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Localized Ridge Augmentation with
Allogenic Block Grafts Prior to
Implant Placement: Case Reports
and Histologic Evaluations

Paul S. Petrungaro, DDS, MS* and Salomon Amar, DDS, PhD

he presence of adequate bone
Tcontours for the placement of
dental implants can be affected
adversely by advanced periodontal
disease, failed root canal procedures,
tooth loss, and trauma.'? The dilemma
that this type of bone loss presents to
the dental implant team is dealing with
inappropriate bone height and width to
support implant placements properly?
to allow for long-term maintenance,
support of the dental implant complex,
and to provide adequate soft tissue
support for the aesthetic result of the
final implant-supported restoration.*
Bone replacement procedures to
correct large osseous defects and re-
store adequate support for dental im-
plants have been documented in the
dental literature.*® Harvested bone
from the symphysis,*”'? ramus buccal
shelf,>1320 tibia,?"?? fibula,?® iliac
crest,**?7 scapula,® and calvarium?®*?
has served as donor sites for the col-
lection of autogenous bone to provide
an adequate amount of grafted bone
volume to correct osseous defects
properly. However, there is some vari-
ability of the type of bone quality and
quantity available for collection in
these donor sites (Table 1).** In cur-
rent implant surgical practice, alveolar
bone harvested from the symphysis or
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The placement of dental implants is
based on the amount of alveolar bone
present in the edentulous site to be
reconstructed. Insufficient alveolar con-
tours may require bone grafting proce-
dures to restore an adequate bone
volume before implant placement.
Larger osseous defects often require
block grafts harvested from the symphy-
sis or the ramus buccal shelf region.
These provide adequate donor sites to
harvest a graft sufficient to restore a
significant defect in the osseous struc-
tures planned for implant placements.
Autogenous block grafts have been well
established to reconstruct these types of
defects prior to implant placement pro-
cedures. However, surgical complica-
tions associated with the unfavorable

anatomical structures and the necessity
of large donor sites (e.g., symphysis and
ramus buccal shelf) have led to the use
of allogenic grafiing materials. Recent
developments in allogenic grafting ma-
terials have lead to the development of a
corticocancellous block graft harvested
from the iliac crest region. This study
evaluates the clinical indications of
these allogenic graft materials to
replace compromised alveolar bone
defects both horizontal and vertical in
nature. The analysis is supported by
re-entry procedures and histologic eval-
uations to substantiate predictability.
(Implant Dent 2005;14:139—-148)

Key Words: allogenic block, site prep-
aration, healing enhancement.

ramus buccal shelf is the primary do-
nor site for reconstructing localized
osseous defects prior to implant
placement.™!%16-20

Provided that proper surgical
techniques are followed, a 4- to 7-mm
gain in ridge width*' and a 2- to 3-mm
gain in vertical ridge height** can be
expected with intraoral harvested
block grafts. The types of defects that
can be corrected from these types of
grafting procedures can be seen in
Table 2.

Intraoral block grafts harvested
from the symphysis or ramus buccal
shelf have been shown to be well
suited for not only reconstructing the
horizontal and vertical osseous defects
but also to veneer ridge deficiencies
prior to implant placement, especially
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in the esthetic zone.*'%? This staged
technique using autogenous blocks
harvested from donor sites remains the
grafting procedure used most fre-
quently for large defects because of its
clinical success and predictability to
regenerate bone contours prior to im-
plant placement.’*?*® However, har-
vesting these block grafts from the
donor sites of the symphyseal or ra-
mus regions carries the risk of compli-
cations associated with the advanced
surgical procedures involved with col-
lection of these grafts (Table 3).
Another complicating factor is the
additional surgical time necessary to
harvest the autogenous bone block.
Because of the limitations of surgical
anatomy, insufficient block size may
be harvested to correct the defect. This
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Table 1. Extraoral and Intraoral Sites for Harvesting Autogenous Bone and the
Maximum Velume That Can Be Obtained from Each Site

