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Self-Locking Sliding Knot
to Manage Upper Third
Molar Extraction
To the Editor: Surgical knots are divided into 2 groups: (1) flat
knots and (2) sliding knots. Surgical removal of an impacted tooth in
the maxilla leaves a small incision in a deep-seated operating field.
Because of the limited access to the oral cavity, intraoral manipula-
tion is often difficult and time-consuming.1 Although the scientific
literature condemns the sliding knot as dangerous and unpredictable,
we find it useful and safe to suture the postextractive sockets. It avoids
the necessity to put the fingers of the operator into the oral cavity of
the patients; it seems particularly useful in specific circumstances
such as phobic and infectious patients. In addition, some patients can
have a very sensitive gag reflex.1,2 It is a pleasure to share our per-
sonal technique of self-locking sliding knot applied to dentoalveolar
surgery for more than 4 years. We think that this sliding knot is easily
reproducible, and it can be successfully applied to other surgical
situations in oral and maxillofacial surgery such as endoscopic man-
agement of facial fractures and endoscopic facial rejuvenation.

SURGICAL TECHNIQUE

Step 1: The left hand secures the needle away, and the rest of the post
strand lies between the palm of the hand and the ring with the
fifth fingers. The thumb, the index finger, and the middle finger are
free for manipulations. The right hand holds the strand between the
thumb and the finger. The right hand passes the strand around the 3
fingers of the left hand (Fig. 1).

Step 2: The wire was passed around the post strand and 3 loops
were completed from inferior to superior, from below the ring and
the miglioli of the right hand (Fig. 2).

Step 3: From the loop created in the left hand, the short wire in
the right hand is passed and swept by the thumb, the index finger,

and the middle finger of the left hand, which tightens the knot by
pulling the short wire (Fig. 3).

Step 4: At this point, the short wire becomes inactive and the left
hand can slide the knot by pulling the post strand (Fig. 4).
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FIGURE 2. Completion of the 3 loops.

FIGURE 3. Tightening of the knot.

FIGURE 4. Self-sliding knot.
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