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5
th

 stage                                                                                   

PREPROSTHETIC SURGERY 
 

OBJECTIVES OF PREPROSTHETIC SURGERY  
Despite the enormous progress in the technology available to preserve the dentition, prosthetic 

restoration and rehabilitation of the masticatory system is still needed in patients who are 

edentulous or partially edentulous. 
 

 

General systemic and local factors are responsible for the variation in the amount and pattern of 

alveolar bone resorption . 

General factors include  :- 

1- The presence of nutritional abnormalities  

2- Systemic bone disease, such as osteoporosis; 

3- Endocrine dysfunction, or any other systemic condition that may affect bone metabolism.  

Local factors affecting alveolar ridge resorption include 

1-  Alveoloplasty techniques used at the time of tooth removal . 

2-  Localized trauma associated with loss of alveolar bone.  

3- Denture wearing duration, adaptation and fitness.  

4- Variations in facial structure may contribute to resorption patterns. Individuals with low 

mandibular plane angles and more acute gonial angles are capable of generating higher 

bite force, thereby placing greater pressure on the alveolar ridge areas.  

The long-term result of combined general and local factors is the loss of the bony alveolar ridge, 

increased inter arch space, increased influence of surrounding soft tissue, decreased stability and 

retention of the prosthesis, and increased discomfort from improper prosthesis adaptation.  

 

The objective of preprosthetic surgery is to create proper supporting structures for subsequent 

placement of prosthetic appliances.  

The best denture support has the following characteristics:  

1. No evidence of intraoral or extraoral pathologic conditions  

2. Proper inter arch jaw relationship in the anteroposterior, transverse, and vertical dimensions  

3. Alveolar processes that are as large as possible and of the proper configuration (The ideal 

shape of the alveolar process is a broad U-shaped ridge, with the vertical components as 

parallel as possible.  

4. No bony or soft tissue protuberances or undercuts  

5. Adequate palatal vault form. 

6. Proper posterior tuberosity notching  

7. Adequate attached keratinized mucosa in the primary denture-bearing area  

8. Adequate vestibular depth for prosthesis extension  

9. Protection of the neurovascular bundle  

10. Adequate bony support and attached soft tissue covering to facilitate implant placement 

when necessary  

 

Principle of patient evaluation and treatment planning   
Before any surgical or prosthetic treatment, a thorough evaluation outlining the problems to be 

solved and a detailed treatment plan should be developed for each patient.   

Preprosthetic surgical treatment must begin  
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A- A thorough history and assessment of overall general health . 

1- Specific attention to possible systemic diseases.  

2- Patient's chief complaint and expectations of surgical and prosthetic treatment. 

3- Esthetic, functional goals and Psychological factors of the patient must be assessed 

and a determination whether these expectations can be met.  

4- Information on success or failure with previous prosthetic appliances may be helpful 

in determining the patient's attitude. 

B-  Laboratory tests, such as serum levels of calcium, phosphate, parathyroid hormone, and 

alkaline phosphatase, may be useful in pinpointing potential metabolic problems that may 

affect bone resorption 

C- Physical examination of the patient.  

Evaluation of Supporting Bony Tissue  
Examination of the supporting bone should include 

1- Visual inspection. 

2- Palpation. 

3- Radiographic examination. 

4- Evaluation of models. 

   Evaluation of maxilla includes : 

1- An overall evaluation of the bony ridge form.  

2- No bony undercuts or gross bony protuberances that block the path of denture insertion 

should be allowed.  

3- Palatal tori that require modification should be noted.  

4- Adequate post tuberosity notching must exist for posterior denture stability and 

peripheral seal. 

5- Evaluation of vestibular area is needed. 

6- The location of the mental foramen and mental neurovascular bundle can be palpated in 

relation to the superior aspect of the mandible, and neurosensory disturbances can be 

noted.  

Another area that required evaluation are  

1- Evaluation of the interarch relationship of the maxilla and the mandible that include the  

A- Anteroposterior relationship. Over closure of the mandible may result in a class III 

skeletal relationship but may appear normal if evaluated with the mandible in the proper 

postural position. 

B- Vertical relation-ships” interarch distance”. In the posterior areas, where vertical excess 

of the tuberosity(bony&/or soft tissue), may impinge on space necessary for placement of 

a prosthesis. In dentulous patients, the hyper erupted or mal-positioned teeth or segments 

should also be noted. 

