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Abstract

A modification of Abram’s roll tech-
nique is described. A “rap-door”
approach is used fo reflect and pre-
serve the epithelium that overlies the
conneciive fissue pedicle; the epithe-
lial pedicle is used to cover the donor
site. Two case reports illusirate the
fechnique. (Int ] Periodont Rest Dent
1992; 12:415-425.)

Extraction of a tooth often leads to
a deficiency in the residual alveolar
ridge. This can result from loss of the
buccal alveclar plate during extrac-
fion, exiraction of a tooth with exten-
sive bone loss caused by pericdontal
or apical pathosis, or developmental
defecis.! Because prosthetic rehabil-
itation of these patients can be dif-
ficult, especially if an anterior footh is
extracted in o paotfient with a high
smile, various technigues have been
devised to correct the tissue defor-

mity.

Melizer’ presented a case report
in which he grafted o wedge of ep-
ithelium and connective fissue from
the tuberosity to a prepared recipient
site. Siebert® reported on the use of
a full thickness onlay graft fo treat an
alveolar ridge deficiency. Several au-
thors'4* have described techniques
whereby palatal connective tissue is
harvested and grafted to a pouch
prepared in the mucosa overlying the
alveolar defect. Abrams® describec
a fechnique in which the epithelium is
stripped from a connective fissue
pedicle from the palate and is then
rolled under the buccal mucosa in
order to carrect buccolingual ridge
defects.

This paper reports on a modifi-
cation of Abram'’s roll technique. It
involves a “trap-door” approach of
reflecting and preserving the epithe-
lium that overlies the connective fissue
pedicle and then using the epithelial
pedicle to cover the donor site.

Technique

The first step is to define and reflect
the epithelial pedicle. Two full thick-
ness vertical releasing incisions are
made from the crest of the ridge to-
ward the palate. These incisions
should be roughly parallel to each
other 1o maximize the blood supply
to both the epithelial and connective
tissue pedicles. The length of the in-
cisions is dependent on the length of
conneclive tissue needed. The inci-
sions should not be placed in the
sulci of the feeth odjacent to the
edentulous space, but rather should
be placed 2 mm from the sulcus to
preserve the papillae and aftach-
ment. The two vertical incisions are
ioined by a shallow incision dlong
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the crest of the ridge. This shallow
incision is then used as a stariing
point for the reflection of the epithelial
pedicle. A flap of epithelium and
connective fissue is reflected toward
the palate uniil the ends of the ver-
tical incisions are reached (Figs 1a
to c). This flap should be ot least
0.6 mm thick to ensure complete re-
moval of the epithelium from the un-
derlying conneciive fissue.”

Once the epithelial flap has been
reflected, the connective fissue ped-
icle can be developed. With the ep-
ithelial flap fully reflected, an incision
is made along what will be the base
of the conneclive fissue pedicle,
through the connective fissue, to
bone. The connective tissue pedicle
is now bounded laterally by the ver-
fical incisions made initially for the
epithelial pedicle and apically by this
incision. A knife such as the Merrifield
or Kirkland is used to reflect the con-
necfive fissue pedicle. Beginning at
the apical end of the pedicle and
reflecting coronally, the connective
fissue is separated from the under-
lyving bene (Fig 1d).

Once the connective fissue is re-
flected to the crest of the ridge, the
knife is used to create a pouch be-
tween the buccal mucosa and the
alveolar ridge. The conneciive fissue
pedicle is then rolled into the buccal
pouch and secured with sutures. It is
recommended that one suture be
placed on either side of the connec-
tive tissue pedicle, engaging both the
buccal mucosa and the underlying
padicle. On the palate the epithelial
pedicle is replaced over the bone
and secured with sutures (Fig Te).
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Periodontal  dressing can  be
placed on the palatal aspect of the
provisional restoration and pushed
bucally o “plump” the buccal fissues
if necessary.

Compared to Abram’s original
technigue, this meodification offers
three advantages: (1) it maximizes
the amount of conneciive fissue that
can be rolled to the buccal aspect;
(2} # minimizes the amount of ex-
posed connective fissue or bone;
and (3] it therefore minimizes post-
operative discomfort. Abrams de-
scribed elevation of either a full thick-
ness or parfial thickness flap from the
de-epitheliclized zone. If o partial
ihickness flap is elevated, connective
tissue that could potentially be rolled
to the buccal aspect is saarificed to
cover bone. If the surgeon needs to
maximize the amount of tissue moved
buccally, a full thickness flap can be
used; however, this will leave bone
denuded, which must fill in during
healing.

By medifying Abram’s technigque
to retain the epithelial pedicle, the
practiioner can maximize the volume
of conneciive fissue rolled to the
buccal aspect and leave the bone
covered. This should result in faster
healing of the donor site and less
postoperative discomfort.

