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Soft Tissue Closure of Grafted Extraction
Sockets in the Posterior Maxilla: The
Rotated Pedicle Palatal Connective Tissue

ontemporary patient expecta-

tions have made esthetics a

major requisite of all dental
treatment plans, especially in situa-
tions in which there is a highly visible
maxillary arch. Although new restor-
ative materials have greatly improved
predictability and esthetic outcomes,
management of sequelae subsequent
to, or in conjunction with, tooth ex-
tractions still remains a clinical chal-
lenge. These include possible fracture
or loss of the facial plate. progressive
vertical and horizontal ridge resorp-
tion, severe gingival recession, and
loss of the interdental papillae.” To
prevent compromise of patient func-
tion and esthetics, preservation of the
natural hard and soft tissue architec-
ture is a primary clinical objective at
the time of tooth extraction. This is
achieved by using an atraumatic tooth
avulsion procedure that preserves re-
sidual bone and soft tissue. followed
by augmentation procedures to pre-

serve the bone volume and contours of

the ridge.

Many techniques have been de-
veloped over the last 3 decades to cor-
rect postextraction ridge deficiencies,
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Flap Technique

Edgard S. El Chaar, DDS, MS

The sequelae of socket collapse

and localized ridge resorption after
tooth extraction in the posterior

maxilla can adversely affect esthet-
ics, function, and future implant
placement. Immediate grafting of ex-
traction sockets may help to pre-
serve natural ridge contours; but
lack of available soft tissue can pre-
vent primary closure or exert tension
that hampers graft turnover and
compromises the visible gingival

scallop. Exposed barrier membranes
may also be susceptible to bacterial
infection that may lead to secondary
graft failure. The rotated pedicle
palatal connective tissue flap is a
relatively simple technique for soft
tissue coverage of grafted sockets
without excessive tension. This arti-
cle presents the technigue. (Implant
Dent 2010;19:370-377)

Key Words: socket, graft, pedicle,
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including soft tissue grafts,"” which
were among the earliest treatment op-
tions. Although clinical outcomes with
early soft tissue grafting were often
impressive, repeated procedures were
frequently required before the desired
esthetic results could be achieved. Im-
proved surgical procedures for atrau-
matic tooth extraction and the advent
of guided bone regeneration technol-
ogy have made correction of ridge de-
ficiencies more predictable,'”"* but
graft coverage and containment in ex-
traction sockets remain a clinical chal-

lenge. Bacterial contamination of

exposed barrier membranes have been
associated with infection and graft
failure,'” and use of soft tissue appli-
ances o retain particulate augmenta-
tion material may potentially deform
graft contours by exerting excessive
pressure on the site."

Flap manipulation techniques
have been developed in an attempt to
provide complete soft tissue closure
over grafted extraction sockets.'”**

Many side effects have appeared with
these flap manipulations. These in-
clude scarring of the soft tissues, loss
of keratinized gingival tissue, and
complete or partial loss of the natural
gingival scallop, which is essential for
a natural-looking restoration. It is also
important to note that most reported
flap manipulation techniques are asso-
ciated with healed edentulous areas
rather than immediate extraction
sites. ™!

This article presents a technique
for achieving primary soft tissue clo-
sure of grafted maxillary extraction
sockets while preserving the natural
gingival scallop of the maxilla.

Crinical. TECHNIQUE

After completing preliminary
clinical and radiographic evaluations,
patients should be informed about the
surgery, postoperative healing, and
possible complications and should
provide signed informed consent be-
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fore treatment. Administration of a pro-
phylactic antibiotic is recommended |
hour before surgery: amoxicillin (500
mg, | tablet), or clindamyein (150 mg, |
tablet) for patients with hypersensitivity
to penicillin-based medications. Imme-
diately before surgery. the intraoral
mucosa is cleaned using a hydrogen per-
oxide swab and outside facial skin is
wiped with a povidone-iodine solution.
Local anesthesia is administered via
buccal and palatal infiltrations.

