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Placement of Implant After Bone Graft
Using J Block Allograft

Su-Gwan Kim, DBS, PhD,* Jin-Sung Park, DDS, 1 and Sung-Chul Lim, MD, PhDx%

ecause of trauma, severe peri-
B odontal diseases, the failure of
endodontic treatment, the re-
moval of previous implants, etc., it may
be difficult to obtain a bone shape suit-
able for the placement of implants in
many cases.”" To resolve horizontal se-
vere bone defect areas, implant of block
pattern could be considered.>'°
To obtain the en-block shaped
bone, autologous bone transplant of
the mandible symphysis area,''"!” ra-
mus buccal shelf,!’!8-23 tibia,?4?>
ilium,?-% and cranium’®¥ of patients
are considered as potential donor sites.
Nevertheless, in the intraoral cavity,
clinical problems caused by the har-
vest of block autograft are latent dys-
esthesia, infection, and the reduction
of dental viability, and the shape of
face may be changed after surgery. In
addition, it may be difficult to obtain
an appropriate volume of bone.?? The
width of block pattern that could be
harvested has been known to be an
average of 4 to 5 mm (maximally 6-7
mm) and the height is 2 mm (maxi-
mally 3 mm).>** In the case of the
ilium, that is an extraoral cavity site
where block pattern bones could be
obtained, superficial infection, forma-
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Securing sufficient alveolar
bone is important for a successful
implant. Alveolar bone should be
augmented to adequate height and
width for an implant to satisfy the
functional, biological, and aesthetic
properties. The subjects of this study
were 3 patients with severe bone de-
fects caused by either a periodontal
disease or a failure of implants on
mandibular posterior tooth, mandib-
ular anterior tooth, and maxillary
posterior tooth. The shape of the
commercial block allograft (Puros
J-Block, Zimmer Dental Inc., Carls-
bad, CA) was modified to match the

shape of the defect, and resorbable
membrane (Puros Pericardium Allo-
graft Membrane, Tutogen Medical
GmbH, Germany) was used before su-
turing the soft tissue. The transplant
sites were exposed 4 months later to
install the implant. The grafted bone
was united with the bone tissue to ob-
tain enough alveolar ridge and to in-
stall the implants. Bone allograft used
in these cases reduced the need to
collect autogenous bone in patients
with severe alveolar ridge loss.
(Implant Dent 2010;19:21-28)
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tion of seroma as well as hematoma,
hypersensitivity, and gait disturbance
may appear. In the tibia case, compli-
cations similar to them may be
shown.*>% Hence, allogenic bones and
xenogenic bones are not the only ones
used to substitute autologous bones
because hydroxylapatite, calcium-
phosphate compounds, and other syn-
thetic bones have been developed.’’

Among the block pattern graft
materials that could substitute autolo-
gous bones, the biocompatibility of
allograft is superior clinically in com-
parison with other graft materials, and
because of the advantage that the vol-
ume could be readily obtained in se-
vere bone defect areas, it has been
known to be an interesting treatment
method among dentists, >

In this study of three patients who
visited the dental hospital in Chosun
University, we reported 2 cases that
had an allograft bone block graft (Pu-
ros J-Block, Zimmer Dental Inc.,
Carlsbad, CA) inserted to the bone

defect area generated after the removal
of implants and | case that had been
performed with a block allograft trans-
plant to the bone defect area devel-
oped in the area of the extraction of
teeth because of reported severe peri-
odontal diseases.

CasE 1

A 47-year-old female patient vis-
ited our hospital and presented the
chief complaint of dysesthesias in the
right lower lip after the placement of 2
implants to the no. 46 and no. 47 areas
in a private clinic 1 week before vis-
iting our hospital. In clinical examina-
tion, the deterioration of perception in
the lower area was shown. In radio-
logical test, the implant fixture and the
inferior alveolar canal were shown to
be overlapped. Thus, it could be spec-
ulated that during surgery, injury of
the inferior alveolar nerve or the me-
chanical nerve compression by the im-
plant fixture was developed.
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Fig. 1. Transplant of a block allograft to the recipient site.

