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مقــدمــة المتـرجــم

التي  ال�صغرى  الفموية  اإجراءات الجراحة  ال�سنية«  العيادة  ال�سغرى في  الفموية  »الجراحة  الكتاب  هذا  يبين 

جراءات الجراحية و�صبل تقييم حالة المري�س  يمكن القيام بها تحت التخدير المو�صعي في العيادة ال�صنية كما يو�صح الإ

�صعافية. دوية الواجب ا�صتعمالها لمعالجة الختلاطات والحالت الإ قبل العمل الجراحي والأ

�صنان  الأ واأطباء  العليا  الدرا�صات  وطلاب  ولى  الأ الجامعية  المرحلة  في  �صنان  الأ طب  لطلاب  معّد  الكتاب  هذا 

جراءات الجراحية الب�صيطة في العيادة ال�صنية.  الممار�صين حيث يقدم مادة وافرة ت�صاعدهم في تدبير الإ

مينة والدقة العلمية وحر�صت على اإ�صدار هذا الكتاب باللغتين العربية والنكليزية اإيماناً  ولكم توخيت الترجمة الأ

جنبية. مني ب�صرورة اإغناء المكتبة العربية بالكتب الطبية، وتاأكيداً  على اأهمية معرفة الم�صطلحات العلمية الأ

�صنان تطوعوا بجهودهم واأوقاتهم رغبة  �صارك في نقل هذا الكتاب اإلى اللغة العربية نخبة من طلاب كلية طب الأ

منهم في نقل المعرفة التي اكت�صبوها لزملائهم.

 اأتوجه بال�صكر اإلى دار القد�س للعلوم لتبنيها ن�صر هذا المرجع، بح�صولها على حقوق ن�صره واإ�صداره باللغتين 

نكليزية.  العربية والإ

اإن هذا الكتاب اإ�صافة علمية اإلى المكتبة العربية بما يت�صمنه من معلومات حديثة و �صور تو�صيحية.  اأرجو اأن 

يحقق الهدف المرجو من ترجمته والله الموفق.

الم�سرفة المدر�سة الدكتورة مي�سون د�سا�س
DDS, MSc(Pead), PhD( Eng), MFDS RCS(Ed)

�سنان جامعة دم�سق     كلية طب الأ
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Aim
This chapter describes minor oral surgery and its role in 

general dental practice.

Outcome
After reading this chapter you should have an understanding 

of the skills required to successfully practice minor oral surgery.

Surgery in General Dental Practice

General dental practitioners will perform surgical procedures 
but will not consider themselves to be oral surgeons. What is 
the scope of minor oral surgery in the general practice setting? 
A reasonable starting point is the definition that the General 
Dental Council in the Untited Kingdom used to describe 
‘surgical dentistry’. This was defined as ‘those surgical 
procedures within the mouth, which would normally be 
accomplished for a cooperative patient under local anaesthesia 
with or without sedation in a tolerably short operating time’. 
These procedures are listed in Table 1-1 and are discussed in 
this book.  

In addition to the skills listed in Table 1-1, the practitioner 

must be competent in local anaesthetic techniques. 

The ability to provide safe conscious sedation is also 

important. These two topics are covered in other books in this 

series (see reading list). 

Medico-legal Considerations

Before embarking on a surgical procedure the dentist should 
be confident that he or she has the appropriate skills to complete 
the procedure. If the operation is anticipated to be difficult 
then the patient should be referred to a more experienced 
colleague, or to a hospital specialist. Referral halfway through 
a procedure is not helpful to anyone, especially the patient. 
If there is any doubt about completing the operation referral 
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is indicated. Indeed it may be wise to discuss the option of 

referral even when the dentist has the appropriate skills. If 

the patient is informed and offered choices this reduces the 

chances of litigation. Some patients will prefer the comfort 

of a familiar face and surroundings when having a surgical 

procedure. Others may choose to receive such treatment in a 

specialist centre. Offering the choice does no harm.

The procedure must be properly explained to the patient 

in order to gain informed consent. This includes a description 

of the operation, the possible complications, and the post-

operative course. It is also important to establish the method 

of pain control to be used. If this involves general anaesthesia, 

then this prevents the surgical procedure from being performed 

in an out-patient surgery in some countries, including the 

United Kingdom. When conscious sedation is to be used, the 

patient must be instructed to bring a reliable escort on the day 

of surgery. This accompanying person is required to take the 

patient home by car or taxi and ensure that a responsible adult 

remains with the patient until the next day.

