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Rezumat

Ca urmare a diferitor factori, in urma
pierderii dentare la nivelul crestelor alveolare
au loc procese de resorbtie si atrofie. Defectul
o0sos in sens vertical la mandibula este carac-
teristic zonei laterale, rezultand creste alveo-
lare plate, lucru care nu va permite sub nici
o forma inserarea unor implanturi dentare.
Pentru reconstructia defectului osos la nivelul
crestelor alveolare au fost descrise numeroa-
se tehnici, printre care si metoda cu grefa de
interpozitie. Scopul acestui articol este de a
prezenta si analiza metoda de interpozitie in
reconstructia de creastd alveolara cu defect
vertical pronuntat. Aceastd metodd ne oferd
posibilitatea cresterii osoase cu interesarea
unei singure zone operatorii si timp redus de
operare cu blocul osos. Pistrarea vasculariza-
tiei blocului deplasat, obtinerea osului nativ,
cortical si combinarea cu xenogrefd ne ofera o
grefa bine vascularizate stabild in timp.

Cuvinte cheie: defecte osoase, aditie osoa-
sd, grefa de interpozitie.

Introducere

Procesul alveolar (processus alveolaris) — este teri-
toriul osos al maxilarului superior si inferior, care are
formé de semielipsa si inconjoard dintii, reprezinta
partea cea mai groasa si cea mai spongioasd a osu-
lui maxilar. Este mai lat posterior, decit anterior si
prezintd cavitafi pentru dinti. Aceste cavitati, alveo-
lele dentare, sunt in numar de opt si variaza in forma
si dimensiuni, in raport cu rddécinile dintilor, pe care
le contin [4]. Odata cu pierderea dintilor are loc si
resorbtia de creasta aveolard. Evolutia resorbtiei si
atrofiei depind in mare masurd de cauza pierderii
dintilor, ordinea cronologica a extractiilor, timpul
indelungat de la extractie, modul in care s-a efectu-
at interventia chirurgicala si calitatea tratamentului
protetic precedent [1,4].

Atrofia tridimensionald a crestelor alveolare,
impiedicd frecvent inserarea implanturilor dentare
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Summary

Due to different factors, resorption and
atrophy processes occur following tooth loss
in the alveolar ridges. The bone defect verti-
cally to the mandible is characteristic of the
lateral area, resulting in flat alveolar ridges,
which will in no way allow the insertion of
dental implants. Numerous techniques have
been described for the reconstruction of bone
defect in the alveolar ridges, including the in-
terposition graft method. The purpose of this
article is to present and analyze the method of
interposition in the reconstruction of alveo-
lar ridge with a marked vertical defect. This
method ensures bone growth concerning a
single operative area and reduced operating
time with the bone block. Maintenance of the
vascularization of the displaced block, obtain-
ing the native cortical bone and combining it
with a xenograft provides a well-vascularized
graft which is stable over time.

Keywords: bone defects, bone addition,
interposition graft.

Introduction

The alveolar process (processus alveolaris) — is
the bone area of the upper and lower jaws, which has
a semi-elliptic shape and surrounds the teeth, rep-
resenting the thickest and most spongy part of the
maxillary bone. It is wider on the posterior side than
the anterior side, having cavities for the teeth. These
cavities which are dental alveoli, are eight in number
and vary in shape and size, in relation to the teeth
roots they contain [4]. The loss of teeth leads to there
the resorption of the alveolar ridge. The evolution of
resorption and atrophy depends to a large extent on
the cause of tooth loss, the chronological order of ex-
tractions, the length of time from extraction, the way
the surgery was performed and the quality of previ-
ous prosthetic treatment [1,4].

The three-dimensional atrophy of the alveolar
ridges frequently prevents the placement of dental

25



26

sau cel pufin complicd inserfia lor in pozitii favo-
rabile [4]. Atrofia maxilarului superior este de obi-
cei centripeta. Resorbtia osului alveolar la maxild
urmeazd directia axelor ale dintilor superiori (aceste
oase au convergentd apicald). Atrofia mandibulei este
centrifuga [5].

Resorbtia crestelor alveolare urmeaza si ea
inclinatia axelor dintilor inferiori (care au o
divergenta apicald). Maxilarul superior se atrofiazd
mai lent decat mandibula [5].