Donor Site Form available Maximum Volume (ml)

Extraoral

Posterior iliac crest Block and/or particulate 40

Anterior iliac crest Block and/or particulate 70

Tibia Particulate 20-40

Cranium Dense cortical block 40
Intraoral

Ascending ramus Block 5-10

Anterior mandible Block and particulate 5]

Tuberosity Particulate 2
Miscellaneous (e.g., Particulate Varies

bone scrapers,
suction traps)

Table 2. Classification of Recipient Sites for Intraoral Harvested Block Grafts

Insufficient Buccal-Palatal
(Lingual) Ridge Width

Insufficient Vertical Ridge Height

Anterior maxilla

Posterior maxilla, anterior to
the maxillary sinus

Posterior maxillae with sinus
involvement

Anterior mandible

Posterior mandible

Anterior maxillae
Posterior maxillag, anterior to the maxillary sinus

Posterior maxillae with sinus involverment

Anterior mandible
Posterior mandible

Table 3. Potential Complications of Harvesting Autogenous Blocks from the

Symphysis or Ramus Region

Site

Complication

Ramus buccal shelf

Paresthesia

Obtaining a thin cortical bone graft insufficient
to correct a large defect (horizontal)

Symphysis

V-3 paresthesia

Disfiguration of the chin
Loss of mandibular keratinized gingival tissue

Infection

Affecting tooth vitality

may require additional regenerative
surgical procedures. Finally, the ac-
ceptability of a patient can remain a
deciding factor. All of these potential
issues preclude a widespread indica-
tion for the use of these grafts.®!!:%-43

As an alternative to this type of
grafting, research and development of
bone substitute materials provided the
clinician with allogenic,** xeno-
graphic,*#® and alloplastic*’®
products to use as substitutes for au-
togenous bone. However, in block
form, none have recaptured the heal-
ing and bone replacement that autog-
enous block grafts can provide. Recent
advances in the procurement of allo-
genic bone, which preserves a large
portion of the mineral component of
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the graft, has led to clinical indications
of an allogenic block harvested from
the iliac crest region.*->' This article
will present three case reports of the
use of this allogenic material to recon-
struct both horizontal and vertical
defects being strongly supported by
histologic evidence of active bone re-
generation replacing the original
defects.

Case 1

A 41-year-old nonsmoking male
presented for removal of a failing im-
plant in the left central incisor region.
The day before surgery, the patient
started an antibiotic regime of Aug-
mentin 875 mg (Glaxo SmithKline,
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Philadelphia, PA) b.i.d. After admin-
istration of an appropriate local anes-
thetic, a full-thickness mucoperiosteal
flap was elevated in the maxillary an-
terior from the right central incisor to
the left canine region. The implant
was removed, and a deep, wide defect
was present (Figure 1). After careful
site preparation, which included de-
cortication of the maxilla in the defect
site to enhance marrow space bleed-
ing, an allogenic corticocancellous
block (Puros block allograft; Zimmer
Dental, Carlsbad, CA) measuring
18 X 20 X 8 mm was trimmed with
chisels and high-speed rotary instru-
ments to adequately fit the prepared
osseous defect (Figure 2). Before be-
ing secured, the block was rehydrated
with nonactivated platelet-rich plasma
(Figure 3).°%%° The platelet-rich
plasma, obtained from the blood of the
patient that was drawn prior to sur-
gery, allows for the localized delivery
of platelets that contain growth factors
directly into the cancellous part of the
allogenic block. Rehydration took
place approximately 5 minutes before
block placement and securing. Fixa-
tion miniscrews (Salvin Dental, Char-
lotte, NC) were used for stabilization
of the prepared block to the recipient
site. The screws were placed through
the block and rested in the palatal por-
tion of the defect for stability and to
prevent micromovement of the graft.
After graft placement, carving of the
appropriate crestal anatomy was per-
formed (Figure 4). Before closure,
additional platelet-rich plasma was
applied before the insertion of a
resorbable collagen barrier (Biomend;
Zimmer Dental) to exclude any soft
tissue migration into the small space
that existed between the graft and re-
cipient site. Vicryl Rapide sutures
(4.0; Ethicon, Inc., Somerville, NI) in
a continuous sling and horizontal mat-
tress suturing technique were used for
closure. Starting the day before sur-
gery, the patient was to continue
taking Augmentin for 9 days in addi-
tion to chlorhexidine rinses twice daily
starting the day after surgery.
Convalescence was uneventful. In
the healing phase, the patient decided
to forego additional implant place-
ment and proceed with a fixed pros-
thesis. At the 3-month postoperative
period, the patient was again prepared