Use of conventional elevators to
apply lateral pressure for tooth luxa-
tion can traumatize both the buccal
and lingual plates. If a buccal plate is
thin, use of extraction forceps to apply
buccolingual pressures can cause frac-
ture or complete destruction of the fa-
cial plate. Atraumatic tooth evulsion is
designed to help preserve all dimen-
sions of the alveolus. The procedure
begins with using extraction forceps to
gently rotate the tooth for 30 seconds.
This stretches the periodontal liga-
ment and initiates bleeding around it.
A resulting build-up of hydraulic pres-
sure in the ligament helps to further
loosen the tooth. An intrasulcular in-
cision is made with a periotome, thin-
ligament knife, or ultrasonic surgical
device (Piezosurgery, Mectron Medi-
cal Technology, Carasco, ltaly) to
sever the gingival attachment and
most coronal portion of the periodon-
tal ligament around the tooth. Once
the tooth is fully mobile, it is gently
removed with twisting movements
and vertical elevation. This technique
can be further simplified by using an
instrument that engages the tooth root
with a screw and provides mechanical
leverage to extract it from the socket
(Easy X-Trac System., Titan Instru-
ments, Hamburg, NY),*

Teeth with multiple roots, such as
molars, must often be sectioned and
each root segment removed individu-
ally. This can be easily accomplished
using a high-speed handpiece fol-
lowed by use of a piezoelectric surgi-
cal device to atraumatically extract the
3 roots. Root fracture can occur in
cases in which the physiological grip-
ping force of the Sharpey’s fibers ex-
ceeds the gripping capacity of the
extraction instrument or surgeon’s
strength, and tooth ankylosis can occur

when Sharpey’s fibers are absent.” To
address these issues, the surgeon may
need to use more aggressive surgical
procedures, such as root sectioning with
a high-speed contra-angle and bur,
and/or use of a rongeur or chisel and
mallet to extract the root fragment. >
An evaluation of the socket is per-
formed immediately after tooth extrac-
tion. If the buccal wall is intact, the
extraction socket can be immediately
grafted in layers of cancellous and cor-
tical solvent-dehydrated mineralized
collagen allograft (Puros, Zimmer Den-
tal Inc., Carlsbad, CA) and occluded
with a bioabsorbable wound dressing
(CollaPlug, Zimmer Dental Inc.) ac-
cording to the method previously de-
scribed by Wang and Tsao.” If the
buccal wall is thin or has fractured dur-
ing root removal, reinforcement of the
area with a resorbable barrier membrane
should be performed during the aug-
mentation procedure.”* This can be
easily accomplished by elevating a
partial-thickness soft tissue flap over the
buccal wall and placing the barrier
membrane beneath it. If the buccal wall
is partially or fully lost, a full-thickness
flap may be elevated to expose the buc-
cal defect. This may be accomplished by
creating a split-thickness incision on the
2 adjacent papillae and, if necessary.,
extending it to the neighboring teeth.
After exposure, a resorbable barrier
membrane is placed over the defect to
contain the graft material.
Alternatively, flap elevations may
be avoided by trimming a resorbable
collagen membrane into a keyhole
shape (20 mm X 5 mm * 10 mm), or
using a collagen membrane pret-
rimmed in those dimensions (e.g..
Zimmer Socket Repair Membrane,
Zimmer Dental Inc.), and placing the
small end of the membrane directly
into the extraction site so that it ex-
tends laterally and apically over the
facial plate defect.”® Prepared graft
material is introduced into the socket
with a sterile syringe or applicator and
carefully compressed with a sterile in-
strument. This will help to eliminate
voids in the apical region of the socket
and will push the facial tissue labially
for better ridge contour. The wide end
of the membrane that extends outside
of the socket may be further trimmed,