Existd mai multe tipuri de atrofie osoasa. In 1985
Misch si Judy au stabilit 4 categorii principale de os
disponibil pentru implantologie care urmeazi feno-
menul de resorbtie naturald. Aceste 4 clase oferd un
mod de abordare sistematizat pentru tratamentul pe
implante.

Subclasa A - os disponibil in toate dimensiunile:
inaltime mai mare de 10 mm, lafime de cel putin 5
mm, lungime M-D mai mare de 5 mm, inclinarea intre
corpul implantului si planul ocluzal nu depaseste 30°.

Subclasa B - indlfimea osoasa este de cel putin 10
mm, latimea este de 2,5-5 mm, lungimea de cel putin
15 mm, inclinarea osoasa este limitatd la 20°.

Subclasa C - Osul disponibil este deficient in una
sau mai multe dimensiuni: indl{imea mai micd de
8-10 mm, ltimea poate fi mai mica de 2,5 mm, angu-
latie mai mare de 30°. Exista 2 subcategorii: creasta cu
indl{ime inadecvata, C-i, si cu litime inadecvatd, C-L

Subclasa D - atrofia severa determini: un maxi-
lar complet neted, cu atrofia spinei nazale anterioare
si a palatului pind la creasta zigomatico-alveolara, si o
mandibuld in creion, cu apofizele genii si gaura men-
tonierd pe coama crestei, muschii mentali se inserd
cu partea lor inferioara aproape pe coama crestei, iar
buccinatorul poate aborda milohioidianul peste cor-
pul mandibulei.

Clasificarea Cawood si Howell este:

Clasa 1: arcada dentat;

Clasa 2: post-extractional;

Clasa 3: creastd rotunjita, de indltime si de grosi-
me suficiente;

Clasa 4: creastd subtire (in lama de cutit), dar de
indlfime suficienta;

Clasa 5: creastd platd, de indl{fime si de grosime
insuficientd;

Clasa 6: creastd cu relief inversat cu pierdere de
os bazal.

Atrofia crestelor alveolare mandibulare in sens
vertical, este caracteristicd zonei laterale, rezultand
creste alveolare plate, lucru care nu va permite sub
nici o formd inserarea unor implanturi dentare,
existand riscul lezarii formatiunilor nervoase exis-
tente la acest nivel (nervul alveolar inferior).

Pentru a reconstrui defectul osos de creastd al-
veolard au fost descrise numeroase metode de aug-
mentare. Aceste metode au evoluat in timp, inclusiv
blocurile de os autogen - recoltate din surse intra- si
extraorale — fixate ulterior la creasta resorbitd, pre-
cum si grefele granulate de os autogen, alogen, xe-
nogrefe sau materiale aloplastice, care se combind

implants or at least complicates implant placement
in favorable positions [4]. Atrophy of the upper jaw
is usually centripetal. The resorption of the alveolar
bone to the maxilla follows the direction of the upper
teeth axes (these bones have an apical convergence).
The atrophy of the mandible is centrifugal [5].

The resorption of the alveolar ridges also follows
the tilt of the lower teeth axes (which have an apical
divergence). The upper jaw atrophies more slowly
than the mandible [5].

There are several types of bone atrophy. In 1985
Misch and Judy established 4 main categories of bone
available for implantology undergoing the phenom-
enon of natural resorption. These 4 classes provide a
systematized approach to implant treatment.

Subclass A - the bone available in all sizes: height
bigger than 10 mm, width at least 5 mm, length M-D
greater than 5 mm, the inclination between the im-
plant body and the occlusal plane does not exceed
30°.

Subclass B - the bone height is at least 10 mm, the
width is 2.5-5 mm, the length is at least 15 mm, the
bone inclination is limited to 20°.

Subclass C - the available bone is deficient in
one or more dimensions: height less than 8-10 mm,
width less than 2.5 mm, angulation greater than 30°.
There are 2 subcategories: ridge of inadequate height,
C-i, and inadequate width, C-1.

Subclass D - severe atrophy determines: a com-
pletely smooth jaw, with atrophy of the anterior nasal
spine and palate up to the zygomatic-alveolar ridge,
and a pencil-like mandible, with genius apophyses
and chin hole on the crest ridge, the mental muscles
are inserted with their lower side almost to the crest
of the ridge, and the buccinator can approach the
mylohyoid over the body of the mandible.

