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Abstract 

A 50-year-old male patient was referred from the Department of Prosthodontics for inadequate vestibular 

depth with inadequate attached tissue in the mandibular anterior labial region. The mandibular labial 

vestibule was extended by Godwin’s modification of Kazanjian vestibuloplasty technique followed by 

prefabricated acrylic denture plate for retention and prevention of relapse. The procedure led a 

considerable gain in the width of the attached gingiva which was maintained even 3 months after the 

surgical procedure. This technique produces a consistent and predictable increase in the width of the 

attached gingiva and may be successfully used in the treatment of inadequate vestibular depth. 

 

Introduction 

Ridge extension is an essential pre-prosthetic 

surgery for a successful denture fabrication in 

cases of inadequate vestibular depth. The 

following three basic techniques have been 

described for ridge extension as submucosal 

vestibuloplasty,
1
 secondary epithelialization 

vestibuloplasty,
2-3

 and soft tissue grafting 

vestibuloplasty.
4-6 

Vestibuloplasty repositions 

mucosa, muscle insertions of depressor labii 

inferioris and mentalis in case of mandibular 

labial region and leads to increased denture flange 

area and stability of prosthesis.
2
 The present 

literature states that minimum ridge height 

required for vestibular surgery ranged from 15-20 

mm.
7
The success has been obtained with various 

methods. 

This case report describes a case of Godwin’s 

modification of Kazanjian vestibuloplasty. 
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Case Report 

A 50-year male patient was referred from the 

Department of Prosthodontics for inadequate 

vestibular depth with inadequate attached tissue in 

the mandibular anterior labial region to the 

Department of Periodontology. The patient was 

systemically healthy and haemogram was normal. 

Since the resorption of the alveolar ridge was 

relatively little and the vertical dimension of the 

mandible was of sufficient height as assessed with 

an OPG, submucous surgical operation on the 

mandible under local anaesthesia was decided on. 

Godwin’s modification of Kazanjian 

vestibuloplasty was performed under local 

anaesthesia (Lignocaine-2% with 1:80000 

adrenaline) with bilateral mental nerve blocks and 

local infiltration. Approximately 12-15 mm 

externally from the crest of the alveolar ridge a 

horizontal incision was made on the oral mucous 

membrane of the lip. This incision was extended 

to the premolar region bilaterally and two vertical 

incisions were given to extend it towards the crest 

of the alveolar ridge (Figure1). The mucous 

membrane flap outlined with an incision was 

carefully separated from the underlying 

submucosa and reflected towards the alveolar 

crest. It is a mucous membrane flap and not 

mucoperiosteal flap. After raising the flap, the 

underlying submucosal tissue, the muscle fibers 

and the periosteum were resected away, leaving 

the bare bone exposed. The excision was carried 

down to a depth where it can be assured that the 

contracture of the wound would result in desired 

the depth of the vestibule. (Figure 2)After 

smoothening the rough bony spots on the bony 

ridge, the mucous membrane flap was placed 

against the bare bone of the labial aspect of the 

alveolar ridge and sutured with 5-0 reverse cutting 

vicryl sutures at the of the vestibule. (Figure 3) 

Resultant raw surface was covered using betadine 

moistened gauze which was left for secondary 

epithelialization. Coe-pack periodontal dressing 

was placed on the ridge. (Figure 4) The patient 

was given a prefabricated mandibular acrylic 

denture plate to wear for one week continuously 

except at night during initial phase of healing to 

prevent relapse. A flexible rubber tubing 

placement with percutaneous suturing at the depth 

of the vestibule was replaced with an acrylic 

denture plate in this case. The patient was put on 

postoperative oral antibiotic and anti-

inflammatory drugs (Cap.Amoxicillin-500mg 8th 

hourly and Tab. Ketorol DT, 12th hourly for 5 

days). Patients was instructed to maintain soft diet 

and warm saline rinses after meals for minimum 

duration of four weeks. The good results with 

increased vestibular depth and increased attached 

tissue were observed at three months. 

 

 
Fig.1 Preoperative view showing inadequate 

vestibular depth and inadequate attached tissue 

with attachment of tissue near the crest of the 

ridge  

 

 
Fig.2 Flap reflection, subperiosteal dissection and 

checking of vestibular extension 
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Fig.3 Suturing completed. 

 

 
Fig.4 Coe-pack periodontal dressing placed. 

 

 
Fig. 5 Three months postoperative results with 

minimum wound contraction and increased 

vestibular depth. 

 

Discussion 

Vestibuloplasty is the surgical procedure carried 

out to restore alveolar ridge heights by lowering 

muscle attachment on the buccal, labial, and 

lingual aspects of the residual ridges.
8 

In 1935, 

Kazanjian proposed a method for ridge extension 

where the submucosal flap pedicled on the 

alveolar ridge taken from the lip was sutured over 

the intact periosteum in the depth of the vestibule. 

The raw lip area healed by secondary intention.
2
 

Then in 1947, Godwin modified Kazanjian 

technique by sub periosteal stripping instead of 

supra periosteal dissection for vestibular 

extension. Vestibular mucosa was placed against 

the bare bone and sutured to connective tissue by 

excising or apically relocating the periosteum and 

connective tissue.
3
 The scar contracture resulted in 

decreased depth of the vestibule in the above 

techniques.
7,9 

In 1953, Clark proposed a 

vestibuloplasty procedure in which the flap from 

the alveolar ridge was pedicled on the lip with 

resultant secondary intention healing of labial 

surface of alveolar ridge to solve this 

problem.
10

The contraction of raw surface over the 

bone was less as compared to the contraction of 

raw surface on the epithelium. It was the basis of 

Clark’s technique.
1,7,10  

In 1968, Tortorelli  

recommended horizontal fenestration of the 

periosteum along the base of the newly created 

vestibule to limit the loss of vestibular depth that 

occurs after Clark’s vestibuloplasty.
8
 The Lip 

switch vestibuloplasty was advocated to overcome 

drawbacks of Kazanjian technique where mucosal 

flap covered the bare bone and periosteal flap 

covered the labial side. Here, epithelization of 

periosteum occurs in 2-3 weeks without scarring.
8
 

The grafting vestibuloplasty was introduced to 

overcome disadvantages associated with healing 

and patient discomfort in the previous 

techniques.
7
The free gingival graft procedure 

requires harvesting the graft from a donor site, 

usually the palate. The use of palatal donor tissue, 

especially when large areas must be grafted, 

increases morbidity and the risk of surgical 

complications. In addition, adequate amounts of 

donor tissue may not be available from the 

palate.
7
The skin graft has hair and sebaceous 

glands and causes patient discomfort.
7
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Conclusion 

If performed correctly and in judiciously selected 

cases Godwin’s modification of mandibular labial 

vestibuloplasty can be expected to have a 

prognosis with good results in terms of increase in 

depth of the vestibule and attached tissue thereby 

increasing the chances of successful denture 

delivery. 
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