2- Examination of the boney structures for any boney pathology (cyst, granuloma, tumor, 

osteoporosis’) or for the presence of impacted teeth retained root, and examination of 

maxillary sinus for pneumatization in to residual ridge and the location of inferior 

neurovascular bandel and mental foramina. 
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A-Examination of interarch relationships in proper vertical dimension often reveals lack of adequate space for 

prosthetic reconstruction. In this case, bony and fibrous tissue excess in tuberosity area must be reduced to provide 

adequate space for partial denture construction 

B-Radiograph demonstrating atrophic mandibular and maxillary alveolar ridges. Pneumatization of maxillary sinus 

is demonstrated 

 

 

 

 

 
 
A, Ideal shape of alveolar process in denture-bearing area. B-E, Diagrammatic representation of progression of 

bone resorption in mandible after tooth extraction. 

                   
         Treatment Planning  
Before any surgical intervention, a treatment plan addressing the patient's problems should be 

formulated. Long-term maintenance of the underlying bone and soft tissue, as well as of the 

prosthetic appliances, should be kept in mind at all times 

Hasty treatment planning, without consideration for long-term results, can often result in 

unnecessary loss of bone or soft tissue and improper functioning of the prosthetic appliance. For 

example, when there appears to be a soft tissue excess over the alveolar ridge area, the most 

appropriate long-term treatment plan may involve grafting bone or an alloplastic material, such 

as hydroxyapatite (HA), to improve the contour of the alveolar ridge or support endosteal 
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implants. Maintenance of the redundant soft tissue may be found necessary to improve the 

results of the grafting procedure. If this tissue were removed with-out any consideration of the 

possible long-term benefits of a grafting procedure, both the opportunity for improved immediate 

function and the opportunity for long-term maintenance of bony tissue and soft tissue would be 

lost. 

It may be desirable to delay definitive soft tissue procedures until underlying bony problems 

have been adequately resolved.  

If bony or alloplastic augmentation is indicated, maximal augmentation frequently depends on 

availability of adjacent soft tissue to provide tension-free coverage of the graft. Soft tissue 

surgery should be delayed until hard tissue grafting and appropriate healing have occurred 

 

RECONTOURING OF ALVEOLAR RIDGES:- 
1- Simple Alveoloplasty Associated with Removal of Multiple Teeth  

A- The simplest form of alveoloplasty consists of the compression of the lateral walls of the 

extraction socket after simple tooth removal. In many cases of single tooth extraction, 

digital compression of the extraction site adequately contours the underlying bone.  

B- A surgical alveoloplasty in combination with multiple extractions is carried out after all 

of the teeth in the arch have been removed  recontouring is performed  either  

1- At the time of tooth extraction. 

2- After a period of healing . 

       The technique is essentially the same and as following  

1- Bony areas requiring recontouring should be exposed using an envelope type of flap. A 

mucoperiosteal incision along the crest of the ridge, with adequate extension 

anteroposterior to the area to be exposed, and flap reflection allow adequate 

visualization and access to the alveolar ridge. Where adequate exposure is not possible, 

small vertical-releasing incisions may be necessary.  

Regardless of flap design, the mucoperiosteum should be reflected only to the extent 

that adequate exposure to the area of bony irregularity can be achieved Excessive flap 

reflection may result in devitalized areas of bone, which will resorb more rapidly after 

surgery. 

2-  Recontouring can be accomplished with a rongeur, a bone file, or a bone bur in a 

handpiece, alone or in combination . In any case, copious saline irrigation should be 

used throughout the recontouring procedure to avoid overheating and bone necrosis. 

3- After recontouring, the flap should be reapproximated by digital pressure and the ridge 

palpated to ensure that all irregularities have been removed .  

4- After copious irrigation, the edges of the flaps can be trimmed to remove excess tissue 

and sutured with interrupted or continuous sutures.  