The Cawood and Howell classification:

Class 1: toothed arch;

Class 2: post-extraction;

Class 3: rounded ridge of sufficient height and
thickness;

Class 4: thin ridge (knife blade), but of sufficient
height;

Class 5: flat ridge of insufficient height and thick-
ness;

Class 6: ridge with inverted relief with basal bone
loss.

The atrophy of the mandibular alveolar ridges
vertically, is characteristic of the lateral area, result-
ing in flat alveolar ridges, which does not allow the
insertion of dental implants. Thus, there is a risk of
damage of the existing nervous formations at this
level (lower alveolar nerve).

Numerous augmentation methods have been de-
scribed to reconstruct the alveolar ridge bone defect.
These methods have evolved over time, including
autogenous bone blocks - harvested from intra- and
extraoral sources - later attached to the resorbed
ridge, as well as granulated autogenic and allogeneic
bone grafts, xenografts or alloplastic grafts, which



frecvent cu membrane barierd (regenerarea tisulard
ghidatd GBR).

Reconstructie in inaltime (pe verticald) se consi-
derd a fi cea mai dificila de realizat datorita absentei
vascularizatiei si rebordului osos pe verticala [6].

Dupi tehnica utilizatd reconstructia verticala se
clasifica in:

 reconstrucfie prin augumentare prin tehnica
apozitiei (blocuri osoase, GBR);

o reconstructie prin tehnica de interpozitie [4].

Una din procedurile cele mai frecvent utilizate
pentru acest tip de reconstructie consta in utilizarea
grefei cu bloc autogen [6]. Misch a demonstrat re-
zultate favorabile prin folosirea in acest scop a osului
mandibular [4]. Desi procedura poate genera o cres-
tere semnificativd a volumului osos pentru inserarea
implantului aceasta prezinta anumite dezavantaje.
Morbiditatea asociatd cu prelevarea blocurilor de os
autogen include o interventie chirurgicala aditiona-
14, durere, edem. Un alt dezavantaj al grefdrii cu bloc
0so0s constd in resorbfia nepredictibild care apare in
zona de grefare. Cordaro a demonstrat o resorbtie a
grefelor de bloc autogen de aproximativ 25% in sens
orizontal si de peste 40% in plan vertical. In cadrul
unui studiu de monitorizare a cazurilor Cordaro a
demonstrat o resorbfie semnificativ mai micé a gre-
felor de bloc autogen cind le-a combinat cu o grefd
de os sub formd de particule de origine bovina si o
membrana GBR [4]. In cadrul unui studiu pe anima-
le, Kim si colab. au demonstrat faptul ca utilizarea
membranelor barierd cu un singur strat sau cu doud
straturi de colagen in combinatie cu grefele in bloc
poate reduce semnificativ gradul resorbtiei [4]. Din
literatura de specialitate se poate concluziona fap-
tul cd grefele de bloc osos autogen sunt eficiente in
privinta cresterii tridimensionale a volumului osos
cu scopul de a facilita inserarea unui implant dentar.

O alta metoda frecvent utilizatdi pentru
reconstructia osoasa consta in utilizarea unei mese ri-
gide, majoritatea membranelor disponibile in comert

frequently combine with barrier membranes (GTR
guided tissue regeneration).

Height (vertical) reconstruction is considered to
be the most difficult to achieve due to the absence
of vascularization and the vertical bone support [6].

According to the technique used the vertical re-
construction is classified into:

« reconstruction by augmentation by appositi-

on technique (bone blocks, GTR);

« reconstruction by interposition technique [4].

One of the most commonly used procedures for
this type of reconstruction is the use of autogenic
block grafts [6]. Misch has shown favorable results
by using the mandibular bone for this purpose [4].
Although the procedure can ensure a significant in-
crease of bone volume for implant placement, it has
certain disadvantages. Morbidity associated with re-
moval of autogenic bone blocks includes additional
surgery, pain, edema. Another disadvantage of bone
block grafting is the unpredictable resorption occur-
ing in the graft area. Cordaro demonstrated a resorp-
tion of autogenic block grafts of approximately 25%
horizontally and over 40% vertically. In a case moni-
toring study, Cordaro demonstrated a significantly
less resorption of autogenic block grafts when com-
bined with a bone graft in the form of bovine par-
ticles and a GTR membrane [4]. In an animal study,
Kim et al. have shown that the use of single-layer or
two-layer collagen barrier membranes in combina-
tion with block grafts can significantly reduce re-
sorption [4]. From the literature it can be concluded
that autogenic bone block grafts are effective in the
three-dimensional growth of bone volume in order
to facilitate the placement of a dental implant.