Fig. 2. Radiograph after the placement of implant.
Fig. 3. Histologic aspect of tissue after 4.5 months of healing. (a) Low magnification showed
a woven bone with the focal lamellar bone formation (hematoxyline-eosin, original magnifica-
tion X40). (b) Higher magnification demonstrated the focal lamellar bone formation
(hematoxyline-eosin, original magnification X 100).

On the day of visit, the implants
were removed, and subsequently for 3
months, physical therapy and drug
therapy were administered. Although
the dysesthesia of the lower lip was
not completely recovered, the patient
desired to restore the implant in the
no. 47 defect site. To generate the
bone volume sufficient to support im-
plants, the necessity of bone transplant
was discussed, and the patient selected
the use of allogenic bone block to
avoid additional surgery sites. The pa-
tient signed the consent of implant sur-
gery before operation.

Surgical Process

After performing local anesthesia
to expose the residual alveolar ridge,
crestal incision, and vertical incision
were performed. It remained similar to
the bone defect area were implants
were removed 3 months ago. Vertical
as well as transverse bone grafts to the
bone defect area were required, and
the use of allogenic bone was decided.
Before bone graft, the bone defect area
was cleaned, and for the induction of
hemorrhage, the cortical bone in the
recipient area was perforated. Accord-
ing to the protocol of the manufacturer
of block allograft (Puros J-block, Zim-
mer Dental Inc.), it was hydrated with
sterilized saline (0.9%). To insert the
hydrated block allograft to the bone

defect site, it was cleaned with a high-
speed hand piece and a round bur un-
der irrigation cooling.

To remove residual bone frag-
ments from the formed block allograft,
it was rinsed clean under sterilized
saline irrigation and adapted to the
prepared bone defect area (Fig. 1). The
bone defect area was filled with the block
allograft, and the presence of a sharp
margin or corners were assessed. A
regenerative collagen membrane (Pu-
ros Pericardium Allograft Membrane,
Tutogen medical GmbH, German)
was placed to protect the bone graft,
and soft tissues were sutured without
tension with 4-0 suture (Happylon,
Happy Smile Inc., Japan). The patient
was educated about postsurgical main-
tenance items, and after surgery, anti-
biotics, analgesic, and oral gargle
solution were administered and pre-
scribed. After the healing of soft tis-
sues, the suture was removed.

During the postsurgical healing
period, infection, the dehiscence of
wound, and other clinical complica-
tions did not develop. Special prob-
lems were not shown at the evaluation
of block allograft by radiographs per-
formed after 2 months before the ex-
posure of the graft area.

Before the placement of implants,
the minimum 4.5 months of healing
period of the graft was allowed. Under

local anesthesia, for the first implant
surgery, similar to the time of graft,
incision, and the design of flap were
performed. The result of the exposure
of the graft site showed a well-fused
block allograft. After obtaining con-
sent from the patient, tissues were
obtained from the area where the
transplant of block allograft was per-
formed. A screw-type implant, 4 X
11.5 mm in size and resorbable blast
media surface treatment (USII, Osstem,
Seoul, Korea) was placed (Fig. 2). After
the placement of implants, similarly, the
transplanted block allograft remained
without separation or destruction.

All specimens were fixed in 10%
formalin for 24 hours and decalcitied
in Calci-Clear Rapid (National Diag-
nostics, Atlanta, GA) for 12 hours.
The tissue were then rinsed in flowing
water, treated with Hypercentre XP
tissue processor (Shandon, Cheshire,
UK), embedded in paraffin, sectioned
to a thickness of 4.0 and 5.0 wm, and
then followed by staining with
hematoxylin-eosin. Using a light mi-
croscope to evaluate the stained sec-
tions, all images were captured using a
MagnaFire digital camera system
{Optronics, Goleta, CA). The density
of newly formed bone, proportions of
lamellar and woven bone, and residual
graft materials were measured and an-
alyzed using a Visus Image Analysis
System (Image & Microscope Tech-
nology, Daejon, Korea).