5- When a sharp knife-edge ridge exists in the mandible, the sharp superior portion of the 

alveolus can be removed through creation of  a crestal incision , extending along the 

alveolar ridge, approximately 1 cm beyond either end of the area requiring 

recontouring. After minimal reflection of the mucoperiosteum, a rongeur can be used to 

remove the major portion of the sharp area of the superior aspect of the mandible. A 

bone file is used to smooth the superior aspect of the mandible. After copious irrigation, 

this area is closed with continuous or interrupted sutures. Before removal of any bone, 

strong consideration should be given to reconstruction of proper ridge form using 

grafting procedures  
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2- Intraseptal Alveoloplasty ” Dean's technique”, 

Involving the removal of intraseptal bone and the repositioning of the labial cortical bone, 

rather than removal of excessive or irregular areas of the labial cortex. This technique is best 

used in an area where the ridge is of relatively regular contour and adequate height but 

presents an undercut to the depth of the labial vestibule because of the configuration of the 

alveolar ridge.  

This type of technique has several advantages:  

1- The labial prominence of the alveolar ridge can be reduced without significantly reducing 

the height of the ridge in this area.  

2- The periosteal attachment to the underlying bone can also be maintained, thereby 

reducing postoperative bone resorption and remodeling.  

3- Finally, the muscle attachments to the area of the alveolar ridge can be left undisturbed in 

this type of procedure.  
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Intraseptal alveoloplasty. A, Oblique view of alveolar ridge, demonstrating slight facial undercut. B, Minimal 

elevation of mucoperiosteal flap, followed by removal of intraseptal bone using fissure bur and handpiece. C, 

Rongeur used to remove intraseptal bone. D, Digital pressure used to fracture labiocortex in palatal direction. E, 

Cross-sectional view of alveolar process. F, Cross-sectional view of alveolar process after tooth removal and 

intraseptal alveoloplasty. By fracturing labiocortex of alveolar process in palatal direction, labial undercut can be 

eliminated without reducing vertical height of alveolar ridge. 

 

3- Maxillary Tuberosity Reduction  
Horizontal or vertical excess (or both) of the maxillary tuberosity area may be a result of  

A-  Excess bone . 

B-  An increase in the thickness of soft tissue overlying the bone . 

C-  Both excess bone and increase in thickness of soft tissue . 

A preoperative radiograph or selective probing with a local anesthetic needle are often useful to 

determine the extent to which bone and soft tissue contribute to this excess and to locate the floor 

of the maxillary sinus.  

Recontouring of the maxillary tuberosity area are necessary to  

A- Remove bony ridge irregularities . 

B- To create adequate interarch space . 

      Those will allow proper construction of prosthetic appliances in the posterior areas.  

Surgery are follow  
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1- A crestal incision that extends up the posterior aspect of the tuberosity area. With 

reflection of a full-thickness mucoperiosteal flap on both sides. 

2- Bone can be removed using either a rongeur or rotary instruments, with care taken to 

avoid perforation of the floor of the maxillary sinus. After the appropriate amount of 

bone has been removed, the area should be smoothed. 

3- In the event of a gross sinus perforation involving an opening in the sinus membrane, the 

use of postoperative antibiotics and sinus decongestants is recommended that should be 

given for 7 to 10 days postoperatively. The patient is informed of the potential 

complications and cautioned against creating excessive sinus pressure, such as nose 

blowing or sucking with a straw, for 10 to 14 days.   

4- Initial denture impressions can be completed approximately 4 weeks after surgery.  

 

 

         
 

        

 
Bony tuberosity reduction. A, Incision extended along crest of alveolar ridge distally to superior extent of tuberosity 

area. B, Elevated mucoperiosteal flap provides adequate exposure to all areas of bony excess. C, Rongeur used to 

eliminate bony excess. D, Tissue reapproximated with con-tinuous suture technique. E, Cross-sectional view of 

posterior tuberosity area, showing vertical reduc-tion of bone and reapposition of mucoperiosteal flap. (In some 
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cases removal of large amounts of bone produces excessive soft tissue, which can be excised before closure to 

prevent overlapping.) 

 

4- Buccal Exostosis and Excessive Undercuts  
Excessive bony protuberances and resulting undercut areas are more common in the maxilla than 

the mandible. 

A-  A crestal incision extends 1.0 to 1.5 cm beyond each end of the area requiring contour  

B-  A full-thickness mucoperiosteal flap is reflected to expose the areas of bony exostosis. . 

C- Recontouring with a bone file or rotary instrument. 

D- After completion of the bone recontouring, soft tissue is readapted, and visual inspection 

and palpation ensure that no irregularities or bony undercuts exist. 

E-  Interrupted or continuous suturing techniques are used to close the soft tissue incision, 

and the sutures are removed in approximately 7 days.  

F- Denture impressions can be made 4 weeks postoperatively.  

