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CASE  REPORT

Influence on Type of Surgical Flap, Primary and Secondary 
Healing on Complication of Minor Oral Surgery
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ABSTRACT
Background: Extraction of the lower third molar is one of the most common procedures performed in the oral surgery. In 

general, impacted tooth extraction commonly requires raising a mucoperiosteal flap, sectioning of the tooth and suture.
Case Presentation: A case of 28 year old female patient presented to the dental clinic for removal of impacted 48 due to previ-

ous experience of pain localized to the right lower third molar tooth that were suggestive of impaction is discussed.
Conclusion: Postoperative complications are a potential risk of any surgical procedure. The postoperative complication is 

associated with the procedure of removal impacted third molar.
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INTRODUCTION

Impacted teeth are those teeth whose normal eruption is prevented 
by adjacent tooth, overlying bone or soft tissue, malpositioning and lack 
of space in the arch, or other impediments. Impacted mandibular 3rd 
molar is one of the most common findings which is detected on routine 
dental checkup1). However the patient seeks treatment whenever there is 
pain, swellings or another discomfort. The impacted third molar surgery 
and/or partially impacted is the most common procedure in oral and 
maxillofacial surgery. Impacted third molar surgery is characterized by 
postoperative pain, swelling and trismus. Efforts to limit intraoperative 
or postoperative complications may have a great impact in terms of 
enhancing patient outcome1). These symptoms in turn depend on a num-
ber of factors such as the duration of the operation, the difficulty sur-
gery, the magnitude of the ostectomy, the lack of oral hygiene, or the 
experience of the surgeon2). Different incisions have been proposed in 
third molar surgery to offer a better surgical field and to minimize post-
operative discomfort for the patient and minimize periodontal damage 
in the case of second molars. Besides, there is also some controversy 
over the effect on postoperative complication when allow wound heal-
ing by first intention or partial closure, wound healing by second inten-
tion3). 

CASE  REPORT

A 28 year old girl came for appointment to remove impacted lower 
right third molar, 48. Patient had history of pain since 1 year and it was 
spontaneous throbbing pain with pain score around 6/10. She claimed 
that sometimes there is food impaction and gingiva swelling of that 
area. On the day of appointment to remove 48, there is no complaint of 
pain. Upon extra oral examination, no abnormality detected and mouth 

opening is normal. Upon intraoral examination, generally the mucosa is 
pink and moist, gingiva is pinkish and have sharp interdental papilla. 
General oral hygiene is good. On examination of the complained tooth 
48, the occlusal of 48 and half of the buccal can be seen clinically. 
There is no caries and the surrounding gingiva is not inflamed. It is non 
tender to palpation and percussion. On radiographic examination by a 
panaromic radiography showed 48 is mesio-angularly impacted with 
Pell and Gregory classification 1A. No periapical radiolucency noted. 
Mesial root is close to the ID nerve, root is fused (Figure 1). 

After explained the treatment procedure and risk versus the benefits 
of surgically removal of impacted 48, the patient consented to proceed 
with surgically removing the impacted 48. One and a half cartridge of 
mepivacaine 1:100000 adrenaline 2.2 ml was given as inferior alveolar 
nerve block and 3 cornered flap incision was done. The flap is raised 
and bone gutter on the buccal of 48 is done up to the cancellous bone. 
The tooth is sectioned into half and split by using coupland. Distal part 
of the tooth is elevated out and then the mesial part. The socket is irri-
gated with normal saline. Bone file was used to smoothen the edge. The 
flap is sutured and 3 suture was placed. After postoperative instruction 
was given, patient was prescribed with oral antibiotics, mouthwash and 
oral analgesics for 5 days. During review after 1 week postoperative, 
she has no complaint of pain or discomfort. Face is symmetry, no par-
aesthesia and no trismus. Her oral hygiene is good. The surgical site is 
healed and there is slight tender on palpation. The suture is removed on 
that visit. 

DISCUSSION 

Pain, swelling and trismus are the most frequently reported side 
effects of mandibular third molar surgery4-8). Several studies are looking 
into flap design and healing method by primary or secondary intention 
as a potential risk factor on postoperative morbidity. Raising a muco-
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periosteal flap is accepted to cause trauma to the underlying bone, but 
the clinical significance of this in mandibular third molar surgery is 
debated9). The commonly used flap design are envelop flap and triangle 
or three cornered flap design. 

In the standard triangular flap, the incision is initiated distally, from 
the mandibular ramus to the distobuccal line angle of lower second 
molar, and is continued with a sulcular incision around lower second 
molar to the mesiobuccal line angle. Then a vertical releasing incision is 
made from the mesiobuccal line angle, curving forward to the mandibu-
lar vestibule with a slightly obtuse angle of the flap (Figure 2). It is also 
possible that a buccal releasing incision is made starting from the dis-
tobuccal line angle of lower second molar or the lower first molar.

The envelope flap involves a distal linear incision along the external 
oblique ridge and continues with a sulcular incision around lower sec-
ond molar and lower first molar, sometimes even mesial to the second 
premolar (Figure 3). The extension of the sulcular excision varies, and it 
can be extended to the second premolar if necessary. It has been sug-
gested that triangular mucoperiosteal flaps induce inflammation in the 
muscles of mastication, and it is possible that muscle irritation induced 
by haematoma, forming when the periosteum is incised for the anterior 
releasing component, is more likely with this flap design4). Some study 
found no significant difference in mouth opening between the two flap 
designs9,10). Triangular flaps were associated with significantly greater 
measures of facial swelling immediately after surgery, but the difference 
lost statistical significance when measured on day 14. This finding is in 
accordance with the outcome of Kirk et al9).

CONCLUSION

The selection of the flap design is dependent on needs of case, posi-
tion and angulation of the tooth, taking into consideration the patient’s 
needs and oral hygiene and preference of surgeon and flap design does 
not seem to have a lasting effect on the health of tissues. In order to 
avoid wide area of exposure of bone, the surgeon should clinically and 
radiographically assess the designing of incision and mucoperiosteal 
flap. In conclusion, surgical procedures should be planned and executed 
according to scientific evidence. 
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Figure 1. OPG shows condyle is symmetry, no bony pathology 
noted. Tooth 48 is impacted mesioangularly. With Pell 
and Gregory classification 1A. The root is fused and the 
mesial root is close to the ID canal.

Figure 2. Incision for three cornered flap.

Figure 3. Incision for envelope flap