for surgery to remove the fixation
screws and evaluate the allogenic
block graft. After administration of an
appropriate local anesthetic, a full-
thickness mucoperiosteal flap was
elevated once again. Upon flap eleva-
tion, the regenerated osseous defect
that had been reconstructed was ob-
served (Figure 5). [Compare the pre-
operative defect (Figure 1) with the
regenerated osseous structures in Fig-
ure 5]. A histologic sample was ob-
tained from the crest of the ridge and
processed for analysis. As shown in
Figure 6, new bone formation apposed
to the original bone can be observed.
This new bone shows evidence of on-
going bone deposition with the pres-
ence of a surrounding osteoblast layer.
The patient was referred to the prosth-
odontist after adequate healing was
achieved subsequent to the fixation
screw removal and histologic analysis.

CAsE 2

A 55-year-old nonsmoking female
presented for implant reconstruction
of her failing natural dentition. Part of
her treatment plan consisted of regen-

CASE I.
Fig. 1. Preoperative defect, case 1.

plasma.
Fig. 4. Secured allogenic block graft.

eration of the severely resorbed atro-
phic mandibular right posterior region,
which had been edentulous for many
years and lacked appropriate vertical
and horizontal bone dimensions to
support dental implants (Figure 7). As
part of her overall treatment plan, re-
generation of the mandibular right
posterior region with an allogenic cor-
ticocancellous block (Puros block al-
lograft) was planned. Administration
of preoperative antibiotics (Augmen-
tin 875 mg b.i.d.) was started the day
before the procedure. Preceding sur-
gery, withdrawal of 50 cc of whole
blood of the patient from the antecu-
bital fossa allowed for preparation of
approximately 10 cc of platelet-rich
plasma to enhance the healing phase
of the allogenic block. After adminis-
tration of an appropriate local anes-
thetic, a full-thickness mucoperiosteal
flap was elevated (Figure 8). Tooth 28,
which exhibited a failing endodontic
lesion, was removed, followed by site
preparation to receive the allogenic
block (Figure 9). After sculpting of the
block with chisels and rotary instru-
ments, the block was adequately
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Fig. 2. Contoured Puros block allograft, case 1.
Fig. 3. Rehydrated Puros block allograft with platelet-rich

Fig. 5. Three-month re-entry, clinical view.
Fig. 6. Histologic sample, 100X magnification.
o LA T 3 i A S A A S L SN R A ATy i)

rehydrated with platelet-rich plasma.
Tricortical stabilization was performed
using Fixation miniscrews (Figure 10)
and preceded additional grafting at the
mesial and distal aspects of the block
with a platelet-rich plasma mineralized
bone graft complex (Puros) (Figure 11).
Before closure, additional application of
platelet-rich plasma preceded placement
of a regenerative membrane to exclude
any soft tissue ingrowth at the level of
the block from the tension-free reap-
proximated soft tissues. Closure was ac-
complished with 4.0 Vicryl Rapide
sutures in a horizontal mattress suturing
technique. An immediate postopera-
tive panoramic view can be seen in
Figure 12. The patient underwent an un-
eventful healing period of 4 months, and
the clinical appearance during this pe-
riod can be seen in Figure 13. After
adequate pretreatment planning, implant
placement in the mandibular right
posterior region was scheduled. Follow-
ing antibiotic administration as men-
tioned previously, blood was drawn
from the antecubital fossa for prepara-
tion of platelet-rich plasma. After ad-
ministration of an appropriate local an-
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CASE II.