 

 
 

 
 
Other treatment modality for excessive undercut in the buccal aspect of mandible or maxilla 

Buccal Undercut some time is best treated by being filled with either autogenous or allogeneic 

bone material. Such a situation might occur in the anterior maxilla or mandible, where removal 

of the bony buccal protuberance results in a narrowed crest in the alveolar ridge area and a less 

desirable area of support for the denture, as well as an area that may resorb more rapidly. The 

procedures as following :-  

A- After a vertical incision is made in the anterior maxillary or mandibular areas . 
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B- A small periosteal elevator is used to create a sub-periosteal tunnel extending the length of 

the area to be filled in with bone graft .  

C- Sutures are removed at 7 days postoperatively . 

D- Denture impressions can be taken 3 to 4 weeks after surgery.  

Another technique that may be used to correct contour defects involves open exposure of the area 

to be grafted, placement of graft material, and the use of a membrane covering over the grafted 

tissue to facilitate guided bone regeneration . 

 
 
  

5- Mylohyoid Ridge Reduction  
One of the more common areas interfering with proper denture construction in the mandible is 

the mylohyoid ridge area. In addition to the actual bony ridge, the muscular attachment to this 

area often is responsible for dislodging the denture. When this ridge is extremely sharp, denture 

pressure may produce significant pain in this area.  

Relocation of the mylohyoid muscle to improve this condition is discussed later. In cases of 

severe resorption with sharp mylohyoid ridge. In such cases, augmentation of the posterior 

aspect of the mandible, rather than removal of the mylohyoid ridge, may be beneficial. However, 

some cases can be improved by reduction of the mylohyoid ridge area.  

Inferior alveolar, buccal, and lingual nerve blocks are required for mylohyoid ridge reduction. 

Surgical procedures as follow: - 

A- A crest of the ridge in the posterior aspect of the mandible. Extension of the incision too 

far to the lingual aspect should be avoided, because this may cause potential trauma to the 

lingual nerve.  

B- A full-thickness mucoperiosteal flap is reflected, which exposes the mylohyoid ridge area 

and mylohyoid muscle attachments .  

C- The mylohyoid muscle fibers are removed from the ridge by sharply incising the muscle 

attachment at the area of bony origin.   
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D- After reflection of the muscle, a rotary instrument with careful soft tissue protection or 

bone file can be used to remove the sharp prominence of the mylohyoid ridge. Immediate 

replacement of the denture is desirable, because it may facilitate a more inferior relocation 

of the muscular attachment; however, this is somewhat unpredictable and may actually be 

best managed by a procedure to lower the floor of the mouth.  

 

 
 

6- Genial Tubercle Reduction  
As the mandible begins to undergo resorption, the area of the attachment of the genioglossus 

muscle in the anterior portion of the mandible may become increasingly prominent. In some 

cases the tubercle may requires reduction to construct the prosthesis properly. Before a decision 

to remove this prominence is made, consideration should be given to possible augmentation of 

the anterior portion of the mandible rather than reduction of the genial tubercle. If augmentation 

is the preferred treatment, the tubercle should be left to add support to the graft in this area.   

A-  A crestal incision is made from each premolar area to the midline of the mandible.  

B- A full-thickness mucoperiosteal flap is dissected lingually to expose the genial tubercle.  

C- The genioglossus muscle attachment can be removed by a sharp incision.  

D- Smoothing with a bur or a rongeur followed by a bone file removes the genial tubercle.  

E- The genioglossus muscle is left to reattach in a random fashion. As with the mylohyoid 

muscle and mylohyoid ridge reduction, a procedure to lower the floor of the mouth may 

also benefit the anterior mandible.  

 

 

7- TORI REMOVAL  

A- Maxillary Tori  
Maxillary tori consist of bony exostosis formation in the area of the palate. Tori may have 

multiple shapes and configurations, ranging from a single smooth elevation to a multiloculated  

pedunculated bony mass. Tori present few problems when the maxillary dentition is present and 

only occasionally interfere with speech or become ulcerated from frequent trauma to the palate. 

However, when the loss of teeth necessitates full or partial denture construction, tori often 

interfere with proper design and function of the prosthesis. Nearly all large maxillary tori should 

be removed before full or partial denture construction. 
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A- A linear incision in the midline of the torus with oblique vertical-releasing incisions at 

one or both ends is generally necessary. 

