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Preprosthetic surgery
In this lecture we have:
(Introduction

(Definition

(Guidelines for the Preprosthetic surgery
( Classification of the Preprosthetic surgeries
     (Soft tissues surgeries   
 (Introduction: 
Sometimes there are some obstacles that stop us from constructing our denture (such as the gagging reflex which we have already discussed in the previous lecture) in this lecture we will continue discussing the other obstacles which are the hard and soft tissue lesions in the arches. So we have to prepare the oral cavity (i.e. the upper and lower arches) to receive the denture so that the out comes of the treatment will be satisfactory
((Note: in this lecture we will emphasize on the causes of these obstacles and we won't concentrate on the treatment that much coz you will take it in more details in the surgery and one of your requirements in the 5th year will be preprosthetic surgery

(Who do the preprosthetic surgery; the prosthodontist or the surgeon?  Mainly the prosthodontist if he is well trained if he's not he have to design his prosthesis and give a request for the surgeon to do it in the way that he (prosthodontist) need. so in this case the surgeon doesn’t know exactly what you want you should guide him  

ex.: if your patient has a sever undercut then you have to outline the undercut area in a cast and then you send it to the surgeon and you should guide him how much you want to cut from this area exactly otherwise you may lose the denture's foundations.
(Definition:
Preprosthetic surgeries include any surgical procedure (minor or major) which should be considered before the construction and insertion of complete denture. So that we are preparing the patient's mouth
Mainly it aims to improve the denture support, retention and comfort in large numbers of cases. For ex: minor or small alteration in the denture bearing area might benefit the patient or make it easier for the prosthodontist 
(Note: even the smallest or the most minor surgery it is slightly feared by most of the patients therefore it should be never under estimated. For ex: patient who has torus mandibularis and he is 60 years old when we told him that we will do a minor surgery for him to remove it otherwise we couldn't make a good denture for him and we told him that it is very easy and simple surgery for only 15 minuets under the local anesthesia he refused that and prefer to complete his life without any surgeries so that most of the patients will escape
(So don’t fight to tell your patient about the procedure bcz most of the patients at this ages (i.e. elderly patients) you have to explain for them that this is not a major surgery

(Note: how to manage case with partially impacted wisdom? If it annoy the patient  that they have to do pulpectomy then they should cut the crown then they should leave the roots coz its in the most posterior part of the maxillary tuberosity so if they remove it completely then they will end up with fibrous tissues after that they will proceed in the complete denture construction OR if the partially impacted wisdom doesn’t annoy the patient we can trim the cusps that appear then you will proceed in the complete denture construction 

(From the prosthodontic point of view the Preprosthetic surgery is an elective procedure and this mean it isn’t strictly necessarily so it isn’t important to do it unless you have convinced that the benefit out come is more than the risk and discomfort .for ex:(patient who has STH that interfere with retention or stability of the denture such as  tours palatine that will interfere with the stability of the denture and make rocking in this case we have to do the surgery coz without it we can't make a denture 

(Patient with prominent labial frenum mostly we relive it in the denture and very rare to do frenectomy

( Guidelines for the Preprosthetic surgery:
(Take full medical and dental history: you have to be very careful with the medically compromised patients especially patient with CVS diseases, patient with hypertension and the diabetics

 (We have already talked about how to take full medical and dental history in the previous lectures so you can refer to them
(Radiographs: it should be also supported by all radiographs that we need it might be OPG (panoramic), periapical or CT scan

(Studying cast especially for the hard tissues surgeries: once it come to the bone you need to make a studying cast by taking primary impression then you make a studying cast to design what you exactly need from the surgeon

(Elimination of most other causes of the trouble with the denture: so if the denture causes the trouble itself you have to remove the cause from the denture either by taking it from the patient or by correcting it
(Respect the patient wish; it's an elective surgery: you told the patient that without the surgery you can't make a good denture for him and he refuse to make a surgery for him in this case you shouldn’t push the patient to the surgery you should respect the patient desire(
(Classification of the Preprosthetic surgeries:

Preprosthetic surgeries have been calcified into 2 categories:

(Soft tissues surgeries, subdivided into:
           (Non surgical procedures 
           (Surgical procedures

(Hard tissues (bone) surgeries, subdivided into:
            (Major 

            (Minor
(Soft tissue surgeries:
(Non surgical procedures:
(It is applied only for the old denture wearers; as we know that wearing the denture for long time will cause biological changes and material changes in the denture itself 
In most cases the patients aren’t aware that the oral tissues either soft or hard have been damaged or deformed by the presence of their dentures bcz most of these lesions are painless such as the denture stomatitis or denture fissuratum so it is recognized by the dentist and the patient doesn’t recognize its presence mostly
(Causes of these lesions:

(The prolong use of complete denture more than 5 years estimated 

(Continuous use of ill fitting denture
( Using of a denture with a faulty occlusion

(Wearing the denture day and night which mainly cause the denture stomatitis

(Relining the denture for many times or using commercial dentural adhesives by the patients themselves, these agents are OTC in the pharmacies; so the patient with the ill fitting denture brings the adhesive and put it in his denture and he will continuous with it until 10 to 15 years then he will end up with a denture that won't fit at all bcz the bone resorption was very sever and when he come to the prosthodontist he will discover theses lesions that the patient doesn’t know about it bcz its painless and this is one of the mal use of the adhesives , other patients reline the dentures by themselves by bringing the self cure one from the pharmacies then he mix it in his home or technician do it  and put it in his mouth without any prosthodontist instructions he will feel some burning sensation in the beginning and these relining materials will cause these lesions in his mouth with the time 
(Consequences of these causes:

(Hyperplasia or flappy ridges 

(Granular or papillary hyperplasia 
(Denture stomatitis

(Fibrous hyperplasia epulis
 All these  don’t need surgical intervention
( Dr show us a figure for a patient with generalize denture stomatitis he said that this patient wear the denture day and night for about 10 years

(Note: clinically we differentiate between the denture stomatitis and the nicotinic stomatitis by the center of the spots which is different between them

( Dr show us another figure for lady with partial denture stomatitis bcz she wear the denture day and night

(Procedures:

In general for any lesion we should start with non surgical procedures we don’t push our patients toward the surgical one 
(rest the denture sporting tissues ; this apply for the old denture wearers by removal of both dentures from the patient mouth for at least 3 days or minimum 1 week to allow the soft tissues to recover and to be healthy before taking the master impression so even if its denture stomatitis it should be heal .some patients refuse to give you the denture (he will say that he can't give you his denture for one week its too much! )then we can go to the tissue conditioners it act as shock absorbent and some of these conditioners contain medications such as antifungal agents   

(The patient should be encouraged to clean that affected area by soft brush or by his fingers or by using antifungal medications for the candidal infections mainly Candida albicans which cause the denture stomatitis 

(Remaking a complete denture after the complete healing of the tissues 
(Occlusal correction for the old denture especially in the patients who wear the denture for more than 10 years ; acrylic teeth with time will wear so the vertical dimension will be increase so the FWS will also increase and we have to correct it by :

     (decrease the vertical dimension within a range of 2-4mm if possible 

OR if it's not possible:

      ( Long procedure of occlusal pivoting and muscles reprogramming and this usually takes about 3-6 months, ex:  when we the patient has a FWS of 18mm so we can't bring it to 4mm out of a sudden so it has to be gradually by using the muscle reprogramming method or if we don’t have a time we can use STH called compromising for the FWS (from 18 to 6mm) and the patient can tolerate it and there will be no any problem in the TMJ or muscles of the patient

(Now back to the soft tissues surgeries we have talked about the non surgical procedure now we will continue with:

(The surgical procedure:

We classified the lesions that need surgical intervention according to their sites in the upper or lower jaws 

 (In the upper jaw:

    ( Hyperplasic or flappy ridges or sometimes we call it displaceable tissue: 
(Its classical appearance in the upper jaw in the premaxilla  it’s a hyperplasic tissues or flappy ridges from the premolar or from the canine and it's an elevation without any underlying bone
 (We call it flappy bcz it's webby; it will move with your hands when you palpate it
(Most of the patients with flappy ridges complain from that the denture come down when they eat and that’s bcz the denture hardly compress the tissues in that area   
 (Dr show us a figure where there was a very large incisive papilla as an example. 
 ( To examine the hyperplastic ridges we press on it with the burnisher it will change its color into the white bcz we are pressing on a C.T without underlying bone

 (Causes of the flappy ridges:

      (Ill fitting old denture 

      (Sharp underlying residual ridges resulting from immediate denture (immediate denture: the denture that inserted at the time of the extraction) so after 2-3 months of healing (i.e. healing  of the residual ridges after the extraction) he will end up with  flappy ridges due to incorrect putting of an immediate denture  

      ( Patient with chronic periodontitis he will end up with flappy ridges sometimes even in the lower arch as well

   (Classical appearance: it occurs mainly when we have maxillary complete denture opposing lower natural standing teeth without replacing the posterior one in the lower (i.e. the patient don’t have premolars and molars in the lower and didn’t  replace them) so the patient will tend to protrude the mandible and incise on the anteriors during eating. the bite force of the lower natural teeth is 4 times more than that of acrylic teeth and also the mandible hit the maxilla all the time (nearly 17 one in the minuet) so the difference in the bite force and banging of the mandible all the time against the maxilla will accelerate the bone resorption and he will end up with flappy ridge. So when  you see a patient with flappy ridge in the premaxilla you can ask him that if in the past he hand a denture in the upper and natural teeth in the lower(from canine to canine) definitely he will say yes you are right(
    So again the classical appearance of the flappy ridge in the premaxilla in the patient who had upper complete denture and lower natural teeth from canine to canine or sometimes from premolar to premolar
   (Consequences of the flappy ridges:

(Shifting of the incisive papilla 

(Enlargement of the palatal rugae; there will be increasing in the elevation of the rugae and it will shift forward so it will be more or less close to the ridge
    ( The management:

(Careful diagnosis by propping or the x-ray OPG (panoramic) to determine the amount of the bone resorption

(In the severe cases we have to do surgical removal 

(Most of the technician and prosthodontist don’t prefer to do surgical removal even in the sever cases so they do what we call special impression technique for the flappy ridges

(note: Most of the technician and prosthodontist don’t prefer to do surgical removal even in the sever cases and the reason behind this that there is no underlying bone beneath the flappy ridge so if we remove it we will end up with shallow sulcus so we prefer to have flappy ridge and the depth of the sulcus within the normal rather than removal of it and end up with shallow sulcus 
(Note: during the static these hyperplasic tissues of the flappy ridge act as suction  bcz it fill with blood and fluid so when you start to put the denture you compress these tissues so fluids and blood in it will return to the vessels and the hyperplasic tissues will  decrease in  size then when the denture is full seated the fluid will return from the vessels to the tissues and so these tissues will hold the denture in its place and this is a good job  but during function bcz its flappy tissues it will move with the movement of the mandible and the foods or during the speaking so its not stable and this is actually what annoy the patient from it
Now back to the management(
(Some prosthodontist go to the extreme by injecting of sclerosing agents like boning water
Now we will talk about one of the special impression technique for the flappy ridge:
(Note: Dr said we won't talk about other techniques and even this technique we won't talk about it in details coz we will take them in the 5th year in more details (
  (This technique is called open window technique:
 (We design a cast after we have taken the primary impression then we determine the area of the hyperplasic tissues on the cast (we paint it by any color)
( Then we construct a special tray where we make STH like the window surround that area
( Then we put green stick in the periphery of the special tray during the border molding
( Then when we come to the secondary impression we take it in 2 different materials and in 2 steps:

   (regarding the 2 different materials: as you know the types of the impression materials regarding the technique or the properties:( Mucocompressive (mucostatic (selective (that mean in some areas it can be compressive in other areas its not) so we use mucostatic material to take the secondary impression for the area surrounded by the window (the area of the flappy tissues) and the mucocompressive material for other parts of the edentulous area except the area surrounded by the window 
    (Regarding the 2 steps: 1st we take the secondary impression for the edentulous area except the area of the flappy ridge by- as we said- mucocompressive material mainly we use zinc oxide eugenol past or any elastomeric impression material, 2nd step we take the secondary impression for the window area; we stabilize the patient in supine position or horizontal bcz we will use a flowy material for taking the impression for this area which is plaster of Paris (a special one not the one we use in the prostho lab) in the same special tray by which we take the secondary impression in the 1st step 
(Then we pour the secondary impression by stone. we put a separating medium or Vaseline 1st on the plaster of Paris before we pour it
(Note: there are other techniques rather than the open window technique in which we use alginate or rubber material
 (By this we have finished talking about the flappy ridges now we will talk about:

(Papillary hyperplasia in the palate:

  (In the 99.9% papillary hyperplasia found on the upper arch bcz the minor salivary glands are only found in the upper
   ( We call it papillary hyperplasia bcz the papillae will be enlarged in this case.  
   (Causes:

(Ill fitting denture with bad oral hygiene
( Long standing chronic irritation 

(Continuous wearing of the upper denture day and night

   (Dr show us a slide for a very sever case of denture stomatitis he said in this case we call it papillary hyperplasia of the palate rather than denture stomatitis bcz papillary hyperplasia  in the palate start as a denture stomatitis that will be change to papillary one in the advanced cases

   (Management:

Try the non surgical procedures 1st (I mention them in page 5&6 so you can refer to them if you forget them() 
Then if the lesion is still persist we will go to what we call electrical surgery
( In both jaws:
(Fibrous hyperplasia (denture epulis or denture fissuratum):
  (Mostly we call it denture fissuratum 
  (It’s a chronic irritation of the over extended denture or poorly fitted denture which may be result in fibrous tissues between the denture periphery and the sulcus due to the bone resorption

 (It's exactly related to the peripheries of the denture 

 (Clinically: it appear as single core or multiple 

 (Management:
(Trim or reduce the over extended periphery (by that we remove the cause of the fibrous hyperplasia) then try the non surgical procedures.

(If it persists we have to go to the surgical procedures:

 By giving LA then flap reflection then suturing it might end up with a shallow sulcus and you might need to do what's called vestibuloplastic deepening of the sulcus 

((Note: vestibuloplasty is a major surgery you need to think about it before doing it especially in the elderly patients
 (Dr show us a slide of a single denture fissuratum in the upper jaw and its small one so that Dr said that in this case it can be subsided by the non surgical procedures, so in this case you can just trim the overextended peripheries of the denture OR you take the denture away from the patient for at least 10 days (i.e. the patient shouldn’t wear the denture for at least 10 days) and you can do both (i.e. take the denture away & trim the overextended peripheries.  

  (Denture fissuratum is painless and patients mostly don’t aware of its presence and mostly it is discovered by the prosthodontists 

  (Dr show us another slide of a double folded denture fissuratum and he said in this case it won't subside by the non surgical procedure we have to go to the surgical one we should remove it 
  (DR show us another slide of 7 folded denture fissuratum it is a very advance case its difficult to tell where is the alveolar ridge you might think that this is a cancer, and as we said it’s a painless lesion and the patient doesn’t aware about its presence it might become painful if there is a secondary infection it will become ulcerated and the patient might feel a slight pain  
  (How these folded formed? 