Fig. 7. Case 2: preoperative view, mandibular right posterior.

Fig. 8. Clinical view, pregrafted ridge defect.
Fig. 9. Decortication of the recipient site.

Fig. 10. Allogenic corticocancellous block secured.
Fig. 11. Additional grafting at the margins of the block graft and host bone.
Fig. 12. Case 2, immediate postoperative panoramic view.
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esthetic, a full-thickness mucoperiosteal
flap was once again elevated. The clin-
ical appearance of the 4 month re-entry
procedure can be seen in Figure 14
compare this with the preoperative de-
fect in Figure 8. Reconstruction of the
insufficient vertical and horizontal di-
mensions is evident from this view. Af-
ter removal of the supporting fixation

16
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screws, histologic cores were obtained
from the graft (Figure 15) and preceded
implant placement. As shown in Figure
16, substantial bone formation resulting
from the allogenic bone can be observed
throughout the tissue sample.

After gathering the histologic
samples, implant placement was per-
formed. Four tapered Screw-Vent im-

CASE II.
view.

view.

radiograph.

plants (Zimmer Dental) were placed
that were 4.7 mm in diameter and 13
mm in length at tooth 28 and 10 mm in
length at sites 29, 30, and 31. After
placement of the healing screws, clo-
sure was once again accomplished
with 4.0 Vicryl Rapide sutures. Four
additional months of healing were al-
lowed, followed by the stage 2 proce-

Fig. 13. Case 2, 4-month postoperative clinical
Fig. 14. Case 2: 4-month re-entry, clinical

Fig. 15. Osteotomy site preparation for histo-
logic samples, preceding implant placement.

Fig. 16. Histologic sample, 10x magnification.
Fig. 17. Case 2, case complete panoramic
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CASE II

Fig. 18. One-and-a-half year postcementation clinical view.
Fig. 19. One-and-a-half year postloading periapical radiograph view.
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dure and the placement of healing
abutments. The patient was then re-
ferred back to the reconstructive doc-
tor for the construction of the final
implant-supported restorations. Figure
17 shows the case complete panorex

of the lower right posterior sextant.
Figure 18 shows the 1.5-year postce-
mentation view of the implant-
supported restorations, with Figure 19
exhibiting the 1.5-year postloading
periapical radiograph view. Notice

that the osseous crest that was recon-
structed has been maintained through
this time frame.

CasE 3

A 26-year-old nonsmoking female
presented for localized ridge augmen-
tation of the maxillary anterior region
prior to implant placement (Figure
20). The patient had lost teeth 7, 8, and
9 in a motor vehicle accident several
years before. Advanced bone loss in
the buccal palatal dimension necessi-
tated bone replacement procedures
with block grafting before implant
placement. After a complete diagnos-
tic workup, which included radio-
graphs and a diagnostic waxing of
both the hard and soft tissues to be
replaced, the decision was made to
reconstruct the deficient anterior max-
illary region first with the allogenic
block graft material followed by im-
plant placement at the sites of teeth 7,
8, and 9 after completion of the bone
regeneration procedure. The day
before surgery, the patient began a
prophylactic antibiotic regimen of
Augmentin 875 mg. The day of

CASE III.
Fig. 20. Case 3, preoperative view.

Fig. 21. Pretreatment ridge defect, clinical view.

Fig. 22. Recipient site preparation.

Fig. 23. Allogenic block secured at the recipient site.
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CASE III.

Fig. 24. Three-and-a-half month re-entry, clini-

cal view.