if necessary, and gently folded over
the top of the graft material, Absorb-
able sutures may be added, if desired,
to temporarily stabilize the collagen
membrane flap. In some cases, mu-
cogingival junction extension inci-
sions followed by reflection of a
pouch flap according to the technique
of Park and Wang” can help to pro-
vide improved graft retention, mini-
mize membrane exposure, preserve
papilla dimensions, and camouflage
the graft site for improved esthetics.
In cases in which there is inade-
quate available tissue for effective mu-
cogingival flap coverage, harvesting
of a pedicle palatal tissue flap is initi-
ated by making a horizontal incision 2
mm from the gingival margin of the
teeth on each side of the grafted
socket. Because the socket is located
in the posterior region, the incision
should be directed anteriorly to the
needed dimension buccolingual to the
socket after the horizontal incision is
made. A transversal incision is then
made to coincide with the mesiodistal
dimension of the socket. An epithelial
envelope is elevated over the delin-
eated area (Fig. [, a). The pedicle con-
nective tissue is harvested. elevated.
and rotated to cover the grafted socket
(Fig. 1. b). Mesial and distal horizon-
tal buccal mattress sutures are placed
to stabilize the rotated pedicle palatal
connective tissue flap (RPPCTF). Ad-
ditional sutures may be added, if re-
quired. The palatal location where the
connective tissue was harvested
should also be securely sutured (Fig.
I. ¢) or sealed with a biologic glue.
The same technique can be used
for 2 adjacent molars, premolars, or
molar and premolar combination. Af-
ter atraumatic extraction of teeth and
socket grafting (Fig. 1. d), the connec-
tive tissue graft is precisely measured,
harvested from the palate, and rotated
over the site (Fig. 1. e) as previously
described. It is always preferable to
create the RPPCTF dimensions | to 2
mm longer than the actual graft site, so
that it can be tacked under the buccal
flap with a minimum tension. The
same suturing technique is used be-
tween the RPPCTF and the buccal
flap. In this case, however, simple in-
terrupted loop sutures will extend
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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)
harvested, elevated, rotated over the grafted socket, and (¢) sutured in place. Double socket
graft: After (d) atraumatic tooth extraction and socket grafting, the RPPCTF is precisely mea-
sured, harvested from the palate, (e) rotated over the site, and (f) sutured in place using simple

interrupted loop sutures.

from the buccal flap and over the
RPPCTF to engage the palatal flap,
and the knot will be made on the buc-
cal side (Fig. 1, f).

Cuivicar Cases
Case 1
A 55-year-old woman presented
with an abscessed maxillary right
first molar. The tooth had a history
of apicoectomy and was restored
with a prefabricated post placed in
the palatal root. The patient had very
pronounced buccal corridors and a
thin periodontium. Radiographic
evaluation revealed 10 mm of bone
below the maxillary sinus.
Sequential tooth extraction con-
sisted of first removing the ceramo-
metal crown with diamond and
carbide cutting burs (Brasseler USA,
Savannah, GA). The tooth was then
cut into 3 pieces using an ultrasonic
cutting device (Piezosurgery, Mectron
S.P.A., Carasco, ltaly), and the roots
were atraumatically extracted with
forceps. The socket had no buccal
plate and no interseptal bone between

the mesial and distal roots. After thor-
ough debridement of the socket,
solvent-dehydrated mineralized can-
cellous bone allograft (Puros, Zimmer
Dental Inc.) was placed and covered
by a resorbable collagen membrane
(Bio-Mend, Zimmer Dental Inc.). A
RPPCTF was harvested, laid over the
socket, and sutured in place. The do-
nor site was closed with sutures.
After 6 months of healing, cone
beam tomography (Galileo, Sirona Den-
tal Systems LLC, Charlotte, NC) re-
vealed complete healing of the grafted
socket. A dental implant (4.7 mm X 10
mm; Tapered Screw-Vent MTX, Zim-
mer Dental Inc.) was placed using a
flapless surgical technique. A healing
abutment (THCWS/5, Zimmer Dental
Inc.) was immediately attached for a
transmucosal healing procedure. No su-
tures were placed, and homeostasis was
achieved from the pressure from the
healing abutment on the surrounding Lis-
sue. Healing was uneventful, and os-
seointegration was confirmed after 4
months. The implant was restored with a
ceramometal single-tooth restoration.

Case 2

A 50-year-old man presented with
an abscessed maxillary left second pre-
molar caused by endodontic failure 6
months after receiving a ceramometal
crown on a vital tooth. On manual pal-
pation, the tooth exhibited Miller’s class
I mobility® and was deemed unsal-
vageable. An intrasulcular incision was
made, and an ultrasonic surgical device
(Piezosurgery, Mectron Medical Tech-
nology) was used to perform an atrau-
matic tooth extraction. The socket was
derided thoroughly. Clinical examina-
tion revealed complete absence of the
buccal plate beyond the apex of the al-
veolus. The socket was augmented
according to the lost buccal plate tech-
nique, and an RPPCTF was placed as
previously described. In 6 months, cone-
beam tomography revealed a fully re-
constructed ridge. At that time, a dental
implant (3.7 mm X |1.5 mm: Tapered
Screw-Vent, Zimmer Dental Inc.) was
placed using a flapless surgical tech-
nique, and a healing abutment (THC3/4,
Zimmer Dental Inc.) was immediately
attached for transmucosal healing. No
sutures were placed, and homeostasis
was achieved from the pressure of the
healing abutment on the surrounding tis-
sue. After 4 months of uneventful heal-
ing, the implant was osseointegrated and
subsequently restored with a single-
tooth restoration.