It is important to keep accurate records of the agreed 

treatment plan and the complications discussed. If the 

procedure is carried out under local anaesthesia, it is 

not essential to have written consent. However, this is 

recommended for surgical procedures. Certainly if the 

surgery is to be performed under conscious sedation, 

then written informed consent is essential.


  


 

 



 

 

 

  










 
 

 




Table 1-1  Minor oral surgery procedures in general dental practice

Procedures

Extraction of teeth and roots

Management of impacted teeth

Surgical endodontics

Exposure of buried teeth

Excision of benign intra-oral lesions

Biopsy techniques

Removal of intra-oral salivary calculi

Management of dental trauma and oral lacerations

Management of oro-antral communications

Dental implantology

•

•

•

•

•

•

•

•

•

•
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Following surgery, the patient should be given post-

operative instructions, preferably in writing. This should 
include simple first aid measures for control of bleeding 
and care of the wound. In addition, a contact number for 
the management of any post-operative emergency should 
be provided. The clinician should offer advice concerning 
pain control. If the treatment is carried out under sedation 
this information is given to the escort. 

A review appointment should be arranged. However, the 
patient should be told to get in touch with the clinician or 
a designated deputy sooner if there are any concerns.

Conclusions

Minor oral surgery requires operative and pain control 

skills.

Good communication with the patient is important to 

avoid medico-legal problems.

Further Reading
Craig D, Skelly AM. Practical Conscious Sedation. London: 
Quintessence, 2004.

Meechan JG. Practical Dental Local Anaesthesia. London: 
Quintessence, 2002.
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Aim
This chapter describes the process of assessing patients who require 

minor oral surgery, reaching a diagnosis and treatment planning.

Outcome
After reading this chapter you will understand the 

importance of patient assessment in the practice of minor oral 
surgery.

Introduction
Comprehensive patient assessment is a prerequisite for 

successful surgical practice. It is based upon a candid and 
trusting relationship between patient and clinician. 

Competence in the skills of history taking and physical 
examination is fundamental to this practice. The accurate 
interpretation of patients’ symptoms and the correct eliciting 
of relevant physical signs provide the basis for diagnosis and 
treatment planning.

History Taking
Successful history taking involves fascinating detective 

work. Experienced clinicians can accurately diagnose a 

patient’s problems within the opening minute of a consultation. 

Only by continued practice and exposure, however, can the 

less experienced aspire to such intuitive diagnoses. 

The important principles that facilitate this process comprise:

introduction

recording patient details 

the patient’s complaint 

history of complaint 

previous medical history 

drug history and allergies 

social history

case summary.

•
•
•
•
•
•
•
•
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Introduction

Consultations begin with appropriate social introductions 

between clinician and patient. A handshake provides not only a 

polite greeting but also useful information about general health 

(see later). It must be remembered, however, that a handshake 

may be inappropriate when dealing with some ethnic groups.

Recording Patient Details

Information regarding the patient’s age, sex, racial origin 

and occupation are extremely important for diagnostic and 

treatment planning purposes.

The Patient’s Complaint

The patient must describe their presenting problem in 

their own words. The patient’s reports of previous clinicians’ 

diagnoses must be regarded with caution. Failure to listen 

carefully to a patient’s history can lead to inaccurate diagnosis 

and inappropriate treatment.

History of Complaint

The mode of onset of symptoms (sudden or gradual), 

their time course (constant or intermittent), whether they are 

worsening, improving or staying the same, and their response 

to any previous treatment provide invaluable information. The 

application of this process to the common clinical problem of 

oro-facial pain is summarised in 2-1.

Previous Medical History

It is often helpful to enquire generally whether the patient 

has ever been in hospital for any illness or operation, or is 

currently seeing a doctor for anything. This should take place 

before asking specifically about a history of heart disease, 

hypertension, rheumatic fever, breathing problems, diabetes, 

jaundice, TB, etc. Some important conditions relevant to the 

practice of minor oral surgery are summarised in Table 2-2 

– the medical «CHALLENGE».