Fig. 25. Implant site preparation.
Fig. 26. Immediate nonfunctional provisional

restoration.

Fig. 27. Six-month post-loading digital periapi-

cal radiograph.

surgery, before administration of an
intramuscular sedative and local anes-
thetic, the collection of 25 cc of whole
blood from the antecubital fossa al-
lowed for the fabrication of 6 cc of
platelet-rich plasma to be used as a
healing enhancer during the surgical
procedure. After sedation with 3 cc of
5 mg/ml Versed (Abbott Laboratories,
North Chicago, IL) administered intra-
muscularly, 5.5 cc of Septocaine HCI
4%, 1:100,000 epinephrine (Sept-
odont, Ontario, Canada) was adminis-
tered in the anterior buccal vestibular
region in addition to the anterior pal-
atal region. After anesthetic was ad-
ministered, a crestal incision was
made in the anterior edentulous region
with two vertical releasing incisions at
teeth 5 and 12, followed by full-
thickness mucoperiosteal flap eleva-
tion. The significant ridge defect
present precluded the correct place-
ment of dental implants for an esthetic
result and supported the rationale for
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the block graft procedure (Figure 21).
Adequate site preparation was then
performed, which consisted of the cre-
ation of a recipient site bed to house
the allogenic block graft and decorti-
cation of the alveolar bone to allow for
marrow space bleeding to aid in the
revascularization of the graft (Figure
22). An 18 X 20 % 8-mm Puros block
allograft was selected to reconstruct
the defect. The allogenic, corticocan-
cellous block was then trimmed to fit
securely within the housing, which
was prepared using chisels and high-
speed rotary instruments. The block
was split into two parts; the smaller of
the two was to reconstruct the site of
tooth 9 and the larger portion of the
allogenic block to reconstruct the
tooth space of teeth 7 and 8. Before
securing the block grafts, the blocks
were rehydrated with platelet-rich
plasma. After the rehydration proce-
dure, the larger portion of the allo-
genic block was secured with two
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Fixation miniscrews (Salvin Dental)
measuring 1.8 mm in diameter by 10
mm in length. The smaller block,
placed at the space of tooth 9, was
secured with a 1.8-mm (diameter) by
8-mm (length) Fixation miniscrew.
After securing the blocks, shaping of
the grafts with high-speed rotary in-
struments allowed for the correct
shape of the maxilla to be obtained
(Figure 23). Additional bone grafting
with particulate mineralized bone
grafting material (Puros) enhanced
with platelet-rich plasma was per-
formed around the margins of the
block graft and recipient site. Guided
tissue regeneration using a regenera-
tive membrane (Tutoplast Processed
Pericardium; Tutogen Medical, Ala-
chua, FL) enhanced with platelet-rich
plasma was placed over the block
grafts and inferior to the buccal and
palatal tissue surfaces. Closure was
accomplished using horizontal and