Another commonly used method for bone recon-
struction is the use of a rigid mesh, most of the com-
mercially available membranes being titanium alloys
or PTFE membranes [8]. The use of the titanium
membrane to increase the alveolar ridge is not a new
concept. Although clinically proven effective proper-
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reprezinta aliaje din titan sau membrane PTFE [8].
Utilizarea membranei de titan pentru augmentarea
crestei alveolare nu este un concept nou. Desi clinic
s-au dovedit proprietitile eficiente ale titanului in
menfinerea spatiului, existd si dezavantaje ale acestei
metode, inclusiv expunerea sa timpurie [8]. Membra-
ne PTEE utilizate in GBR ne ofera stabilitatea grefei,
mentinerea spafiului si un risc minim de dehiscenta.
Scopul studiului - Prezentarea si analiza metodei
de interpozitie in reconstructia de creasta alveolard.

Materiale si metode

Pacienta X, in varsta de 53 ani s-a prezentat in
clinicd cu urmdtoarele acuze: tulburari masticatorii,
deregléri estetice si de fonatie.

Din anamneza s-a constatat, ca boala a survenit
insidios cu aprox. 10 ani in urmi, prin complicatiile
cariilor si parodontopatii, care au dus la extractii pe
parcursul anilor.

Conform clasificarii pacienta prezintd edentatie
clasa I-a dupa E. Kennedy maxilar inferior dreapta
si o atrofie osoasa subclasa C dupa clasificarea lui
Misch.

La examinarea tomografiei computerizate se ates-
ta o ofertd osoasa redusd in regiunea dintilor 4.5-4.7,
cu inalfime 4-5 mm si ldfime 3-4 mm. (Fig. 1) In
urma examinarilor clinice si paraclinice se constata:
atrofie severd a crestei alveolare mandibulare pe
dreapta, cu necesitatea cresterii ofertei osoase pen-
tru ulterioara reabilitare
implanto-protetica. Pen-
tru crearea ofertei osoase
a fost aleasa metoda de
reconstructie verticald a
crestei alveolare cu grefd
de interpozitie.

Interventia  chirur-
gicald (Fig. 2) - dupa pre-
alabila prelucrare si izo-
lare a cimpului operator
sub anestezie locald. S-a
efectuat o incizie liniara
de aproximativ 4 cm la
nivelul santului vestibu-
lar in regiunea dintilor
4.8-4.4 cu 2 mm vesti-
bular de linia muco-gingivala si paralela cu aceasta.
S-a decolat lamboul muco-periostal vestibular, cu
pastrarea periostului aderent la fragmentul superior
al crestei alveolare care urmeazd a fi repozitionat. Cu
freza lindeman s-a efectuat osteotomia crestei alveo-
lare paralel cu canalul mandibular superior de acesta
si doud osteotomii de descarcare, mobilizarea frag-
mentului a fost efectuatd cu dalta. Ulterior fragmen-
tul a fost deplasat superior pentru a creste inaltimea
crestei alveolare si fixat cu ajutorul miniplacutei pa-
trat si suruburi. Spatiul obtinut s-a grefat cu amestec
granulat de xenogrefd si autogrefd. Pentru evitarea
expunerii si stabilizarea grefei granulate a fost folo-
sitd o membrana rezorbabild iar in vederea evitarii

Fig. 1. Tomografia computerizata cu fascicol conic
Fig. 1. Cone beam computed tomography

ties of titanjum in maintaining space, this method
has also disadvantages, including its early exposure
[8]. The PTFE membranes used in GTR enable graft
stability, space maintenance and minimal dehiscence
risk.

Purpose of the study - to present and to analyze
the interposition method in the alveolar ridge recon-
struction.

Materials and methods

Patient X, aged 53, presented to the dental clinic
with the following complaints: masticatory disorders,
aesthetic and phonological disorders.

From the anamnesis data it was found that the dis-
ease occurred insidiously approximately 10 years ago,
caused by the complications of caries and periodontal
disease, which led to extractions over the years.

According to the classification, the patient pre-
sented the first-class edentation by E. Kennedy lower
right maxilla and a subclass C bone atrophy by the
Misch classification.