Drug History and Allergies

It is surprising how often patients fail to appreciate the 

relevance of medication to surgical practice, prescribed or 

otherwise. It is therefore best to specifically ask if  tablets, 

pills, medicines, creams, ointments or inhalers of any kind are 

being used.
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Social History
Details of tobacco, alcohol or other recreational drug use 

must be recorded. In addition, it is important to determine who 

will care for the patient following surgery. This is especially 

important if conscious sedation is being considered.

Case Summary

At the end of history taking, the clinician should:

recognise all relevant signs and symptoms

understand the impact of the clinical problem on the 

patient.

construct a list of possible diagnoses to aid the clinical 

examination, which follows. 

Patient Examination
Valuable information about patients’ general wellbeing 

can be obtained by careful observation as they first enter 

the surgery. Their mental state (lucid, cooperative, anxious, 

depressed), nutritional condition (underweight, overweight 

or obese), general cardio-respiratory status (pallor, cyanosis, 

•
•

•


 
 






 












 



•

•

•

 Table 2-1

Oro-facial pain history

1. SITE – Point of maximum intensity?

2. CHARACTER – Sharp, dull, throbbing, burning?

3. TIMING – Date of onset, continuous, intermittent, time of day?

4. SEVERITY – How severe, increasing, decreasing, staying the same?

5. SPREAD – Where does the pain spread?

6. RADIATION – Any other sites affected?

7. AGGRAVATING FACTORS – Touch, temperature, pressure?

8. RELIEVING FACTORS – Analgesics, heat?

9. ASSOCIATED SYMPTOMS – Swelling, discharge, bad taste, dysphagia?

1 – 2
 

1

2

3

4

 5

 6

7

8

 9
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breathlessness, wheeze), the presence of jaundice or skin 

disease can all be ascertained during these initial moments 

of consultation. Shaking hands, as introductions occur, can 

yield additional medical information, such as the metabolic 

flap of liver disease, finger clubbing, koilonychia, bruising 

and purpura (Fig 2-1). Detailed and systematic oro-facial 

examination should be carried out with the patient seated. 

Appropriate lighting and examination equipment must be 

available (Table 2-3).



–  



1 –2  



3 –2

 Table 2-2

The medical ‘CHALLENGE
,

– Heart failure

Hypertension

Ischaemic heart disease

Infective endocarditis

CARDIOVASCULAR DISEASE

– Coagulation defects

Platelet disorders

HAEMORRHAGIC DISORDERS

– Hepatitis

Cirrhosis

ANAEMIAS

LIVER DISEASE

– Malignant disease

Immunodeficiencies

LIFE-THREATENING 

CONDITIONS

– Diabetes mellitus

Thyroid disorders

Systemic steroid therapy

ENDOCRINE DISEASE

– Epilepsy

Multiple sclerosis (MS)

NEUROLOGICAL CONDITIONS

– Infections

Asthma

Chronic obstructive 

pulmonary disease (COPD)

GASTRO-INTESTINAL DISORDERS

RESPIRATORY DISEASE

2 – 2





 
 





















MS


 


COPD
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 Table 2-3

Systematic oro-facial examination

– Skin colour and complexion

Symmetry

Bony skeleton

Facial nerve function

Sensory deficits

Eyes

THE FACE   

– Tenderness

 Clicks

 Mandibular movements

T E M P O R O M A N D I B U L A R 

JOINTS

– Swelling and tenderness

Nodular enlargement

MAJOR SALIVARY GLANDS 

–  Facial    

Cervical

LYMPH NODES

– Colour

Lesions

LIPS

– General inspection and salivary flow

Buccal mucosa and parotid ducts

Tongue dorsum

Ventral and lateral tongue

Floor of mouth, submandibular 

ducts and sublingual glands

Fauces, tonsils and pharynx

Retromolar regions

Teeth and periodontal tissues

Edentulous ridges 

Occlusion

INTRA-ORAL  

 Fig 2-1  Bruising on the hand is suggestive of a bleeding disorder, 

which should be investigated prior to performing surgery.

1–2
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An example of the information necessary for assessment of 
an oro-facial swelling is listed in Table 2-4. 

Upon completion of the examination, it is helpful to 
summarise the salient findings under the term ‘special 
pathology’.   

Diagnosis 

The diagnostic process requires consideration of the 
principal mechanisms of surgical disease, as applied to the 
relevant tissue or organ involved (Table 2-5). This exercise is 
traditionally referred to as the ‘surgical sieve’. 

