em 
Cicneia 
Feclwmelllo de Tecido Mole de Alveolos de Ertrafiio £11.1:­

ertados 1W Maxila I'osterior.· a TeCl/ica RI'PCTF 

RESUMO: As sequelas do colapso do alvcolo c a reabson.,10 
local izada do rebordo em seguida ~ cXlra~ao do ,dente na 
maxila posterior podem afc lar advcrsamenlc a estelica. fun ­
~iio e ful ura colocalfiio do implante. 0 enxertamcnto imediato 
de al veolo de eXlrar;ao pode aj udar a preservar conlornos 
naturais do rebordo: mas a falta de tecido mole di sponfvel 
pode prevenir 0 fechamento primario ou exercer lensiio que 
impede a renovar;ao do enxerto e eompromele 0 festonado 
gengival visfvcl. As membranas protetoras expostas tambCm 
podern ser suseetfveis a infeer;iio baetcriana que podenl levar 
a falha secundtiria do cnxerto. 0 retalho do tccido eonjumivo 
palatal do pedfcuto giroverso (R PPCTF) e uma tcenica rela­
tivamcnte simples para eobcrtura de lecido mole de alveolos 
enxertados scm tensao cxeessiva. Este artigo apresenla a 
tccnica. 

PAU VRAS-CHAVE: alveolo. enxerto. pcdfculo. tecido 
conjunlivo 

RUSSIAN I PYCCKI1H 
ABTOI'.· Edgard El Chaar. D,OKTOp xll pyprll 'leCKOii CTO­
MaTOJlonlll. MarllCTp CCTCCTHCIIHbl X HaYK 
3at.:pblTlIC M.HI· t.:IIX yt.:allcil ! l y IlOt.: 1I0CJle yna JH ... 'IIIIH 3)'6a 

II O-": II BJ1CIIII M T pallClI!llUITIITa B D, IICTaJlhllOil 'taCTIl 

ocpxucif 'tC.rIIOCTIl. l\1CTOD,IIKII IICII0.'l h30HIIIIIIM 

lI epeUepll)'TOI'O .rloct.:)'Ta COeD,IIIIIITe.nblloil Tt.:a llll lI eoa c 

IIllTlllOLlICil IIO:':KO" (rotated pedicle palatal c onnec tive 

tissue fl ap, RPPCTF) 

1"£3 10111£. n OCJIC1(CTBIUI '!{c<popMaIUlIl lIYH IOI II JlOl(an-
1l3011alllloii pC30pGlUlIl rpeGIISI 110CJlC y,!{aJlCIHlSI 3yGa B 
1tIlCTa.nbHoii '[aCTIl sepxllcil 'le.n 1QCT1l Mo)t(eT 
lIefi.na ronplISITHo CK,naTbCSI lIa 3CTCTlIKC. CPYII KLI,IlI1 II 
YCTaHOBKC ll ~ lITJl a llTaTa B GYJlY ll.\CM. HCMCnJlCIUlaSi 
Tpa HCIIJlaIlTal(1H1 TKatll t II JlyllKY YI(aJICII Horo 3y6a 
Mo:.:eT IIOMO'lh coxpallllTb CCTCCTIlCHIlt.1C KOllTyphi 
I'peGlUl . 01lll<lKO OTCYTCTBlle ,!{OCTaTO'IIIOI'O ofi'he Ma 
MSl I'KOi1 TKall 1l MO:':C-r II PCllSlTCTI.IOHaTb ncpl.lll'IIIOMY 
3aKphiTIl IQ JIYHK lt II OKil3aTb IlaijJICIIIiC. 3aTpYWlHIQll.lce 
oG IlOH.ne IiIlC TpallCIlJlallTaTa II llapYllialOlllce BII,!{ II MY10 
nOHcpXHOCT" IIcell !..l. OTKp"ITble 6apuepll blc MeMfipallbl 
MoryT nOllfJCp>KCl1hl 
IIIHllCKltlllt , 'ITO MO>KCT IlPIl BCCTlt 
O'M'OP>KC HIl IO Tpa ltcnJlaliTaTa. 