The computed tomography found a reduced
bone supply in the region of teeth 4.5-4.7, 4-5 mm
in height and 3-4 mm in width. (Fig. 1) Following
the clinical and paraclinical examinations, it was
revealed: severe atrophy of the mandibular alveolar
ridge on the right, requiring the increase of bone sup-
ply for the subsequent implant-prosthetic rehabilita-
tion. To ensure bone supply, the method of vertical
reconstruction of the
alveolar ridge with in-
terposition graft was
chosen.

Fig. 2 represents a
surgical intervention af-
ter prior processing and
isolation of the opera-
tive field under local an-
aesthesia. A linear inci-
sion of approximately 4
cm was made at the level
of the vestibular groove
in the teeth region 4.8-
4.4, from which 2 mm
were directed to the
vestibular level of the
mucogingival line and parallel to it. The vestibular
mucoperiosteal flap was removed, keeping the peri-
osteum adherent to the superior fragment of the al-
veolar ridge for its further repositioning. The alveolar
ridge osteotomy parallel to the superior mandibular
canal and two discharge osteotomies were performed
with the Lindemann bur. The mobilization of the
fragment was made with the chisel. Subsequently, the
fragment was moved from the upper part to increase
the alveolar ridge height. After that, the fragment
was fixed with the help of the square-shaped mini-
plate and screws. The obtained space was grafted
with xenograft and autograft granulation combina-
tion. To fix and avoid the exposure of the granulated



tensiunii lamboului
a fost efectuatd de-
gajarea periostului.
Pentru evitarea de-
hiscentei plagii au
fost aplicate suturi
in saltea, si suturi
separate. Tratament
medicamentos an-
timicrobian indicat
pe 7 zile, completat
tu probiotice si an-
algezice la durere.
Perioada post-ope-
ratorie a decurs fard
particularitati.  Zil-
nic s-a efectuat pre-
lucrarea plagii post-
operatorii cu solutii
slab antiseptice.

Rezultate si
discutii

Cazul prezentat
in acest articol aratd
posibilitatea creste-
rii ofertei osoase in
cazul atrofiei severe
verticale de creas-
td alveolara prin
interpozitia  grefei.
Tehnica reprezinta o
metoda de deplasare
a unui bloc osos vascularizat si interpozitia unei grefe
granulate cu scopul de a creste nivelul osos existent.
Supravietuirea si integrarea blocului depinde de imo-
bilizarea lui [6]. Calitatea celulard este dependenta de
grosimea blocului obtinut in urma osteotomiei [2].
O grefa imperfect fixata va duce la hipoxie celulard
cu formare de tesut cartilaginos sau tesut fibros, ex-
punere si infectarea secundara. Pdstrand periostul
atagat la grefa ce urmeaza a fi repozitionatd minima-
lizim riscul expunerii si de rezorbtie a grefonului. In
momentul interpozitiei grefei osteocitele si celule de
suprafatd vor suferi fenomenul de apoptozi celulard
indiferent de rapiditatea manoperelor sau tehnica
atraumaticd de osteotomie, astfel este importanta ca-
litatea celulara din interiorul blocului. Aceste celule
odatd cu restabilirea vascularizatiei se vor reactiva, de
asemenea insasi suprafata blocului osos are potential
de osteoconductibilitate ce se adaugd osteoinductiei
reprezentata de celule active [6]. Concomitent are loc
un proces de indepdrtare a materialului necrotic de
catre osteocite, spatiile goale vor fi umplute cu ma-
terial viabil prin fenomenul de colonizare si astfel
se va creea o noud microarhitectura functionald [4].
Acest proces de remodelare poate dura ani de zile dar
grefa va fi stimulatd prin punerea in functie cu sis-
temele protetico-implantare la 4 luni pentru a evita
reducerea dimensionald osoasd [6]. Rezorbtia grefei

Fig. 2. Etapele interventiei chirurgicale: a.incizie si decolare; b.osteotomia;
c.mobilizarea blocului; d.deplasarea si fixarea blocului; e.grefa de interpozitie;
f.membrana resorbabild; g.sutura.

Fig. 2. Stages of surgery: a. incision and dehiscence; b. osteotomy; c. block
mobilization; d. block moving and fixing; e. interposition bone graft; of. resorbable
membrane; g. suture

graft, a resorbable
membrane was used.
To avoid the flap ten-
sion, the degenera-
tion of the perioste-
um was performed.
Mattress sutures, and
separate sutures were
applied to prevent
the dehiscence of the
wound. Antimicro-
bial drug treatment
was prescribed for 7
days, supplemented
with probiotics and
painkillers. ~ There
were no postopera-
tive complications.
Postoperative wound
care was performed
daily with weak anti-
septic solutions.