Many diagnoses are apparent after an accurate history and 
examination have been carried out, although it is sometimes 
necessary to consider a list of differential diagnoses. Further 
specialised investigations may be required to confirm the 

 Table 2-4

Assessment of an oro-facial swelling

1. ANATOMICAL SITE?

2. SUPERFICIAL or DEEP in origin?

3. SINGLE or MULTIPLE?

4. SHAPE?

5. SIZE?

6. COLOUR?

7. SURFACE – smooth, lobulated, irregular?

8. EDGE – defined, diffuse?

9. CONSISTENCY – fluctuant, soft, firm, rubbery, hard?

10. TENDERNESS or WARMTH on palpation?

11. ASSOCIATED LYMPHADENOPATHY?

4 – 2


.1

.2

.3

.4

.5

.6

.7

.8

.9

.10

.11
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definitive diagnosis and to aid overall patient management 
(Table 2-6). Some of these investigations require consultation 
with other healthcare professionals, such as the patient’s general 
medical practitioner or hospital consultant. It is essential 
that the clinician determines and records the final, definitive 
diagnosis before proceeding with treatment planning.

Treatment Planning
A satisfactory treatment plan requires consideration of pre-

operative, operative and post-operative care, relevant to the 

individual patient and their specific disease process. By way 

of example Table 2-7 summarises the process as applied to the 

surgical removal of a lone-standing maxillary molar tooth in an 

elderly diabetic patient on anticoagulant medication. 

5 – 2
  
















 




 Table 2-5

Principal mechanisms of surgical disease

– Congenital

 Acquired

ANATOMICAL ABNORMALITIES

TRAUMA

– Acute

Chronic

INFLAMMATION

– Benign

Malignant

NEOPLASIA

– Hyperplasia

 Hypertrophy

 Cyst formation

TISSUE GROWTH 

ABNORMALITIES 

ISCHAEMIA AND INFARCTION

METABOLIC AND 

ENDOCRINE DISORDERS  
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ASA  
8 –2
ASA

III

•

•

•

As mentioned in Chapter 1, it is often appropriate for the 

practitioner to refer the patient for treatment elsewhere. The 

reasons for referral include:

surgical competence

need for general anaesthesia

underlying medical condition.

Many patients who require surgical dentistry and who suffer 

from medical conditions can be treated in a general dental 

practice. As a rough guide the use of the American Society 

of Anesthesiologists (ASA) classification of medical fitness is 

helpful (Table 2-8). This system provides a numerical value to 

patient health. Patients who are classified as ASA III or above 

are best treated in specialist centres.

•
•
•

 6 – 2






FNAB 



















DPT



 Table 2-6 Principal mechanisms of surgical disease

Further investigation

– Tooth vitality tests
Local anaesthetic injections
Oral microbiology swab
Fine needle aspiration 

biopsy (FNAB)
Tissue biopsy

ORO-FACIAL 

– Temperature
Pulse
Blood pressure
Respiratory rate
Weight 
Electrocardiogram (ECG)

GENERAL 

–  Full blood count
Clotting studies
Urea and electrolytes
Blood glucose
Liver function tests
Serum calcium

HAEMATOLOGY and 
BIOCHEMISTRY

– Dental panoramic tomograph 
(DPT)
Periapical views
Occlusal views

RADIOLOGY
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No matter where the patient is treated, part of the 

treatment planning process includes consultation with other 

healthcare workers involved in the management of medically 

compromised patients. It is better to receive advice that 

might prevent potential problems in advance rather than seek 

help to manage an acute complication or emergency 

(see Chapter 14).

7 – 2


 




 





   INR  
   


4INR
    

 









OAC



   




 
 


 








 Table 2-7

Treatment planning example

– Elderly non-insulin dependent diabetic 
patient on  warfarin (post-pulmonary 
embolus) requiring  extraction of a lone-
standing maxillary molar.