Case 3

A 46-year-old woman presented
with periapical infections around 2
maxillary right premolars (Fig. 2. a).
The teeth were deemed unsalvageable,
and extraction was the treatment of
choice, followed by ridge augmenta-
tion and future dental implant place-
ment. Extractions were performed
atraumatically using an ultrasonic cut-
ting device (Piezosurgery, Mectron
S.P.A.) (Fig. 2, b), and the sockets
were fully debrided. A mineralized,
cancellous bone allograft material (Pu-
ros, Zimmer Dental Inc.) was placed
inside the debrided sockets and cov-
ered with a resorbable collagen mem-
brane (BioMend, Zimmer Dental
Inc.). The needed dimensions for
socket coverage were calculated, and
the RPPCTF was harvested, placed in
position, and secured with tension-free
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Fig. 2. Clinical case: (a) Preoperative radiograph of the maxillary right first and second pre-
molars and (b) atraumatic extraction of both teeth. (¢) Occlusal view of the double socket graft
and the RPPCTF placed over the augmentation sites. (d) After 6 months of 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 polyglactin 910 (Vie-
ryl, Ethicon Inc.. Somerville, NJ) su-
tures on the buccal flap. Five addi-
tional interrupted simple loop sutures
were passed from the buccal flap and
engaged the palatal envelope border-
ing the graft (Fig. 2, ¢). The remaining
portion of the envelope was sutured to
the neighboring tissue. Homeostasis
was achieved, and postoperative in-
structions were reviewed with the pa-
tient. After 6 months, cone-beam to-
mography revealed a  fully
reconstructed ridge. Two dental im-
plants (3.7 mm X 11.5 mm; Tapered
Screw-Vent MTX., Zimmer Dental
Inc.) were placed using a flapless tech-
nique (Fig. 2. d). Healing abutments
(THC3/4, Zimmer Dental Inc.) were
immediately placed, and homeostasis
was achieved from the pressure of the
healing abutment on the surrounding

tissue. Osseointegration was con-
firmed after 4 months, and the im-
plants were restored with ceramometal
single-tooth restorations (Fig. 2, e).

DiscussioN

After tooth extraction, alveolar
sockets tend to rapidly resorb, with
approximately 23% of their residual
bone mass lost within the first 6
months, followed by another 11% of
bone mass resorption over the next 2
years.”*=* Such resorption of extrac-
tion sockets has been traditionally
considered to be inevitable.'* When a
failing tooth also presents with ad-
vanced bone loss, clinicians often are
faced with the dilemma of how to han-
dle the additional bone recession that
will occur after extraction. Recon-
struction of the hard and soft tissues is

imperative for implant site develop-
ment and to address the esthetic con-
cerns of patients, especially in the
highly visible maxillary jaw.

Socket augmentation, combined
with facial plate restoration and 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 pedicle
graft is rotated. the periosteal side of
the tissue is placed against the bone.
Although it has been hypothesized that
this relationship may enhance the bar-
rier and osteoconductive capacity of
the bone graft, there has been no re-
search to validate this concept.'™ In
ridge preservation procedures, one of
the most difficult clinical challenges is
how to achieve primary closure with-
out changing the gingival architec-
ture.’'** Use of the RPPCTF provides
a quick and effective solution to pri-
mary closure and helps to reserve the
natural gingival scallop for esthetics.

Selection of an appropriate bone
graft substitute is also important for
reducing the volumetric resorption
during the healing phase after socket
augmentation. The material must not
only be well tolerated by the tissues
and have osteoconductive with or
without osteoinductive properties but
also preferably be a slowly resorbing
material, such as mineralized*-* or
demineralized bone allografts.’>-*
Further investigative studies are
needed to further elucidate the clinical
behavior of the tissues grafted in the
described techniques and provide
more scientific data for establishing
the indications and contraindications
for its continued use.