Active new bone formation was
shown, and the lamellar bone that
plays an important role of supporting
woven bones and implants could be
detected. Comparing the woven bone,
the lamellar bone, and implant chips,
there was an observed ratio of 72:24:4
(Fig. 3).

CASE 2

A 56-year-old male patient pre-
sented the chief complaint of the frac-
ture of the implant screw in the no. 26
area among the implants placed in the
no. 26 and no. 27 area placed in a
private clinic 15 years ago. The result
of clinical test showed the fracture of
the implant screw in the no. 26 area,
and the removal of the fixture was
decided (Fig. 4). After the removal of
the fixture, bone graft was performed,
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Fig. 4. Radiograph at the initial diagnosis.

Fig. 5. Transplant of block allograft to the recipient area.

Fig. 6. Radiograph after the placement of implant.

Fig. 7. Histologic aspect of the tissue after 4 months of healing. (@) Low magnification showed
the trabecular bone formation with extensive fibrosis (hematoxyline-eosin, original magnifica-
tion x40). {(b) The trabecular bone showed the mature lamellation (hematoxyline-eosin, original

magnification x100).

and the placement of implant after 4
months was planned.

Surgical Process

After performing local anesthesia
for the exposure of the residual alve-
olar ridge, crestal incision and vertical
incision were performed. Using a
6-mm trephine bur, the implant fixture
in the no. 26 area was removed. A
block allograft (Puros J-block, Zim-
mer Dental Inc.) was prepared, and
according to the protocol of the man-
ufacturer, it was rehydrated with ster-
ilized saline (0.9%). The rehydrated
block allograft was placed to the de-
fect area (Fig. 5). In the space between
the defect area and the implants, block
allograft was ground and grafted. A
regenerative collagen membrane (Pu-
ros Pericardium Allograft Membrane,
Tutogen medical GmbH, German) was
used, and to the distal area of the no. 27
implant, a bone tack was applied. Soft
tissues were sutured without tension
with 4-0 suture (Happylon, Happy
Smile Inc., Japan). The patient was ed-
ucated about postsurgical maintenance
items, and after surgery, antibiotics, an-
algesic, and oral gargle solution were
administered and prescribed. The suture
was removed after the healing of the soft
tissues.

On radiographs taken after 2
months, special problems in the graft

area were not detected. Four months
after block allograft, the implant first
surgery was performed. Under local an-
esthesia, incision and the elevation of
flap were performed. The result of the
exposure of the graft area showed a
well-fused pattern of the transplanted
block allograft, and after obtaining con-
sent from the patient, tissues were har-
vested from the area performed block
allograft. A screw type implant, 5 X 10
mm in size and TiUnite surface treat-
ment (MK IIT, Nobel Biocare, Géteborg,
Sweden) was placed (Fig. 6).

By the method identical to the
case 1, histopathological examination
was performed. The defect area was
filled with newly formed bone com-
posed of woven bone and lamellar
bone. Locally, granulomatous infection
and implants were almost absorbed and
presented as a powder pattern. The de-
fect area was filled with new bone for-
mation and some residual implant chips.
Proportional ratio of woven bone versus
lamellar bone versus implant chips was
36:58:6 (Fig. 7).

CASE 3

A 62-year-old male patient visited
our hospital with the chief complaint
of discomfort of the teeth. In clinical
examination, 3 degrees of mobility
level was observed, and in radiologi-
cal test, a pattern of the severe resorp-

tion of the alveolar bone in the vicinity
of the no. 43 was shown. The extrac-
tion of no. 43 and the placement of
implant 2 months after the extraction
were decided. On the day of visit, the
extraction of no. 43 was performed.