CASE HISTORY       

– GENERAL PREPARATIONS
Ensure use of all regular medications 

and normal diet Out-patient local 
anaesthetic appointment with 
accompanying person 

Up to date INR blood test (consider 

warfarin  adjustment in consultation 

with patient’s physician  if INR >4.0)

Consider use of pre-emptive analgesia 

and prophylactic antibiotics (but beware 

interactions  between aspirin, NSAIDs 

and metronidazole with  warfarin)

PRE-OPERATIVE

– Radiographic assessment

Informed patient consent

Specific warnings re: tuberosity 

fracture, oro-antral communication 

(OAC)

DENTO-ALVEOLAR 

– Local anaesthetic administration 
Transalveolar surgical approach 
Identification and management of 
any surgical complication.

OPERATIVE 
CONSIDERATIONS

– Regular analgesic medication

Possible need for antibiotics or edrine 

nasal drops if OAC created.

Importance of maintaining normal diet

Written post-operative instructions and 

contact telephone number for advice  

Care at home upon discharge

POST-OPERATIVE 
CARE
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•

•

•

Conclusions
Thorough assessment of the patient is essential for the 

safe practice of minor oral surgery.

The taking of a good history is important in obtaining an 

accurate diagnosis.

The patient’s medical status impacts on the practice of 

minor oral surgery.

Further Reading
Moore UJ (ed). Principles of Oral and Maxillofacial 

Surgery. 5th edn. Oxford: Blackwell Science, 2001.
Scully C, Cawson RA. Medical Problems in Dentistry. 5th 

edn. Oxford: Wright, 2004.

•

•

•

8 – 2
ASA

ASA I

ASA II

ASA III




ASA IV




ASA V24 

 Table 2-8

ASA fitness scale

Normal healthy patientsASA I

Patients with mild systemic diseaseASA II

Patients with severe systemic disease that is limiting 
but  not incapacitatingASA III

Patients with incapacitatingdisease that is a constant 
threat to lifeASA IV

Patients not expected to live more than 24 hoursASA V
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Aim
This chapter describes the principles involved in minor oral 

surgery.

Outcome
After reading this chapter you should have an understanding 

of the principles involved in the successful practice of minor 
oral surgery.

Introduction
As mentioned in Chapter 2, the successful practice of any 

form of surgery begins by taking a thorough history, reaching 

the correct diagnosis and formulating an appropriate treatment 

plan. Arriving at a diagnosis may involve performing pre-

operative special tests such as radiography and pulp testing. 

Treatment planning includes the choice of anaesthesia.

It is imperative that the surgeon has a thorough knowledge 

of the anatomy of the area of interest. Surgery should be 

aseptic and as atraumatic as possible. The operator must have 

the appropriate instrumentation. Suggested instruments are 

listed in Table 3-1 and shown in Fig 3-1.

Fig 3-1  A tray of instruments for minor oral surgery. 1 – 3
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It is worth considering the steps involved in the removal of a 

buried root as an aid to discussing the principles. These steps are:

gaining informed consent

localisation of the root

operative pain control

incision

flap design

flap raising

bone removal

root removal

curettage and debridement

wound closure

post-operative pain control

review.

Gaining Informed Consent

This was discussed in Chapter 1. When performing surgical 

procedures it is good practice to obtain written consent. Written 

informed consent is essential when conscious sedation is used.

•
•
•
•
•
•
•
•
•
•
•
•
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 Table 1-3

Suggested instrumentation for minor oral surgery

Scalpel handle and blades (11 and 15)

Periosteal elevators (Howarth’s)

Tissue retractors (Bowdler Henry/cheek/tongue)

Surgical handpiece and burrs

20ml syringes for irrigation

Bone files

Rongeurs

Chisels

Osteotomes

Curettes (Mitchell’s trimmer)

Artery clips (Mosquito)

Scissors 

Tissue forceps

Suture holders and sutures (resorbable and non-resorbable)

Dental elevators (straight (Couplands) and curved (Warwick 

James/Cryers))

Dental extraction forceps

Mirror

Dental probe

3 – 1
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Localisation of the Root
This is achieved by clinical examination, both visual and 

by palpation. In addition radiographs are needed. Radiographs 

are useful because they:

aid in localisation

show any associated pathology

indicate the quality of surrounding bone

demonstrate the proximity of important structures.

Occasionally, it may be necessary to take different 

radiographs to locate the root using parallax. Such views may 

be two different intra-oral periapical films or panoramic and 

occlusal views.