As we said the denture is ill fitting but the patient still uses it and wear it and he try to find a comfortable seating of the denture beyond the ridge in his mouth so that the 1st fold will be formed then the patient will be not satisfied on it due to the dragging effect of the lower denture so the he will try to find more comfortable position forward and by that the 2nd fold will be formed and so on ….. So these folded are suppose to be the most comfortable old position of the denture for the patient 
( Maxillary tuberosity reduction of soft tissue
  (It's bilateral or unilateral

  (It might interfere with the construction of the complete denture (i.e. it might limit the interarch space)
  (Causes:

(Over eruption of the upper 3rd molar

(Expansion of the maxillary sinus

  (Management:

Surgical removal if the interarch space between the maxillary tuberosities and the retromolar pad area less than 10mm (surgical removal of this part which is pendulous that mean its soft)

 (Note:  some cases it may be necessary to remove both soft tissue and bone to achieve the desired result (as we will take in the next lecture)
  (Diagnosis:

( You place a cotton roll to check the interarch space posteriorly (we have already talked about this method in the history and examination lectures) if the cotton roll become flatten more than the require that mean the interarch space has to be created so we will cut of this mass from the upper arch to get enough space
(Then mounting the 2 casts (you have to take an impression) on the articulator to determine the height of the occlusal plane then we determine the exact amount of the cutting we need for the surgeon

(Take a panoramic x-ray (OPG) to locate the maxillary sinus and the vital structures and if there is any unerupted 3rd molar

(The surgical removal of this mass: 
  The incision will be of a v-shape then as we open we cut this pendulous mass by the blade so we end up by exposing the bone and removing of the excess fibrous tissue then we do the suturing

(High frenal attachment in both arches:

   (It may be labially or lingually in both arches 

   (It may interfere with peripheral seal in the upper arch mainly and eventually the retention
         (Management:

(Relieve the denture to accommodate these freni - in a wrong way- may be weaken the denture and this is fault so how we can accommodate these freni? 

If we relieve it (denture) in a v-shape then this will cause stress concentration area so there will be a bit fracture in the denture (midline fracture) and that fault ,so the way to accommodate it should be a u- shape relieve. We don’t need a very big u-shape coz if it's too big it will break the seal bcz the air can pass through it into beneath the denture 
 (If it interferes with the denture extension or stability it needs a surgical removal (frenectomy); if there are more bundles of fibrous tissues and actually in very rare cases we do frenectomy 

(In case of the lingual frenum we  call  the high frenal attachment tongue tie (as you know the tongue tie interfere with the speech mainly in the R letter ) it also interfere with denture stability or retention and in this case we do frenectomy 

( But remember that in most of the cases we can accommodate by relive the denture 

( Surgical Procedures for the high frenal attachment:

  Incision after the LA with double end blunt then we tense it and cut it from the underlying tissues
 (Surgical Procedures for the tongue tie:

   LA then incision then we tense it by then you cut it you should be careful not to injure the tongue bcz it's highly vascular
Now we have finished talking about the soft tissues surgeries will talk about the Vestibuloplasty(
(Vestibuloplasty or deepening of the sulcus:

(Either in the labial or buccal sulcus 

(It helps to achieve the peripheral seal

(but it's of less value to deepen the sulcus few millimeters where really there is no underlying bone

(Management:

There are many techniques to deepen the sulcus rather than the vestibuloplasty  such as mucosal advancement epithelial grafting and with the presence of the dental implants we don’t really care about the depth of the sulcus in the complete denture 

We gain the retention from the implants so we stop using such procedure really it’s a major surgery 

(Dr show us a slide he said this is in the upper one where we have to deepen the sulcus we put ethane chloride as a topical anesthesia before the LA we have to open from buccal to buccal

(Dr said it’s a major surgery involving the hard palate which is very sensitive and painful .so as the implants appears we very rarely to do this surgery 

((Note: Dr said more than one time that the surgical procedure in this lecture is not that much important to know for him
By this the lecture was finished( in the next lecture we will talk about the hard tissue surgeries
Sorry for any mistake . corrections are welcomed(  
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