vertical mattress suturing techniques
with 4.0 Vicryl Rapide sutures. The
provisional removable partial denture
was secured with no pressure being
placed over the newly grafted region.
Postoperative instructions included
completion of the preoperative anti-
biotherapy along with chlorhexidine
rinses twice a day. The patient was
allowed to heal, and the graft was al-
lowed to mature for 3.5 months at
which time implant placement was
planned. Following construction of a
TempStent (Contemporary Periodon-
tics & Implantology, Lake Elmo,
MN), the surgical guide/provisional
system to be used at implant place-
ment, the patient was prepped for sur-
gical implant placement procedures.
Preoperative instructions were similar
to initial surgical procedures, which
included preoperative administration
of antibiotics and chlorhexidine rinses.
After intramuscular sedation with
Versed and local anesthetic adminis-
tration with 5.5 cc of Septocaine
4%, 1:100,000 epinephrine, a full-
thickness mucoperiosteal flap was
elevated. Examination of the regener-
ated buccal plate can be seen in Figure
24. Compare Figure 24, the 3.5-month
postgrafting procedure with the allo-
genic corticocancellous block, with
Figure 22, the pregrafted defect
present and Figure 23, the clinical ap-
pearance after the blocks had been se-
cured. It is important to note how little
resorption, based on appearance, the
allogenic blocks had undergone in the
3.5-months postoperative. After re-
moval of the fixation screws and site
preparation of the planned implant re-
ceptacle sites (Figure 25), three im-
plants were placed. A 3.7-mm by
13-mm in length tapered Screw-Vent
implant was placed at the site of tooth
7 followed by two 4.7-mm (diameter)
by 13-mm (length) tapered Screw-
Vent implants at sites 8§ and 9. After
implant placement, provisional abut-
ments were prepared extraorally,
placed over the implants, and the
TempStent was retrofitted to provide
the patient with an immediate non-
functional provisional restoration
(Figure 26). Closure was obtained
with 4.0 Vicryl Rapide sutures in a
continuous sling-suturing method. The

6-month post-loading digital radio-
graph can be seen in Figure 27.

CONCLUSION

These case reports demonstrate the
safety and effectiveness of the allogenic
bone grafting material demonstrated.
This novel approach opens new avenues
in oral and maxillofacial bone grafting
procedures while circumventing impor-
tant limitations (size and location) inher-
ent with autogenous grafts. In addition,
complications that can exist with the
harvesting of autogenous bone from the
symphyseal or ramus buccal shelf
region can be avoided altogether. Fur-
thermore, implant placement in grafted
areas demonstrates the functionality of
the regenerated bone. Finally, bone bi-
opsies at re-entry areas disclosed evi-
dence of new bone deposition. The au-
thors recommend continued research
and clinical studies of this product to
supplement the present initial clinical
and histologic reports.

Disclosure

Dr. Paul Petrungaro is a consul-
tant to Zimmer Dental and a stock
shareholder in Harvest Technologies.
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Abstract Translations [German, Spanish, Portugese, Japanese]

Lokale Anreicherung des Zahnkamms mit allogenen Blockknochentransplantatstoffen
zur Vorbereitung der Implantatsetzung: Fallstudien und histologische Bewertungen

ZUSAMMENFASSUNG: Die erfolgreiche Setzung eines Implantats hiingt maBgeblich
von der Menge an Alveolarknochen ab, der im wiederherzustellenden zahnlosen Bereich
zu finden ist. Unzureichende Alveolarstrukturen kénnen es erforderlich machen, vor
Implantierung  Knochengewebstransplantierungen durchzufiihren, um hieriiber ein
entsprechendes Knochenvolumen herzustellen. Bestehen schwerwiegendere Knochende-
fekte, kann eine Blocktransplantierung erforderlich werden, bei der das zu transplantier-
ende Knochengewebe aus der Symphyse bzw. dem Rand des Wangenastes entnommen
wird. Diese Bereiche eignen sich hervorragend zur Entnahme eines Transplantats, das alle
Anforderungen zur Wiederherstellung mapgeblicher Defekte in den knéchernen Struk-
turen erfiillt und somit die Grundlage fiir eine bevorstehende Implantierung schafft.
Autogene Blocktransplantate werden heutzutage vielfach zur Beseitigung derartiger De-
fekte vor Implantierungsbehandlung eingesetzt. Allerdings fiihrten vielfache Komplika-
tionen beim chirurgischen Eingriff aufgrund der ungiinstigen anatomischen Strukturen
sowie die Notwendigkeit, umfangreiche Spenderbereiche (Symphyse und Rand des Wan-
genastes) zu nutzen, zu einer vermehrten Verwendung allogener Transplantierungsmate-
rialien. Neueste Entwicklungen im Bereich der allogenen Transplantierungstechnologie
brachten die Entwicklung eines Kortikospongiosa-Blocktransplantats mit sich, das aus
dem Beckenkamm entnommen wird. Die vorliegende Studie bewertet die klinischen
Indikationen dieser allogenen Transplantationsmaterialien in Bezug auf die Wiederher-
stellung beeintrichtigter Defekte des Alveolarknochens in sowohl horizontaler wie auch
vertikaler Richtung. Die Analyse wird durch Reflexionsabliufe sowie histologische
Beurteilungen gestiitzt, um eine Vorhersagbarkeit nachzuweisen.