Operative Pain Control
It is imperative that pain control is excellent if surgery is 

to be performed. As mentioned in Chapter 1, the mainstay 

for minor oral surgery is local anaesthesia with or without 

sedation. If pain control is unsatisfactory the procedure cannot 

be performed to the best standards. Excellent local anaesthesia 

has benefits at both ends of the syringe. The patient feels no 

pain and the clinician can work with reduced stress. The use of 

sedation can be helpful for some patients. However, sedation 

must not be used as a measure to counter poor local anaesthesia. 

This topic is discussed further in Chapter 4.

Incision
The incision should be made with a sharp disposable 

blade. If a number of incisions are involved the blade should 

be changed. The blade normally used in intra-oral surgery is 

the number 15 (Fig 3-2). A number 11 blade may be used on 

occasion (Fig 3-2).

•
•
•
•
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Fig 3-2   Scalpel blades numbers 11 (left) and 15 (right). 

1511 2 – 3
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The scalpel handle should be held like a pen and the 
incision made at 90o to the surface. When making an incision 
for a mucoperiosteal flap the incision is made down on to bone. 
This is important, as it means that when the flap is raised the 
bone is directly exposed and there is no soft tissue attached. 
Pressing the scalpel on to bone during the incision can blunt 
the blade. This is why the blade should be changed when there 
are multiple incisions.

Flap Design

The design is such that the flap:

is mucoperiosteal

has an adequate blood supply

avoids damage to important structures

allows adequate visibility

allows atraumatic reflection

has its edges on sound bone at the end of the procedure

can be replaced at the end of surgery without tension.

Many flaps have vertical and horizontal incisions (Fig 3-3). 
The vertical incision is made in such a way that the base of the 
flap is wider than the free-edge – this is to ensure an adequate 
blood supply. The vertical incision should not split interdental 
papillae. The vertical incision is located in a position that avoids 
important structures such as the mental nerve. In addition the 
vertical incision should be placed in such a position as to ensure 
it is over sound bone at the end of surgery.

The horizontal incision is normally a gingival margin 

incision. It should be long enough to ensure adequate visibility 

with atraumatic reflection. Wounds heal across the incision 

•

•

•

•

•

•

•
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•

•
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Fig 3-3  A flap design with vertical and horizontal incisions. 3 – 3
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rather than along the cut, therefore long incisions heal as 
quickly as short ones. Thus keeping incisions too small offers 
no advantage. Indeed, small flaps can be damaged if they are 
retracted with force to afford visibility. This may delay healing. 
The various flap designs used are described in the relevant 
chapters later in this book.

Flap Raising
It is important when raising a mucoperiosteal flap to avoid 

damaging the periosteum. Damage can occur at two stages of 
raising the flap. First, the periosteum may be torn if the elevator 
is improperly positioned. This is avoided by ensuring that the 
incision is down to bone and that the elevator is inserted in 
the plane between bone and periosteum. The use of a curved 
Warwick James elevator (Figs 3-4 and 5-4) to begin flap raising 
before resorting to a periosteal elevator can help in this regard. 
Secondly, the periosteum may be perforated during the act of 
raising from bone. This is avoided by ensuring that the curve 
of the elevator is pointing towards bone and not towards the 
soft tissues (Fig 3-5).

Bone Removal
Bone is removed for the following reasons:

to expose the buried root or tooth

to improve access and visibility

to relieve bony impaction

to create space for elevators or forceps

to create a fulcrum for elevators

to reduce dead space at the end of surgery.

•
•
•
•
•
•

Fig 3-4  A Warwick James elevator being used to begin flap raising. WarwickJames4 – 3
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Bone can be removed by a number of methods including:

handpiece and burs

chisels and osteotomes

rongeurs

bone files.

Handpiece and burs

When using a bur a straight surgical handpiece is used. The 

normal speed is 40,000rpm. The bur that is most commonly 

used is a round number 8 surgical bur.  Alternatively a fissure 

bur can be employed. Copious irrigation with sterile saline is 

important. An air rotor should not be used as this can force air 

under the flap, leading to surgical emphysema.

Bone can be removed by two techniques when a bur is 

used. The bone can be removed piecemeal or ‘en bloc’. One 

way of achieving the latter is the ‘postage stamp’ method. This 

involves outlining the area of bone to be removed with a series 

of perforations (Fig 3-6). These are then connected and then 

the entire piece of bone removed. Alternatively the area can be 

outlined as a continuous cut and then removed.