Surgery Procedure

Two months after the extraction
of no. 43, for the placement of im-
plant, a flap was reflected under local
anesthesia. The extraction socket was
filled with granulation tissues, and af-
ter the removal of the granulation tis-
sues, a severe bone defect area was
observed (Fig. 8). Because of the bur-
den of the second surgery, the patient
did not want autologous bone graft,
and it was determined that the vertical
and transverse augmentation of the de-
fect area were required, and thus, bone
graft using a block allograft was de-
cided. A block allograft (Puros
J-block, Zimmer Dental Inc.) was
used, and the graft procedure was
identical to the case 1 (Fig. 9). After
graft, a regenerative collagen mem-
brane (Puros Pericardium Allograft
Membrane, Tutogen medical GmbH,
German) was used and soft tissues
were sutured without tension using 4-0
suture (Happylon, Happy Smile Inc.,
Japan). The patient was educated
about postsurgical maintenance items,
and after surgery, antibiotics, analge-
sics, and oral gargle solution were ad-
ministered and prescribed. The suture
was removed after the healing of soft
tissues.

The first implant surgery (Para-
gon, Zimmer Dental Inc.), that is
3.7 X 11.5 mm in size, was performed
(Fig. 10), 4.5 months after block allo-
graft. Under the consent of the patient,
tissues were harvested in the area per-
formed block allograft. The trans-
planted block allograft showed a good
healing pattern.

By the method identical to the
case 1, histopathological examination
and microscopic examination were
performed, and among relatively well-
organized cavernous bones, 62% of
the lamellar bone was shown (Fig. 11).

DIScusSION

Block allografts are harvested
from the ilium of cadaver, and the
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Fig. 8. Three months after the extraction of tooth.

Fig. 9. Transplant of block allograft to the recipient site.

Fig. 10. Radiograph after the placement of implant.

Fig. 11. Histologic aspect of the tissue after 4.5 months of healing. (a) Low magnification
showed relatively well-organized trabecular bone formation (hematoxyline-eosin, original mag-
nification x100). (b) Higher magnification showed the lamellar bone with resorbing implant
chips (hematoxyline-eosin, original magnification x200).

donors are determined according to a
strict protocol. The disease history of
donors and their family, social history
were examined, whereas donors with
infectious diseases or malignant dis-
eases are excluded. Tissues are har-
vested by the American Association of
Tissue Banks in sterile condition and
stored 24 hours after death. During the
manufacturing treatment process (Tu-
toplastprocess: Tutogen Medical, Inc.,
Neunkirchen, Germany), all fats and
the bone marrow are removed by low-
level gamma radiation (17.8 GY), and
the essential component is maintained
as it is. In addition, collagen and min-
erals are abundant, and hepatitis B and
C antigen and antibody, human immu-
nodeficiency viruses 1 and 2, bacteria,
and virus are all removed.*® The shape
of block allograft is v shape and is a
mixture of cortical bones and cancel-
lous bones. Block allograft uses the
corticocancellous bone of individuals
with the residual ability of remodel-
ing, and thus, has a healing potential.

Collagen, the trabecular pattern, and
the multiporous characteristic of the
donor area are preserved, and thus the
original osseoconduction ability is
also preserved.

Allografts provide grafting mate-
rials that have the advantages of un-
limited supply, minimal antigenicity,
and no reported incidents in dentistry
of disease transmission.**4! Allografts
have been used in guided bone regen-
eration to repair periodontal defects.'

There are significant differences in
the healing process of autogenous corti-
cal versus autogenous cancellous
grafts.> Cancellous bone revascularizes
faster and is strengthened first by creep-
ing substitution; whereas cortical grafts
revascularize slower and remain a mix-
ture of necrotic and living bone for pro-
longed periods of time. There are also
important differences in the mechanical
strength from the repair process. Cancel-
lous grafts are strengthened during the
repair process, whereas cortical grafts
are weakened during repair.”* It would

seem that cancellous block allografts
may have some advantages over the cor-
tical block grafts because of faster heal-
ing of early wounds.!