Aumento localizado de la cresta con injertos de bloques alogénicos antes de la coloca-
cidon del implante: Informes de casos y evaluaciones histolégicas

ABSTRACTO: La colocacién de implantes dentales se basa en la cantidad de hueso
alveolar presente en el sitio edentuloso a reconstruir. Contornos alveolares insuficientes
podrian requerir procedimientos de injerto de hueso para restaurar un volumen adecuado
de hueso antes de la colocacién del implante. Los defectos Gseos mds grandes a menudo
requieren injertos de bloques sacados de la regi6n de la plataforma bucal de la rama o la
sinfisis. Estos proporcionan sitios adecuados de donacién para lograr un injerto suficiente
para restaurar un defecto significativo en las estructuras Gseas planificadas para la
colocacion de implantes. Los injertos autégenos del bloque han sido ampliamente usados
para reconstruir estos tipos de defectos antes de los procedimientos de colocacién de
implantes. Sin embargo, las complicaciones quirtirgicas asociadas con las estructuras
anatoémicas desfavorables y la necesidad de sitios grandes de donacién (sinfisis y plat-
aforma bucal de la rama) han llegado al uso de materiales de injerto alogénicos. Descu-
brimientos recientes en los materiales de injerto alogénicos han permitido el desarrollo de
injertos de blogues cortico-canceloso sacados de la region de la cresta iliaca. Este estudio
evalda las indicaciones clinicas de estos materiales de injerto alogénicos para reemplazar
los defectos de hueso alveolar problemdticos, de naturaleza horizontal y vertical. El
andlisis ha sido aprobado por los procedimientos de reingreso v evaluaciones histolégicas
para justificar la pronosticabilidad.
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Aumento Localizado do Rebordo com Enxertos Alogénicos em Bloco Antes da Colo-
cagdo do Implante: Relatos de Caso e Avaliagoes Histologicas

RESUMO: A colocacio de implantes dentdrios é baseada na quantidade de osso alveolar
presente no local desdentado a ser reconstruido. Contornos alveolares insuficientes podem
exigir procedimentos de enxerto para restaurar um volume 6sseo adequado antes da
colocagdo do implante. Defeitos dsseos maiores freqlientemente exigem enxertos em
bloco colhidos da sinfise ou da regido de projecio lateral do ramo. Estas proporcionam
dreas doadoras adequadas para colher um enxerto suficiente para restaurar um defeito
significativo nas estruturas Gsseas planejadas para colocagdes de implantes. Enxertos
autégenos em bloco foram bem estabelecidos para reconstruir estes tipos de defeitos antes
dos procedimentos de colocagio de implantes. Contudo, complicagdes cirlirgicas asso-
ciadas a estruturas anatbmicas desfavordveis e a necessidade de dreas doadoras grandes
(sinfise e projecdo lateral do ramo) levaram ao uso de materiais de enxerto alogénico.
Desenvolvimentos recentes nos materiais de enxerto alogénicos levaram ao desenvolvi-
mento de um enxerto cortigo-esponjoso em bloco, colhido de uma regido de crista iliaca.
Este estudo avalia as indicagdes clinicas destes materiais de enxerto alogénico para
substituir defeitos do osso alveolar comprometido, tanto horizontal quanto vertical por
natureza. A andlise é apoiada por procedimentos de reabertura e avaliagdes histoldgicas
para consubstanciar a previsibilidade.
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