CONCLUSIONS

The RPPCTF can provide soft tis-
sue closure of augmented extraction
sockets and help to preserve the natu-
ral gingival scallop for an optimal out-
come in the posterior maxilla area.

Disclosure

The author claims to have no fi-
nancial interests in any of products or
companies listed in this article.



374

SorFT TissuE CLOSURE OF GRAFTED EXTRACTION * EL CHAAR

REFERENCES

1. Schropp L, Wenzel A, Kostopoulos
L, et al. Bone healing and soft tissue con-
tour changes following single-tooth
extraction: A clinical and radiographic 12-
month prospective study. Int J Periodon-
tics Restorative Dent. 2003;23:313-323.

2. Fugazzotto PA. Treatment options
following single-rooted tooth removal: A lit-
erature review and proposed hierarchy of
treatment selection. J Periodontol. 2005;
76:821-831.

3. Araujo MG, Lindhe J. Dimensional
ridge alterations following tooth extraction.
An experimental study in the dog. J Ciin
Periodontol. 2005;32:212-218.

4. Nevins M, Camelo M, De Paoli S, et
al. A study of the fate of the buccal wall of
extraction sockets of teeth with prominent
roots. Int Periodontics Restorative Dent.
2006;26:19-29.

5. Saadoun AP, Touati B. Soft tissue
recession around implants: Is it still
unavoidable?—Part |. Pract Proced Aes-
thet Dent. 2007;19:81-87.

6. Gasparini DO. Double-fold connec-
tive tissue pedicle graft: A novel approach
for ridge augmentation, Int J Periodontics
Restorative Dent. 2004;24:280-287.

7. El Askary AS. Use of connective tis-
sue grafts to enhance the esthetic out-
come of implant treatment: A clinical report
of 2 patients. J Prosthet Dent. 2002;87:
129-132.

8. Khoury F, Happe A. The palatal sub-
epithelial connective tissue flap method for
soft tissue management to cover maxillary
defects: A clinical report. Int J Oral Maxillo-
fac Implants. 2000;15:415-418.

9. Harris RJ, Miller R, Miller LH, et al.
Complications with surgical procedures
utilizing connective tissue grafts: A
follow-up of 500 consecutively treated
cases. Int J Periodontics Restorative Dent.
2005;25:449-459.

10. Wang HL, Misch C, Neiva RF.
“Sandwich” bone augmentation technique:
Rationale and report of pilot cases. Int J Pe-
riodontics Restorative Dent. 2004;24:232-
245,

11. Dodson TB. Management of man-
dibular third molar extraction sites to pre-
vent periodontal defects. J Oral Maxillofac
Surg. 2004;62:1213-1224,

12. Dogan N, Okcu KM, Ortakoglu K,
et al. Barrier membrane and bone graft
treatments of dehiscence-type defect at
existing implant: A case report. Implant
Dent. 2003;12:145-150.

13. Keith JD Jr, Salama MA. Ridge
preservation and augmentation using re-
generative materials to enhance implant

predictability and esthetics. Compend
Contin Educ Dent. 2007,28:614-623.

14. Park SH, Lee KW, Oh TJ, et al. Effect
of absorbable membranes on sandwich
bone augmentation. Clin Oral Implants Res.
2008;19:32-41.

15. lasella JM, Greenwell H, Miller RL,
et al. Ridge preservation with freeze-dried
bone allograft and a collage membrane
compared to extraction alone for implant

site development: A clinical and histologic

study in humans. J Periodontol. 2003;74:
990-999.

16. Wang HL, Shotwell JL, Itose T, et
al. Multidisciplinary treatment approach for
enhancement of implant esthetics. Implant
Dent. 2005;14:21-29,

17. Grimm WD, van der Heoven H, Lan-
gendik PS, et al. The influence of sulfate-
reducing bacterial colonization of 2 different
bioresorbable barrier membranes for GTR.
An 18-month case-controlled microbiologic
and clinical study. Int J Periodontics Restor-
ative Dent. 2000;20:93-99.