B-  Because the mucosa over this area is extremely thin, care must be taken in reflecting the 

tissue from the underlying bone, a particularly difficult task when the tori are 

multiloculated or with sever undercut. 

C- Careful attention must be paid to the depth of the cuts, to avoid perforation of the floor of 

the nose.   

D- Tissue is readapted by finger pressure and inspected to determine the amount of excess 

mucosa that may require removal. It is important to retain enough tissue to allow a 

tension-free closure over the entire area of exposed bone. The mucosa is reapproximated 

and sutured. 

E- To prevent hematoma formation, some form of pressure dressing must be placed over the 

area of the palatal vault. A temporary denture or prefabricated splint with a soft liner 

placed in the center of the palate to prevent pressure necrosis can also be used to support 

the thin mucosa and prevent hematoma formation.  

The major complications of maxillary tori removal include:- 

1- Postoperative hematoma formation. 

2- Fracture or perforation of the floor of the nose. 

3- Necrosis of the flap.  

 

  
A-Typical appearance of maxillary torus.   B- Mid-line incision with anterior posterior oblique 

releasing incisions.                          
  

     
          Sectioning of torus using fissure bur.  
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B- Mandibular Tori  
A bony protuberance on the lingual aspect of the mandible that usually occur in the premolar 

area. It grow slowly Occasionally, extremely large tori interfere with normal speech or tongue 

function during eating. It may be necessary to remove mandibular tori to facilitate denture 

construction.  

A-  A crestal incision should be made, extending 1 to 1.5 cm beyond each end of the tori to 

be reduced. When bilateral tori are to be removed simultaneously, it is best to leave small 

band of tissue attached at the midline between the anterior extent of the two incisions. 

Leaving this tissue attached helps eliminate potential hematoma formation in the anterior 

floor of the mouth and will maintain as much of the lingual vestibule as possible in the 

anterior mandibular area.  

B- The mucosa over the lingual tori is generally very thin and should be reflected carefully 

to expose the entire area of bone to be recontoured .  

C- An interrupted or continuous suture technique is used to close the incisions . 

D- Gauze packs placed in the floor of the mouth and retained for 12 hours are generally 

helpful in reducing postoperative edema and hematoma formation. In the event of wound 

dehiscence or exposed bone in the area of a mucosal perforation, treatment with local 

care, including frequent vigorous saline irrigation, is usually sufficient.  
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SOFT TISSUE ABNORMALITIES  
Abnormalities of the soft tissue in the denture-bearing and peripheral tissue areas include  

1- Excessive fibrous or hypermobile tissue. 

2- Inflammatory lesions, such as inflammatory fibrous hyperplasia of the vestibule and 

inflammatory papillary hyperplasia of the palate. 

3- Abnormal muscular and frenal attachments. 

Long-term treatment planning before any soft tissue surgery is mandatory. Soft tissue that 

initially appears to be flabby and excessive may be quite useful if future ridge augmentation or 

grafting procedures are necessary. Oral mucosa is difficult to replace once it is removed. The 

only exception to this usefulness of excess tissue is when pathologic soft tissue lesions require 

removal.  

 

1- Maxillary Tuberosity Reduction (Soft Tissue)  
The primary objective of soft tissue maxillary tuberosity reduction are  

A- To provide adequate interarch space for proper denture construction in the posterior area. 

B-  A firm mucosal base of consistent thickness over the alveolar ridge denture-bearing area.  

Maxillary tuberosity reduction may require the removal of soft tissue and bone to achieve the 

desired result. The amount of soft tissue available for reduction can often be determined by 

evaluating a presurgical panoramic radiograph. If a radiograph is not of the quality necessary to 

determine soft tissue thickness, this depth can be measured with a sharp probe after local 

anesthesia is obtained at the time of surgery.  

A- An initial elliptic incision is made over the tuberosity in the area requiring reduction, and 

this section of tissue is removed .  

B- After tissue removal the medial and lateral margins of the excision must be thinned to 

remove excess soft tissue, which allows further soft tissue reduction and provides a 

tension-free soft tissue closure. After that a digital pressure can be used to approximate the 

tissue to evaluate the vertical reduction that has been accomplished.  

C- If adequate tissue has been removed, the area is sutured with interrupted or continuous 

suturing techniques.  

