—_Korean Dental Association

ey

i
o
rot
Am

=8 2)

ZAMCfSkR K TtHet X|ZDpetaAl

OAX
TI'* =

..............................................................................................................................................

Alveolar ridge augmentation for implant placement

Department of Periodontology, College of Dentistry, Chosun University
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Alveolar bone resorption are unpredictable and always occur after tooth extraction. Such bone resorption
causes insufficient alveolar ridge which make implant placement difficult. There are many techniques to in-
crease the alveolar ridge. Representative procedures include ridge split, guided bone regeneration, bone graft
using autogenous block bone, and alveolar distraction. In each procedure, there are indications and complica-
tions. Depending on the shape and the width of bone defects, we can choose procedures for horizontal bone
augmentation and vertical bone augmentation.
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Figure. 1. Ridge spilt procedure in anterior maxillary defect with missing lateral incisor (A,B). Osteotomy with saw and ridge
expansion with chisel osteotome and rotary spreader was performed(C-G). Inlay bone grafting was performed with
FDBA and collagen membrane(H, ). After 5 month healing, implant was placed with additional bone grafting(alloplast
& membrane)(J-N). Primary closure was achieved(0).
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Figure 2. Guided bone regeneration procedure with FDBA, resorbable membrane and tent screw. Severe horizontal defects
were at mandibular central incisor(A,B,C,D). Space was made with bone screw, particular FDBA and resorbable
membrane(E,F,G). Primary closure was achieved(H,)). After 5 months healing. There is no exposure(J). Augmented
ridge was observed and implant was placed with additional GBR(FDBA, resorbable membrane)(K-M). Primary clo~
sure was achieved(N.O).
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Figure 3. Guided bone regeneration procedure in combination bone defect of maxillary molar(A,B,C,D). Space making was
performed with FDBA, resorbable membrane and Ti-mesh(E,F,G). Primary closure was achieved(H, I). After 5
months healing, there is no exposure(J). Remained Ti-mesh was observed and removed. and then wide implant

was placed(K,LM). Primary closure was achieved(N.O).
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Figure 4. Guided bone regeneration according to bone defect type
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Figure 5. Guided bone regeneration procedure with nonresorbable membrane in mandible vertical defect(A,B,C). Decortication
was performed for blood supply(D). Bone grafting with FDBA(E) and coverage with nonresorbable membrane(F). Pri-
mary closure was achieved(G). After 5 month healing, there is no exposure(H). The membrane was remained with—
outany inflammation(). Well~formed ridge was observed(J). Two wide implants were placed(K). Primary closure was
done(L). 2 years follow-up photo was taken(M,N). 5 years follow-up photo was taken and there is no recession(O).

774 | HEtR(2IQIAREIX| RIB7H K125 2019



Figure 6. Onlay block bone grafting procedure in severe horizontal defects of mandible incisors(A,B,C). Alogenous cortico=
cancellous block bone was used with bone screw, FDBA and resorbable membrane(D,E,F,G). Primary closure was
achieved(H). After 5 months, two implants were placed at augmented site(l,J). Secondary surgery was done for

exposure(K,L).

Horizontalridge augmentation
l

Buccolingual bone width

\.
l

Ridge split

lor expansion

Figure. 7. Decision tree for predictable horizontal ridge augmentation
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/
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Short(<8mm) or tilted implants could be
alternatives
to vertical ridge augmentation for managing

the vertical defect

Figure 8. Decision tree for predictable vertical ridge augmentation
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