18. Stambaugh R. Aesthetic ridge and
extraction site augmentation for anterior
implant placement without barrier mem-
brane. Pract Periodontics Aesthet Dent.
1997,9:991-998; quiz 1000.

19. Minsk L. Extraction-site ridge pres-
ervation. Compend Contin Educ Dent.
2005;26:272, 274-276.

20. Kao SY, Yeung TC, Hung KF, et al.
Transpositioned flap vestibuloplasty com-
bined with implant surgery in the severely
resorbed atrophic edentulous ridge. J Oral
Implantol. 2002;28:194-199.

21. Fugazzotto PA. Maintaining pri-
mary closure after guided bone regenera-
tion procedures: Introduction of a new flap
design and preliminary results. J Periodon-
tol. 2006;77:1452-1457.

22. Nemcovsky CE, Moses O, Artzi Z,
et al. Clinical coverage of dehiscence de-
fects in immediate implant procedures:
Three surgical modalities to achieve pri-
mary soft tissue closure. Int J Oral Maxillo-
fac Implants. 2000;15:843-852.

23. Babbush CA. A new atraumatic
system for tooth removal and immediate
implant restoration. Implant Dent. 2007;
16:139-145.

24, Yalcin S, Aktas |, Emes Y, et al. A
technique for atraumatic extraction of
teeth before immediate implant placement
using implant drills. Implant Dent. 2009;18:
464-472.

25. Wang HL, Tsao YP. Mineralized
bone allograft-plug socket augmentation:
Rationale and technique. Implant Dent.
2007;16:33-41,

26. Elian N, Cho SC, Froum S, et al. A
simplified socket classification and repair

technique. Pract Proced Aesthet Dent.
2007;19:99-104.

27. Park SH, Wang HL. Mucogingval
pouch flap for sandwich bone augmentation:
Technique and rationale. Implant Dent.
2005;14:349-354.

28. Laster L, Laudenbach KW, Stoller
NH. An evaluation of clinical tooth mobility
measurements. J Periodontol. 1975;46:
603-607.

29. Covani U, Barone A, Cornelini R.
Bucco-lingual bone remodeling around im-
plants placed into immediate extraction
sockets. A case series. J Periodontol.
2003:74:268-273.

30. Liu CL. The impact of osseointe-
grated implants as an adjunct and alterna-
tive to conventional periodontal prosthesis.
Compend Contin Educ Dent. 2005:26:
653-654, 656, 659-660 passim; quiz 668-
669.

31. Wang HL, Tsao YP. Histologic
evaluation of socket augmentation with
mineralized human allograft. Int J Peri-
odontics Restorative Dent. 2008;28:231-
237.

32. Minichetti JC, D'Amore JC, Hong
AYJ, et al. Human histologic analysis of
mineralized bone allograft (Puros) place-
ment before implant surgery. J Oral Im-
plantol. 2004,30:74-82.

33. Block MS, Finger |, Lytle R. Human
mineralized bone in extraction sites before
implant placement. Preliminary results.
J Am Dent Assoc. 2002;133:1631-1638.

34. Jackson BJ, Morcos |. Socket
grafting: A predictable technique for site
preservation. J Oral Implantol. 2007;33:
363-364.

35. Mathews DP. The pediculated
connective tissue graft: A novel approach
for the “blown-out” site in the esthetic
zone. Compend Contin Educ Dent. 2008;
29:350-357.

36. Machtei EE. The effect of membrane
exposure on the outcome of regenerative
procedures in humans: A meta-analysis.
J Periodontol. 2001;72:512-516.

37. Brugnami F, Then PR, Moroi H, et
al. GBR in human extraction sockets and
ridge defects prior to implant placement:
Clinical results and histologic evidence of
osteoblastic and osteoclastic activities in
DFDBA. Int J Periodontics Restorative
Dent. 1999;19:259-267.

38. Smukler H, Landi L, Setayesh R.
Histomorphometric evaluation of extrac-
tion sockets and deficient alveolar ridges
treated with allograft and barrier
membrane: A pilot study. Int J Oral Maxil-
lofac Implants. 1999;14:407-416.