D- If too much tissue has been removed, no attempt should be made to close the wound 

primarily. A tension-free approximation of the tissue to bone should be accomplished, 

which allows the open wound area to heal by secondary intention.  

E- Sutures are removed in 5 to 7 days . 

F- Impressions can generally be taken 3 to 4 weeks postoperatively.  
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Maxillary soft tissue tuberosity reduction. A, Elliptic incision around soft tissue to be excised in tuberosity area. B, 

Soft tissue area excised with initial incision. C, Undermining of buccal and palatal flaps to provide adequate soft 

tissue contour and tension-free closure. D, View of final tissue removal. E and F, Soft tissue closure  
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2- Unsupported Hypermobile Tissue  
Excessive hypermobile tissue on the alveolar ridge is generally the result of  

A- Resorption of the underlying bone . 

B- Ill-fitting dentures . 

C- Both.  

Before the excision of this tissue, a determination must be made of whether the underlying bone 

should be augmented with a graft. If a bony deficiency is the primary cause of soft tissue excess, 

then augmentation of the underlying bone is the treatment of choice. If adequate alveolar height 

remains after reduction of the hypermobile soft tissue, then excision may be indicated.  

 Removal of hypermobile tissue in the alveolar ridge area consists  

 

 
    
             

3- Inflammatory Fibrous Hyperplasia “ Epulis fissuratum or Denture fibrosis” 
A- In the early stages of fibrous hyperplasia, when fibrosis is minimal, nonsurgical treatment 

with a denture in combination with a soft liner is frequently sufficient for reduction or 

elimination of this tissue.  

B- When the condition has been present for some time, significant fibrosis exists within the 

hyperplastic tissue.  

   
 E, Postoperative view of Figure 1 3-21. The smaller well-localized area on patient's left has been removed and 

closed primarily. The larger area of excessive tissue on right has been removed and wound margin sutured to 

periosteum at depth of vestibule, which leaves exposed periosteum.  
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Techniques can be used for successful treatment of inflammatory fibrous hyperplasia.      

 

1- When the area to be excised is minimally enlarged, electrosurgical or laser techniques 

provide good results for tissue excision.  

2- If the tissue mass is extensive, large areas of excision using electrosurgical techniques 

may result in excessive vestibular scarring with loss of vestibule. In this procedure the 

hyperplastic soft tissue is excised superficial to the periosteum from the alveolar ridge area. A 

clean supraperiosteal bed is created over the alveolar ridge. A surgical splint or denture lined 

with soft tissue conditioner is inserted and worn continuously for the first 5 to 7 days, with 

removal only for oral saline rinses. Secondary epithelialization usually takes place, and denture 

impressions can be made within 4 weeks.   

 

 
 

4- Inflammatory papillary hyperplasia : 
Inflammatory papillary hyperplastic tissue formation in the palate is frequently a result of 

mechanical irritation and is seen most often in patients who wear prosthetic appliances. Other 

potential contributing factors to this process include poor hygiene, fungal infections, and the 

associated inflammation. this condition usually appears as multiple nodular projections in the 

palatal tissue. Total full-thickness exncision is not necessary.  

1- Nonsurgical treatment: 

In the very early stages, nonsurgical treatment such as proper denture adjustment 

combined with a tissue conditioner, may eliminate or reduce this problem.  

2- Surgical treatment  

A- Mucosal excision superficial to the periosteum is recommended and can be done with a 

scalpel. However, palatal form and access to the area of excision may limit the use of 

this scalpel technique in certain situations  

B- Electrosurgical loops for excision of the palatal mucosa that should be a split-thickness 

excision so that palatal bone is not cauterized  

C- Techniques to abrade the superficial layer of palatal mucosa are also effective for 

treatment. A coarsely fluted acrylic or bone bur or dermabrasion brush in a rotating 

handpiece can be used for this purpose.  

D- Cryosurgery . 

E- lasers treatment. 

F-  After tissue exsision, Regardless of the technique used for removal of this tissue, a 

specimen should be obtained and submitted for histopathologic examination  
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G- Insertion of a splint or denture containing soft tissue liner provides improved patient 

comfort during the healing period. Secondary epithelialization usually takes place in 

approximately 4 weeks.  

 

      
 

Labial Frenectomy 
Labial frenal attachments consist of thin bands of fibrous tissue covered with mucosa, extending 

from the lip and cheek to the alveolar periosteum.  