Keith® reported a single case of
the augmentation of the width of alve-
olar ridge from 3 mm to 9 mm by the
use of block allograft. In this case re-
port, it has been reported that the graft
materials provide the augmentation of
the alveolar ridge without complica-
tions pertinent to the donor area.

Keith et al* reported that in the
histopathological evaluation per-
formed 6 months after the transplant
of block allograft, fast bone formation
was shown since new bones with os-
teoclasts were observed. The newly
deposited osteoid and the cancellous
bone trabeculae surrounded a small
volume of residual bone graft with the
characteristic of the empty lacuna and
the absence of osteoclasts. New bones
were formed by the trabeculae of re-
ticular bones, and thus, the 2 structures
could not be distinguished. Between
the residual grafted bone and the tra-
beculae of new bones, an eosinophilic
skeleton near the residual platelet-rich
plasma was shown; nonetheless, ne-
crosis findings were not shown.

Leonetti and Koup? have reported 4
cases with severe bone defects applied a
block allograft for the augmentation of
the maxillary alveolar bone. Block allo-
graft was reported to be an effective
material that could substitute autologous
bones and augment the bone.

CONCLUSION

These case reports demonstrated
the success of alveolar ridge augmenta-
tion for the purpose of implant place-
ment using a cancellous block allograft
in combination with particulate cortical
bone and a resorbable membrane.

The advantages of block allograft
are that the number of grafts are un-
limited, the second surgery area to
harvest autologous bones could be
eliminated, and the consent of the pa-
tient could be readily obtained. In ad-
dition, the cortical bone area provides
the framework for strength, and the
cancellous bone area quickly vascular-
izes and achieves remodeling, and
thus, in cases applied to the severe
vertical and transverse defect area,




sufficient bones for the placement of
implants could be obtained, and es-
thetically, satisfactory results could be
obtained. At the time of the placement
of implants, the block allograft was
fused with the recipient area, and, his-
topathologically, the formation of new
bones was observed. Therefore, at the
time of the placement of implants,
block allograft could be used as useful
materials to compensate for a bone
defect in the area of the edentulous
alveolar ridge.
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Einpflanzung von Implantaten nach Knochentransplan-
tierung unter Verwendung eines J-Block-Allotransplantats

ZUSAMMENFASSUNG: Fir eine erfolgreiche Implan-
tierung ist das Vorhandensein eines ausreichenden Males an
alveoldrem Knochengewebe #duBert wichtig. Bei einer Im-
plantatsetzung sollte das alveoldre Knochengewebe bis zu
einer ausreichenden Hohe und Breite aufgebaut werden, um
die Anspriiche an die funktionellen, biologischen und asthe-
tischen Eigenschaften zu befriedigen. Im Fokus dieser Studie
waren drei Patienten mit schweren Knochengewebsdefekten,
die entweder durch eine periodontale Erkrankung oder ein
Versagen von Implantaten an den hinteren Zihnen des Un-
terkiefers, den vorderen Ziahnen des Unterkiefers sowie den
hinteren Zahnen des Oberkiefers hervorgerufen worden
waren. Die Form des im Handel erhiltlichen Block-
Allotransplantats (Puros J-Block, Zimmer Dental Inc., Carls-
bad, CA) wurde verandert, so dass es sich der Form des
Defekts anglich. AuBerdem wurde vor Nihen des Weich-
gewebes eine resorbierbare Membrane (Puros Pericardium
Allotransplantat Membrane, Tutogen Medical GmbH, Deut-
schland) verwendet. Die Transplantierungsbereiche wurden
nach vier Monaten zur Einbringung des Implantats geoftnet.
Das transplantierte Knochengewebe hatte sich mit dem
natlirlich vorhandenen Knochengewebe verbunden, um einen
ausreichenden alveoldren Kamm zu bilden und damit die
Implantierung zu ermoglichen. Die Verwendung eines
Knochen-Allotranspiantats in diesen Fillen verringerte die Not-
wendigkeit fiir eine Sammlung autogenen Knochengewebes bei
Patienten mit schwerwiegendem Verlust im alveoldren
Kammbereich.