Chisels and osteotomes

Chisels may be used by hand pressure or with a mallet. 

The use of a mallet is not recommended in the conscious 

patient. Hand pressure is effective in removing bone in young 

patients. In older patients it is only useful in the maxillary 

buccal bone. Chisels have a chamfer and a straight edge (Fig 

3-7). The chamfer should be placed next to the bone that is 

being removed, as this part of the instrument produces the 

most damage. Osteotomes differ from chisels in that they have 

chamfers on both aspects of the working edge (Fig 3-7). They 

are used to split bone or teeth when using a mallet.

•
•
•

•

Fig 3-5  When using a periosteal elevator the curve should point to the 
bone (left) not to the soft tissues (right) as this can perforate the flap. 
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Rongeurs

Rongeurs are also known as ‘bone-nibblers’. They are 
available in two forms known as end-cutting and side-cutting. 
These differ in the position of the working edge. They are 
useful in removing interdental and inter-radicular bone and 
reducing the sharp edges of socket walls.

Bone files

Bone files can be used to reduce sharp pieces of bone at 
the end of surgery. They are available as pull and push designs 
that differ in the orientation of the ‘teeth’ at the working end 
(Fig 3-8).

Root Removal

Once the root has been exposed it can be removed by 

forceps or elevators, as described in Chapter 5.

Fig 3-6  The postage stamp method of bone removal.  6 – 3

Fig 3-7  A chisel (top) has a single chamfer, an osteotome (below) 
has a double chamfer.

       7 – 3 
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Curettage and Debridement
It is important to remove loose pieces of bone and root 

together with any soft-tissue pathology at the end of the 

procedure. An important area to inspect is between the raised 

periosteum and the bone. This is achieved by thorough 

irrigation with sterile saline and instrumentation. The spoon 

end of a Mitchell’s trimmer is useful in this regard (Fig 3-

9). Any abnormal soft tissue removed should be sent for 

histological examination in a specimen pot containing 10% 

neutral buffered formalin (see Chapter 13).

ab

c

Fig 3-8  Bone files are either used with a pushing (top) or a pulling 
(below) motion. 

 8 – 3
 

Fig 3-9  A Mitchell’s trimmer(a) has a spoon end (b), and a pointed 
end (c). 

 b    a Mitchell   9 – 3 
c
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Wound Closure

The wound should be closed with sutures (Fig 3-10). Sutures 

are classified by their circumference and design of needle. The 

larger the number the narrower is the suture. The suture chosen 

should be weaker than the tissue being operated upon. In the 

mouth the 3/0 type is ideal for closing wounds in attached and 

reflected mucosa. A curved cutting needle is recommended. 

Clinicians will determine which length and curvature of needle 

suits them best. Resorbable varieties such as vicryl are suitable 

for most intra-oral wounds. Non-resorbable monofilament 

sutures such as nylon are used on the superficial layer of skin 

wounds. They can also be used intra-orally. On facial skin fine 

sutures (5/0 or 6/0) are used. When resorbable sutures are used 

to close the deeper layers of facial wounds an undyed variety 

should be chosen.

When using sutures to close wounds in the mouth the needle 

should be inserted at 90o to the surface. The point of insertion 

is about 3mm from the wound edge (Fig 3-11a). When closing 

the surface layer of a skin wound it is best to evert the wound 

edges. To achieve this the ‘bite’ taken at the deep surface is 

wider than that taken superficially (Fig 13-11b). 

Simple interrupted, mattress or continuous sutures may be 

used to close mucosal wounds (Fig 3-12). When deep wounds 

are being closed the layer immediately below the surface should 

have the knots buried (Fig 3-13). This technique may be used 

with resorbable sutures for the superficial layer intra-orally to 

decrease discomfort by eliminating bulky knots, which may 

irritate the tongue or lips. 

Fig 3-10  Sutures used in minor oral surgery. From left to right: 
6/0 nylon, 4/0 vicryl, 3/0 vicryl rapide and a 3/ 0 black silk.

10 – 3
 0\3   vicryl 0\3vicryl 0\4   0\6   
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Fig 3-12  Different sutures: (a) Single interrupted. (b) Horizontal 

mattress. (c) Vertical mattress. (d) Continuous.

  ba12 – 3
dc 