IMPLANT DENTISTRY / VOLUME 19, NuMmBER 5 2010 375

‘]D Abstract Translations

GERMAN / DEUTSCH

AUTOR: Edgard El Chaar, DDS, MS
Weichgewebsverschluss transplantierter Extraktionshihlen
im hinteren Oberkiefer: Die RPPCTF-Technik

ZUSAMMENFASSUNG: Die Folgen eines Hohlenkollaps
sowie einer lokalen Kammresorption nach Zahnextraktion im
hinteren Oberkiefer konnen Asthetik, Funktion und zukiinft-
ige Implantierung beeintrachtigen. Eine unmittelbare Trans-
plantierung in den Extraktionshéhlen kann dazu beitragen,
die natiirlichen Kammkonturen beizubehalten. Dabei kann
aber das Fehlen von verfiigbarem Weichgewebe den direkten
Schluss verhindern bzw. eine Spannung ausiiben, die die
Transplantatwandlung hemmen und den sichtbaren Zahn-
fleischmuskel beeintrichtigen kann. Freiliegende Barrier-
emembrane konnen auch fiir bakterielle Infektionen anfillig
sein. Dies kann zu einem sekundiren Transplantatverlust
fiihren. Die gedrehte, gestielte Bindegewebsklappe (RPPCTF)
stellt eine relativ einfache Methode zur Bedeckung des
Weichgewebes bei transplantierten Hohlen ohne besonderen
Spannungsaufbau dar. Der vorliegende Artikel beschreibt
diese Methodik.

SCHLUSSELWORTER: Hohle, Transplantat, Stiel, Bindegewebe

SPANISH / ESPANOL

AUTOR: Edgard El Chaar, DDS, MS
Cierre del tejido suave de cavidades de extraccion injertadas
en el maxilar posterior: La técnica RPPCTF

ABSTRACTO: La secuela del colapso de la cavidad y la
reabsorcion de la cresta localizada luego de la extraccion del
diente en el maxilar posterior puede afectar negativamente la
estética, funcién y colocacion futura de implantes. El injerto
inmediato de las cavidades de extraccion podria ayudar a
preservar los contornos de la cresta natural, pero la falta de
tejido suave puede prevenir el cierre primario o crear tension
que impide el injerto y compromete el festoneado gingival
visible. Las membranas expuestas de la barrera también po-
drian ser susceptibles a una infeccién con bacteria que podria
llevar a una falla secundaria del injerto. El colgajo de tejido
conectivo palatal pedicular girada (RPPCTF por sus siglas en
inglés) es una técnica relativamente simple para la cobertura
de tejido suave de cavidades injertadas sin tension excesiva.
La técnica se presenta en este articulo.

PALABRAS CLAVES: Cavidad, injerto, pediculo, tejido
conectivo
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Fechamento de Tecido Mole de Alvéolos de Extra¢do Enx-
ertados na Maxila Posterior: a Técnica RPPCTF

RESUMO: As sequelas do colapso do alvéolo e a reabsor¢ao
localizada do rebordo em seguida a extragdo do dente na
maxila posterior podem afetar adversamente a estética, fun-
¢do e futura colocagao do implante. O enxertamento imediato
de alvéolo de extracio pode ajudar a preservar contornos
naturais do rebordo: mas a falta de tecido mole disponivel
pode prevenir o fechamento primdrio ou exercer tensido que
impede a renovagido do enxerto e compromete o festonado
gengival visivel. As membranas protetoras expostas também
podem ser suscetiveis a infeccdo bacteriana que podem levar
a falha secunddria do enxerto. O retalho do tecido conjuntivo
palatal do pediculo giroverso (RPPCTF) é uma técnica rela-
tivamente simples para cobertura de tecido mole de alvéolos
enxertados sem tensdo excessiva. Este artigo apresenta a
técnica.