The level of frenal attachments may vary from the height of the vestibule to the crest of the 

alveolar ridge. Labial frenum may be is associated with a diastema.   

Construction of a denture may be complicated as movement of the soft tissue adjacent to the 

frenum may create discomfort and ulceration and may interfere with the peripheral seal and 

dislodge the denture. 

Multiple surgical techniques are effective in removal of frenal attachments:  

 

( 1 ) Simple excision technique. 

The procedure is effective when the mucosal and fibrous tissue band is relatively narrow. Laser 

assisted techniques are versatile in creating local excision and ablation of excessive mucosal 

tissue and fibrous tissue attachments allowing secondary epithelialization. 

The assistant elevate and evert the lip during this procedure.  

A narrow elliptical incision around the frenal area down to the periosteum is completed. 

The fibrous frenum is then sharply dissected from the underlying periosteum and soft tissue, and 

the margins of the wound are gently undermined and reapproximated. Placement of the first 

suture should be at the maximal depth of the vestibule and should include both edges of mucosa 

and underlying periosteum at the height of the vestibule beneath the anterior nasal spine This 

technique reduces hematoma formation and allows for adaptation of the tissue to the maximal 

height of the vestibule. The remainder of the incision should then be closed with interrupted 

sutures. Occasionally, it is not possible to approximate the portion of the excision closest to the 

alveolar ridge crest; this will undergo secondary epithelialization without difficulty 
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(2) Z-plasty technique. 

The two small oblique extensions also require closure. This technique  

Is indicated to decrease the amount of vestibular ablation sometimes seen after linear excision of 

a frenum. 
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(3) localized vestibuloplasty with secondary epithelialization.  

 

A third technique for elimination of the frenum involves a localized vestibuloplasty with 

secondary epithelialization.  

Indication : 

1- In case the base of the frenal attachment is extremely wide .  

2- In case, there Is broad-based muscle attachments. 

An incision is made through mucosal tissue and underlying submucosal tissue, without 

perforating the periosteum.  

A supraperiosteal dissection is completed by undermining the mucosal and submucosal tissue 

with scissors or by digital pressure on a sponge placed against the periosteum. 

After a clean periosteal layer is identified, the edge of the mucosal flap is sutured to the 

periosteum at the maximal depth of the vestibule and the exposed periosteum is allowed to heal 

by secondary epithelialization.  

A surgical splint or denture containing soft tissue liner is often useful in the initial 

healing period.  
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(4)-laser  
The tendinous frenum attachment is ablated with the laser and often does not require suture 

reapproximation of the tissue. 

Frenectomies completed with the laser often respond well with fewer postoperative complaints 

of swelling and pain 

Lingual Frenectomy 
An abnormal lingual frenal attachment usually consists of mucosa, dense fibrous connective 

tissue, and occasionally, superior fibers of the genioglossus muscle. This attachment binds the tip 

of the tongue to the posterior surface of the mandibular alveolar ridge. such attachments can 

affect speech.  

After loss of teeth, this frenal attachment interferes with denture stability, because each time the 

tongue is moved, the frenal attachment is tensed and the denture is dislodged. 

The tip of the tongue is best controlled with a traction suture. 

Surgical release of the lingual frenum requires incising the attachment of the fibrous connective 

tissue at the base of the tongue followed by closure in a linear direction. A hemostat can be 

placed across the frenal attachment at the base of the tongue for approximately 3 minutes, which 

provides vasoconstriction and a nearly bloodless field during the surgical procedure.  

After removal of the hemostat, an incision is created through the area previously closed within 

the hemostat.  

The tongue is retracted superiorly, and the margins of the wound are carefully undermined and 

closed parallel to the midline of the tongue. Careful attention must be given to blood vessels at 

the inferior aspect of the tongue and floor of the mouth and to the submandibular duct openings. 

Trauma to these vital structures during the incision or closure may result in postoperative 

hemostatic concerns and obstruction of salivary flow. 
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Immediate dentures  
The decision may be made to insert dentures at the time of tooth removal and bony recontouring. 

Several advantages of an immediate denture technique.  

1- Offers immediate psychological and esthetic benefits to patients, whereas alternatively 

they may be edentulous for some time. 

2- Functions to splint the surgical site, which results in the reduction of postoperative 

bleeding and edema and improved tissue adaptation to the alveolar ridge. 

3- The vertical dimension can be most easily reproduced with an immediate denture 

technique.  