fiaKTCplt <l.nhlloii 
K IITOPII'1I10MY 

MCTOJlltKa 
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COCll1II11ITC..'lbHOIl TKillll1 111,:0<1 C 1IIIT<lIOUI<.: ll 1I0:+::KOII (ro­
laled pedidc palal,l! connc..:ll"<: li""uc tlap. RPPC T F) 
~IIJI~CTC~ cpaBH I1T<.:Jl hIIO IlpoC'roll ~ICT\)/U IKOI'i "j<lKPbITIIJ.I 
MSll'"KOII TKilI1hlO JIY I1 KII IIOCl lC )'H<lJICIIII~ 3),6<1 II 
B:+::IIBlIC I III~ 'I'PiIIlCI1J1,IIIT<I'"ra 6C3 InJl lIlJIJl CI"O 
lIallpSI:+::CllliSl . 3"1'a ("raT]'SI OIIIICI.III 'II.!'I'" 1(;1 1111 ),10 .\I t,; TO!UIK Y. 

KRHJCII:''fJblE C/IORA: !IYIIKII. TP'\ll,C11JlilIlT<lT.. IlilTa-
10 LllilSl 1I0 :+:K<I. COCIIIlIlI1Tcn bH<lSl '"I' Klll ib 

TURKISH I TURK<;E 
)'AZAR: Edgard EI Cha:n·. DDS. MS 
1>O'~lerior Maksilada Greftlellmi~ (ekim Sokellerillill )'11-
11I11~llk Doku ile Kapalill1l(m: RPPCTF Teknigi 

JAPANESE I Fl:¢:illi 

1iJf;l\! II 'Ii; 

OZET: Po~lt,;rior m;lksilada d i ~ (fekim inden sonra (('di m 
sokt,; linin koiapsi ve mlta lokali zc rezorp!>iyon gibi sdo.:: ll c:r 
c,:: rcligi. fonksiyorlu vc ilcridc implant ycr l c~i lll ini olulllsUI 
bir ~ckildc: e tkikycbilir. C;:eki m soketlerillde hemcn grdt k lllc 
yapilmas i. dogal sl rtln konturlanll l koru maya yard ll1l<.: 1 olabi­

lir: :lIlcak . mevc ut YU ll1u ~ak dokunun az o imas l primer kapan· 
maYI o nlcyebili r ya da grcft reje llerasyonun u I!nge lleyccL'k hir 
gc rilme yara tabilir vc gorlilllir d i ~ e li tarag, lIl1 (g ingival :-0.:;]1-
Illp) tehlikeye d(j ~ (jrebilir. A~"l kta o lan bariyer nlembraniar da 
ikinc il g rcft ba~anslzhglna yol a<,:abilecek baktcriyd l~ntCk· 
:- iyonl;lra kar~ 1 dllYl'dl o labilir le r. Donm(j ~ pcdi kiil damak 
bag duku nepi {rOl:l1cd pedicle palma l con nective tissue il.ql­
RPPCTF) .. grcnlcl1m i ~ soket lcri a~ln geri lme olrlladan YII­
mu~ak doku ilc kapatmak i<,:in Ilispcten bas il bir tekniktir. 1311 
y.lZlda bu tcknik sUliulmakladlr. 

ANAflTAR KELiMELER: Soke!. grcft. pedikiil. bag do[..u'li 

1: ~ii JlIlt\(@ii O)t\(@i\i);IIMi'" G O'IC,"Hlllfl'j~lIi!I!&1IJ('" I: O)iH~liEfj; llI!li!Dii'l: f' [;.o.fiIj~4iiO)-{ Y7' 7 Y ~ l1I!J.fO 
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~<> Rotated Pedicle Pal:ual Connective Tissue Flap (RPPCTF)$';ifXm~~~t1l~;:M;<m:tt"9';:fiJ~a~et!:HI-c~~1tf2ft9 

1I'ill!f '" 7 7 =-'y 7 -C, ~ xlilf;l C 0)1i11'l:1llI'IIl, "to)-C <5 "0 
~-'7-I'; t\(@i!!;,l$lI1i,r{7'-f7Iv,ll)Ii1mliil 

CHINESE I If· 00 illi 

f'F~ : Edgard EI Chaar. DDS. MS 

1tlI~; 
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