PALAVRAS-CHAVE: alvéolo, enxerto, pediculo, tecido
conjuntivo
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ABTOP: Edgard El Chaar. 1OKTOp XHpYpPruiecKkoi cro-
MaTOJIOTHH, MAarucTp €CTECTBEHHbIX HayK

3akpeiTHE MATKHX TKaHel JIYHOK HOC/e YiajleHus 3yoa
M BXKHBJEHMS TPAHCIUIAHTATA B JHCTAJIBHON 4YaCTH
BepxHei 9eJIHCTH. MeToaHKa  HCHOJbL30BAHMS
epeBepHYTOro JOCKYTa COeIHHNTEIbHON TKAHH Heda ¢
nuTaoumen HoXKon (rotated pedicle palatal connective
tissue flap, RPPCTF)

PE3IOME. Tlocnenctsus aedopmalidi JTYHKH U J1OKa-
M30BaHHON pe3opOuun rpedHs nocne yjaaueHus 3yda B
JAMCTAJLHOH ~ 4YacTH  BEPXHEH  YENIOCTH  MOXET
HeONnaronpusTHO CcKa3aThbesl Ha 3CTeTHKE, (PYHKUUH U
YCTAHOBKE WMIIaHTata B OyayumeMm. Hemennenuas
TPAHCIUTAHTALNS TKAaHW B JIYHKY YyjajJeHHoro 3y0a

MOXKET MNOMOYL COXPAaHHTB CCTCCTBCHHLIEC KOHTYPLI
l‘p{.‘ﬁl-i}vl . OJIHAKO OTCYTCTBHE JOCTATOYHOIO obbema
MSITKOH TKaHH MOXKeT NpenATcTBOBATL NEPBHYHOMY

3AKPBITHIO JIVHKH M OKa3aTh JlaBlieHHe, 3aTpyHsIoee
OOHOBJICHHE TPAHCIUIAHTATA W HApPYLIAIOLlee BHIHMYIO
MOBEPXHOCTE JlecHbl. OTKpbITbIe OapbepHble MEMOpaHbI

MOTYT  OKas3aThCs  [OJABEpPXKEeHbI  OaKTepHalbLHON
HHGEKIHH, YTO MOXKET [PUBECTH K  BTOPHUYHOMY
OTTOPKEHHIO TPAHCIIIAHTATA, MeTojmka
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HCTTOIL30BAHNS HEPEBEPHYTOrO JOCKYTA OZET: Posterior maksilada dig cekiminden sonra ¢ekim
COCTIMHUTEILHON TKaHi HeDa ¢ NNTAaloUIen HOKKOR (ro- soketinin Kolapsi ve sirtta lokalize rezorpsiyon gibi sekeller
tated pedicle palatal connective tissue flap, RPPCTF) estetigi. fonksiyonu ve ileride implant yerlesimini olumsur
SIBISACTCH CPABHUTCILHO POCTON METOAHKOMN 3aKpPbITHS bir sekilde etkileyebilir. Cekim soketlerinde hemen greftleme
MATKOI  TKaHbIO  JIVHKI  [OCIe  yiaiaeHus 3y0a o yapilmasi, dogal sirun konturlarim korumaya yardimer olabi-
BXKHBJICHUS TPaHCIIaHTaTA 0e3 WITHUIHETO lir: ancak, meveut yumusak dokunun az olmasi primer kapan-
HAMPSKCHUSE. DTa CTaThd ONHCLIBACT JAHHYIO MCTOIHMKY. may1 onleyebilir ya da greft rejenerasyonunu engelleyecek bir

K/IOYEBLIE C gerilme yaratabilir ve goriiniir dis eti taragimi (gingival scal-
BBIE C/TOBA: nyHKka. TpaHCIIawTaT. nuTa lop) tehlikeye diisiirebilir. A¢ikta olan bariyer membranlar da

L ikincil greft basanisizh@ina yol agabilecek bakteriyel enfek-
sivonlara kargt duyarli olabilirler. Donmiis pedikiil damak
bag doku flepi (rotated pedicle palatal connective tissue flap-

TURKISH / TURKCE RPPCTF). g.rcl'llcnmi§ sn%;eltler% asir gerillmn; olmu}iup yu-

, musak doku ile kapatmak icin nispeten basit bir tekniktir. Bu
YAZAR: Edgard El Chaar. DDS. MS

: ! . yazida bu teknik sunulmaktadir.
Posterior Maksilada Greftlenmis Cekim Soketlerinin Yu-
mugsak Doku ile Kapatilmasi: RPPCTF Teknigi ANAHTAR KELIMELER: Soket, greft, pedikiil. bag dokusu
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Ao} Aol X W o] 4 279 A= H4: RPPCTF 7]

Mz} o 1=7}r= off 2}iL (Edgard El Chaar). DDS. MS
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