 

 



Oral Surgery – Dr. Labeed Sami 
 

Disadvantages 

The need for frequent alteration of the denture postoperatively and the construction of a 

new denture after initial healing has taken place. 

 

One stage procedure :-Anterior and posterior teeth can be extracted and dentures inserted in a 

single stage.  

Two Stages procedure , with extraction of the posterior dentition in the maxilla and the mandible 

done before anterior extraction. This allows for initial healing of the posterior areas and 

facilitates improved adaptation of the denture over the alveolus and tuberosity. Before extraction 

of the remaining anterior teeth, new records are taken and models are mounted on a 

semiadjustable articulator. 

The models allow for fabrication of dentures maintaining proper vertical height and esthetics.  

The cast of the alveolar ridge area is then carefully recontoured in anticipation of the extraction 

of the remaining anterior teeth and recontouring of the bony alveolus. A clear acrylic splint is 

fabricated from the recontoured presurgical casts to replicate the desired alveolar ridge form. 

Any areas of tissue blanching or gross irregularities are then reduced until the clear surgical 

guide is adapted to the alveolar ridge in all areas.  

Immediate denture surgery involves the most conservative technique possible in removal of the 

remaining teeth.  

Simple minimal recontouring or an intraseptal alveoloplasty, preservingas much vertical height 

and cortical bone as possible, is generally indicated.  

The immediate denture with a soft liner is inserted. Care should be taken not to extrude any 

reline material into the fresh wound.  

The patient is instructed to wear the denture continuously for 24 hours and to return the next day 

for a postoperative check. 

Bupivacaine or another similar long-acting local anesthetic injected at the conclusion of the 

surgical procedure greatly improves comfort in the first 24-hour postoperative period.  

A t that time the denture is gently removed, and the underlying mucosa and alveolar ridge areas 

are inspected for any areas of excessive pressure. The denture is cleaned and reinserted, and the 

patient is instructed to wear the denture for 5 to 7 days and to remove it only for oral saline rinses 

 

.  
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ALVEOLAR R I DG E PRESERVATION 
An important aspect of preprosthetic surgery can actually be accomplished at the time of tooth 

extraction by attempting to maintain and regain as much bone in the extraction area as possible.  

If a tooth is deemed nonrestorable and planned for extraction, simultaneous preservation of the 

socket using a variety of bone materials can aid in the maintenance of alveolar height and width. 

The adjunctive measures maintain ridge form as the alloplastic materials are slowly resorbed 

through bony remodeling.  

Several allogeneic and xenogeneic bone materials have been used to maintain the bony 

architecture, limiting the morbidity of harvesting autogenous bone from an adjacent intraoral 

site.  

These inorganic materials are derived from a bovine source (xenograft) or processed cadaveric 

bone.  

Atraumatic extraction with maintenance of the buccal and lingual cortical walls is essential to 

preservation of alveolar bone. The site is curetted and irrigated after removal of the tooth in 

entirety. The graft material is placed into the extraction site and compressed to the level of the 

alveolar crest 

In most cases the graft material is covered with some type of collagen material that is held in 

place with resorbable sutures. 

The use of a resorbable membrane requires limited soft tissue reflection of the adjacent margins 

to place the membrane under the attached gingiva.  

Implant placement in a site preserved with grafted bone material usually proceeds in 2 to 6 

months 
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OVERDENTURE  SURG E RY 
Alveolar bone is maintained primarily in response to stresses transferred to the bone through the 

teeth and periodontal ligament during mastication.  

By maintaining teeth wherever possible, resorption of bone under a prosthetic appliance may be 

minimized.  

An overdenture technique attempts to maintain teeth in the alveolus by transferring force directly 

to the bone and improving masticatory function with prosthetic restoration. 

The presence of teeth may also improve proprioception during function, and special retentive 

attachments can be incorporated into the retained teeth to improve denture retention and stability.  

Overdentures should be considered wherever several teeth exist with adequate bone support and 

when good periodontal health can be maintained and the teeth can be properly restored.  

Bilateral canines are generally best suited for this type of treatment. Because this technique also 

requires endodontic and prosthetic treatment of retained teeth, financial considerations must also 

be taken into account. 

Adequate clinical and radiographic evaluation of these teeth should be completed, including a 

clinical examination, evaluation of pocket depth around the teeth, and evaluation of the attached 

gingiva. 

 

 

  