SCHLUSSELWORTER: Alveolires Knochengewebe, schw-
erwiegender Knochendefekt, resorbierbare Membrane

AUTOR(ES): Su-Gwan Kim, DDS, PhD, Jin-Sung Park,
DDS, Sung-Chul Lim, MD, PhD

La colocacion del implante después del injerto de hueso
usando el aloinjerto J block

ABSTRACTO: Lograr un hueso alveolar suficiente es impor-
tante para un implante exitoso. El hueso alveolar debe au-
mentarse para lograr una altura y ancho adecuado para que un
implante pueda satisfacer las propiedades funcionales, bio-
I6gicas y estéticas. Los sujetos de este estudio fueron tres
pacientes con severos defectos 6seos causados por enfer-
medades perioddnticas o falla de implantes en dientes poste-
riores de la mandibula, dientes anteriores de la mandibula y
dientes posteriores del maxilar. La forma del aloinjerto com-
ercial en bloque (Puros J-Block, Zimmer Dental Inc., Carls-
bad, CA) fue modificada para reproducir la forma del defecto
y se usd una membrana reabsorbible (Puros Pericardium
Allograft Membrane, Tutogen Medical GmbH, Alemania)
antes de suturar el tejido suave. Los lugares del trasplante
fueron expuestos cuatro meses después a la instalacion del
implante. EI hueso injertado se unié al tejido 6seo para poder
obtener una suficiente cresta alveolar para instalar los im-
plantes. El aloinjerto de hueso usado en estos casos redujo la
necesidad de recolectar hueso autégeno en pacientes con
pérdidas severas de la cresta alveolar.

PAILABRAS CLAVES: Hueso alveolar, defecto severo en el
hueso, membrana reabsorbible
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Colocagdo de Implante apés Enxerto Osseo Usando Enx-
erto Alopldstico J block
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RESUMO: Garantir osso alveolar suficiente é importante
para um implante bem-sucedido. O osso alveolar deve ser
aumentado para obter altura e Jargura adequadas para um
implante satisfazer as propriedades funcionais, biolégicas e
estéticas. Os voluntdrios deste estudo eram trés pacientes com
defeitos 6sseos graves causados ou por doenga periodontal ou
falha de implantes em dente mandibular posterior, dente
mandibular anterior e dente maxilar posterior. A forma do
enxerto alopldstico de bloco comercial (Puros J-Block, Zim-
mer Dental Inc., Carlsbad, CA) foi modificada para se en-
caixar na forma do defeito e a membrana reabsorvivel (Puros
Pericardium Allograft Membrane, Tutogen Medical GmbH,
Germany) foi usada antes de suturar o tecido mole. Os locais
de transplante foram expostos quatro meses mais tarde para
instalar o implante. O osso enxertado fol unido com o tecido
6sseo a tim de obter suficiente rebordo alveolar e instalar os
implantes. O enxerto aloplastico usado nesses casos reduziu a
necessidade de coletar osso autdgeno em pacientes com grave
perda de rebordo alveolar.

PALAVRAS-CHAVE: Osso alveolar, defeito ¢sseo grave,
membrana reabsorvivel
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Yemanoeka umnaanmamoe nocae npoeéedenus Kocm-
HOli mpancnaanmayuy ¢ nRPUMEHeHuem aANOmMPAaHCc-
naaumama J block

