PERIODONTICS

Why periodontal surgery?

Reappraisal of the reasons

Murray Arlin, pps, FRcD(C)

Periodontal surgical procedures are the treatment of choice when: 1)
deep periodontal pockets preclude thorough root scaling; 2) osseous
grafting is necessary to preserve the tooth, 3) there is inadequate
supragingival tooth structure for proper restoration; 4) there is
inadequate attached gingiva or mucogingival involvement. The decision
to perform surgical procedures is influenced by the age of the patient,
the prognosis of the teeth involved and the treatment plan for the whole

eriodontal surgery has arisen out
P of a need to find ways to treat
clinical problems that could not be
resolved by non-surgical methods (1).
Although there are many situations
where there would be little doubt as
to the need for surgery (e.g., surgical
crown lengthening, certain mucogin-
gival defects, root amputation in
order to salvage a strategic molar,
etc.) some of the classical indications
for periodontal surgery have recently
been challenged. It is timely, there-
fore, to re-appraise the “why” of
periodontal surgery.

Whenever contemplating any peri-
odontal therapy, one must keep in
mind that the “PRIMARY” objec-
tive is to “MAINTAIN THE NATU-
RAL DENTITION OF THE PA-
TIENT FOR THEIR LIFETIME IN
REASONABLE HEALTH, COM-
FORT, FUNCTION AND ESTHE-
TICS”. The choice of therapy to
achieve this goal should ideally be the
most “PREDICTABLE” one and
should be as atraumatic as possible.
Striving to attain pocket elimination
and adequate bands of attached
keratinized gingival tissue are “SEC-
ONDARY” goals of therapy. In
order to achieve and maintain these
goals of periodontal therapy, it is
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critical that the therapist pay meticu-
lous attention to the initial and
maintenance phases of periodontal
treatment as well as any surgical
component of therapy that might be
indicated. For example, a 65 year old
patient exhibiting minimal bone loss,
6mm pockets and borderline muco-
gingival defects could most likely be
maintained non-surgically in order to
achieve our primary therapeutic goal.
The same clinical conditions in a 25
year old patient, however, presents an
entirely different picture, where ini-
tial, surgical and maintenance thera-
py might result in more “PREDICT-
ABLE” means of achieving all of our
goals of periodontal therapy.

One must also always keep in mind
that although microbial plaque is
undoubtedly the “primary” cause of
inflammatory periodontal diseases,
(2) factors that hinder plaque removal
(e.g., overhangs, poor margins, tooth
malposition, root proximity) and the
patients’ immunological response,

Dr. Arlin has a private practice in Periodon-
tics in Weston, Ontario

We are pleased to present this original
article written specially for Oral Health.

are important modulating *“second-
ary” factors. Some of the secondary
factors that inhibit plaque removal
can be eliminated but unfortunately
there is inadequate information avail-
able on how to bolster the patient’s
immune response to periodontal
microbial pathogens. This then limits
our therapy to be directed against the
primary etiological factor in perio-
dontal disease, namely, subgingival
microbial plaque and the associated
subgingival calculus which is always
covered by a layer of microorganisms.
)

The important question is how
much of the plaque and calculus must
be removed? or, looked at another
way: how much can be missed?
Unfortunately, we do not have an
exact answer to this question. Indeed
the answer is probably different for
each patient and might even vary in
an individual’s own lifetime depend-
ing on other factors such as the
patient’s immunocompetence. As
clinicians, we must therefore strive to
achieve as near as possible total
elimination of plaque, calculus and
inflammation that is “PRACTICAL”
for that unique patient who presents
with his unique set of circumstances.
This does not mean to justify per-
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Fig. 1 —In this case, the palient presented with pain, swelling and
a deep pocket on the distal of the first molar. A diagnosis of an
acute periodontal abscess was made and the prognosis was
poor. The emergency treatment consisted of extensive scaling,
root planing and gingival curettage under local anaesthetic. This
was done with a ‘"closed" procedure in that a flap was not raised.
Approximately 15 minutes was spent on this procedure and was
localized to the distal root of the first molar only.

Fig. 2 —When the emergency treatment failed, the first molar was
extracted without delay. It was important not to allow the
uncontrolled infection from the first molar to encroach upon the
per!iodomal support of the mesial aspect on the adjacent second
molar,

It is noteworthy that in spite of extensive scaling and root
planing a tremendous amount of residual calculus was evident.
This reinforces the concept that the effectiveness of scaling and
root planing decreases as pocket depth increases.

Fig. 3 — The osseous defect and root surface were visualized
after a full-thickness pericdontal flap has been raised and the
granulation tissue has been curetted away. In this case, the
osseous defect had a deep and wide 3-walled configuration while
the root surface demonstrated abundant subgingival calculus
deposits. Again, it is noteworthy that this patient had recently
undergone a series of subgingival scaling and root planing
appointments yet abundant residual calculus is evident.

Fig. 4 — With visualization of the diseased root surface, it was
possible (but still difficult) to remove all the tenacious deposits.
This would not have been possible without a flap approach that
provided improved access. Note that the discolouration on the
root that remains was not calculus but was probably indicative of
a variable thickness in the root cementum and/or dentin.

Flg. 5 — The morphology of the osseous defect was such that it
was more conducive to a regenerative procedure rather than a
resective approach. In this case, the 3-walled defect was suitable
for containment of an osseous graft substitute.
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