Two cases using the modified roll
technique are illustrated in Figs 2 and
3.
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Fig la Edentulous ridge where augmeniation is desired.

F."F lc An incision is made horizontally
along the apical extent of the conneciive
tissue pedicle. This is used as ihe siaring
point in the reflection of the connective
fissue pedicle.

least 0.6 mm thick, is reflected toward
the underlying donor conneciive lissue.

Fig 1b A pedicle of epithelium and connective fissue, ai

the palate to expose

Volume 12, Number 5, 1992




418

The International Journal of Periodontics & Restorative Dentisiry

fig 1d (arrows) The conneciive fissue
pediicle is reflected toward the buccal as-
pect to expose the alveolar bone of the
palate. A tunnel is made underneath the
buccal pericsteum fo make room for the
donor tissue.

Fig Te The conneclive tissue pedicle is
rolled to the buccal aspect and secured
between the periosteum and the bone.

The epfthe!faf pedicle is replaced on the
palate to cover the denuded donor site.
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Fig 2a  Preoperative view of a 52-year-
o% man who lost his maxillary left lateral
incisor and canine several years earlier in
a motor vehicle accident. Acrylic resin
provisional restorations have been
placed.

Fig 2c A shallow incision is made
slighily palatal to the crest of the ridge.
This will be the free end of the epithelial
pedicle. Parallel vertical full thickness inci-
sions, exiended fo the desired length of

the donor fissue, are made on the palate.

Fig Ze  The epithelial pedicle is reflected
toward the palate fo expose the underly-
ing connective fissue.

Fig 2b  Occlusal view of the ridge show-
ing the buccolingual dimension of the de-
fect

Fig 2d  The vertical incisions are
extended buccally so as to avoid the sul-
cular area. These will increase the mobili-
fy of the flap.

Fig 2f  The conneciive fissue pedicle is
reflected from the palate. Nofe that the
palatal conneciive tissue is part of the
buccal flap.
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Fig 2g Buccal and palatal fissues are
reflected, enabling visualization of the un-
derlying traumatic osseous defect.

Fig 2i  The epithelial pedicle is replaced
over the denuded palatal donor sife.

The International Journal of Periodontics & Restorative Dentistry

Fig 2h The conneclive lissue pedicle is
rolled fo the buccal aspect, between the
periosteum and the bone.

Fig 2  Flaps are sutured laterally to sta-
bilize the tissue.
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Fig 2k  Buccal view immediately postop-
erafively. Gingival texture was altered by
previous accident.

Fig 2n  Two-month postoperative view.
Defect has been corrected. (Compare
with Fig 2b.)

Fig 21 The provisional restoration is re-
lieved to eliminate any pressure on the
fissues.

Fig 20 At 2 months the palatal donor
area has healed.

Fig 2q  The palatal donor site is indistin-
guishable from the adjacent fissues.

FJE 2m  One-month postoperative view.
The tissues are still slightly edematous.

Fig 2o The completed restoration in
p%ce. Because the ridge defect has been
corrected, the apical aspect of ihe pon-
fics ;]:rre normal in relation to the adjacent
feefh.
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Fig 30 Preoperative view of a 29-year-old woman whe was leff with a buccolingual Fig 3b  Occlusal view, showing the
detect following exiraction of the maxillary right first premolar. extent of the defeci.

Fig 3d A conneciive fissue pedicle is re-
flected toward the buccal aspect, and an

Fig 3c A shallow, horizontal incision is made palatal to the crest of ithe ridge, and full instrument is used fo tunnel beneath the
thickness verfical incisions are made fo define the laieral borders of the epitheliol and buccal periosteum to create o space for
connective tissue pedicles. the palatal conneciive tissue.
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Fig 32 The conneciive fissue is then Fig 3f Exposed palatal bone will be Fig 3g Flaps are sutured. Nofe the mini-
rolled under the buccal flap between ihe covered by the epithelial pedicle mal amount of exposed bone once the
periosteun and the bone. freflected). palatal flap is replaced.

Fig 3h  Buccal view immediately post-
operafively.
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Fig 3i Buccal view 1 week affer suture removal. Tissue is edematous and healing Fig 3 Occlusal view at 1 week shows

appears normal. the palatal tissue to be healing nicely.
Granulation fissue is seen in the area left
exposed following the procedure.

Fig 3k Final postoperative view at 1
vear. The ridge defect has been cor-
rected. (Compare wifth Fig 3b.) Fig 3| Final prosthesis in place. (Compare with Fig 3a.)
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Fig 3m  The occlusal view shows the
natural buccal contfour over both the feeth
and the edentulous ridge. Note ihat ihe
palatal donor site is completely healed.
The prosthesis is a combination bonded
fixed partial denture interlocked info pos-
ferior complete-coverage retainers.
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Fig 3n

Final view with prosthesis in place. A highly esthetfic resulf has been achieved.
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