PE3IOME. Of6ecrnieyende Haluuusg [OCTATOUYHOIrO
o0beMa KOCTHOM Macchl aJIbBEONSAPHOA KOCTH BaKHO
Ul yCNELTHOR MHTerpauu ummnnanrata. Heobxogumo
NPOM3BECTH HapallMBAaHUE ajJbBEOJISIPHOH KOCTH [JO
AOCTATOYHOH [N MMIUIAHTALMK BbICOTHI HULIHMPHUHEI,
yTOOBl ObecneunTh TpebyeMble (PYHKLHOHANBHBIE,
OUOJIOTMYECKHE H ICTETUUYECKHE CBOUCTBA. Y YACTHH-
KamMy [JaHHOIO MCCIIEJOBaHUA CTajJd TPU MaUMeHTa ¢
CepLE3HBIMHE JePeKTaM¥i KOCTH, BbI3BAHHBIME JTUOO nap-
OIOHTUTOM, THOO OTTOPXKEHHEM UMIUIAHTATOB HA MECTE
HVDKHELO KOPEHHOrO, HMXKHErO NMEPERHEr0 M BEPXHErO
KopeHHOro 3yb6op. ®opMa npegocTaBIEHHBbIX AanloT-
paucrirautatoB (Puros J-Block®, Zimmer Dental Inc.,

JAPANESE / HANGE

J block®HBHE ZHVWI-BBHBOA TS5 MEA

Kapncban, KanudopHus) 6blna u3sMeHeHa TakuMm obpa-
30M, YTOObl COOTBETCTBOBATL (popMe pAedekTa, a HO
HaJIOXKEHMA 1IBOB Ha MATKUE TKaH Oblia UCIOJB30BaHa
paccachiBarowiasicss MmemoOpaHa (Puros Pericardium  Allo-
graft Membrane, Tutogen Medical GmbH, I'epmanus).
MecTa TpaHCIIaHTAUMK ObINMU OTKPbIThHL AJITYCTaHOBKH
UMIUIAaHTaTOB YeTbIpe Mecana choycrsi. | paHCANaHTH-
pOBaHHast KOCTb M COOCTBEHHas KOCTHast TKaHb ObINU
00 begUHEHB!, YTOObl aabBEOJIAPHbIA rpedeHb NONy4u
00beM, LOCTATOUYHBIA 7151 YCTAHOBKH UMIIJIaHTaTOB. Ko-
CTHBIY aJIOTPAHCIINIAHTAT, UCIIOJNb30BAHHBIN B 3TUX CITY-
Yasix, CHU3MJ HEOOXOAMMOCTb B3SITHS ayTOTPAHCIIAH-
TaTa y TAUUEHTOB C CEPbE3HOM moTepeir 0ObEMA
anbBEOJIIPHOIO FpebHs.

KJIIOYEBBIE CJ/IOBA: anbBEONsSIpHAs KOCTb,
Cephe3HbIl  KOCTHBIA  jaedekT, paccacbiBaroUlasics
MeMOpaHa
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J block Allogrefti Kullanilan Kemik Greftinden Sonra Im-
plant Yerlegtirme

OZET: Bir implantin basarili olabilmesi igin yeterli alveoler
kemik bulunmasi 6nemlidir. Bir implantin iglevsel, biyolojik
ve estetik gereksinimleri kargilamasi igin alveoler kemik
yeterli yiikseklik ve geniglige biiyiitiilmelidir. Bu ¢alismaya,
ya bir periodontal hastalik ya da alt ¢cenedeki posterior veya
anterior dis implant1 ve maksiller posterior dis implantr basa-
risizlify nedenleriyle ciddi kemik defektleri olan ii¢ hasta
alindi. Blok allogreftinin (Puros J-Block, Zimmer Dental Inc.,
Carlsbad, CA, ABD) ticari pekli, defektin pekline uymak
lizere dediptirildi, ve yumupak dokuda siitiir atylmadan 6nce
rezorbabl membran (Puros Pericardium Allograft Membrane,
Tutogen Medical GmbH, Almanya) kullanildi. Transplant
yerleri dort ay sonra agilarak implant yerlestirildi. Greftlen-
mis kemik, yeterli bir alveoler sirt elde etmek ve implantlar
yerlestirmek i¢in kemik dokusuyla birlestirildi. Bu olgularda
kullanilan kemik allogrefti, alveoler sirtta ciddi kaybi olan
hastalarda otojen kemik toplama gereksinimini ortadan
kaldird1.

ANAHTAR KELYMELER: Alveoler kemik, ciddi kemik
defekti, rezorbabl membran
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