Results and dis-
cussion

The study case
presented in the ar-
ticle has shown the
possibility of bone
graft supply by graft
interposition, in the
case of severe vertical
alveolar ridge atro-
phy. The technique represents a method of displac-
ing a vascularized bone block and the interposition
of a granulated bone graft in order to increase the
existent bone level. The survival and integration of
the block depends on its immobilization [6]. The cell
viability dependents on the block thickness obtained
after the osteotomy [2]. An unsatisfactory graft fixa-
tion leads to cellular hypoxia with cartilaginous or
fibrous tissue formation, exposure and secondary
infection. By keeping the periosteum attached to the
graft that is to be repositioned, the risk of graft expo-
sure and resorption is minimized. During graft inter-
position, osteocytes and cells of the bone surface un-
dergo the phenomenon of cell apoptosis regardless of
the manipulations speed or the atraumatic osteotomy
technique, so the cellular viability inside the block is
important too. Restored vascularization makes these
cells reactivate; besides this, the surface of the bone
block has the potential for osteoconductivity that
comes along with osteoinduction represented by ac-
tive cells [6].

At the same time, the process of the necrotic
material removal by the osteocytes takes place. The
empty spaces are filled with viable material due to
the phenomenon of colonization and thus a new
functional micro-architecture is created [4]. The
remodelling process may take years, but the graft is
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Fig. 3. CBCTla 3 luni.
Fig. 3. CB(T at 3 months.

incorporaté in situl receptor are loc datorita tipului
de grefa (os cortical, spongios sau mixt). De aseme-
nea situl receptor va elibera elemente de remodelare
pentru a armoniza structura transplantata cu biolo-
gia locala odatéd cu punerea in functie. De accea este
recomandata punerea in functie la 4 luni.

Cerinta de mentinere a spatiului este indeplinita
de blocul deplasat care ne prezinta avantaje eviden-
te fatd de membrana de titan sau GBR, fiind o grefd
autogena care ne oferd os nativ pe versantul crestei.

Osul cortical, lipsit de elemente celulare osteo-
genice, are un potential mai scazut de osteoinductie
astfel va fi rezorbit de organism fatd de osul medular
care va contiua procesele de apozitie. Diferenta este
datd insd de masa osoasd mult mai bogata a osului
cortical care, chiar daca este supus unor procese in-
tense de rezorbtie va asigura un pat osos mult mai
bun penru implantare [6]. Este indicatd osteotomia
blocului cu piezotomul pentru a reduce pierderea
osoasd. La mobilizarea blocului a fost folosit clestele
separator de os, astfel blocul a fost luxat fara riscul
lezérii tesuturilor inconjurétoare.

Metoda de interpozitie ne ofera mai multe avantaje:

« os nativla marginea superioara a crestei

o riscul minim de expunere a blocului

o risc scazut de dehiscentd a plagii

In urma tratamentului a fost efectuat controlul
radiologic pe care s-a constatat un rezultat favora-
bil, fascicolul alveolar inferior intact si ofertd osoasd
obtinutd de 9-10 mm. Starea generala postopertorie
satisficdtoare, regresia edemului din a 3-a zi posto-
perator. La 15 zile inlaturate suturile, plaga cicatrizata
fara dehiscentd. Pacienta a acuzat parestezie tranzito-
rie care a durat o luna. Ca tehnicd, metoda de inter-
pozitie necesitd experienta medicului, instrumentar
si tehnica avansata.

stimulated during the period of 4 months by implant
systems, to avoid bone dimensional reduction [6].
The graft resorption incorporated in the receptor site
is due to the type of graft (cortical, spongy or mixed
bone). Thus, when activated the recipient site releases
remodelling elements to harmonize the transplanted
structure with the local biological features. Hence, it
is advisable to put this process in function during the
period of 4 months.

The necessity of space maintenance is fulfilled by
the displaced block, which has obvious advantages
over the titanium membrane or GBR, being an au-
togenous graft that provides native bone on the slope
of the ridge.

The cortical bone without osteogenic cellular el-
ements has a lower potential for osteoinduction, so
the medullary bone that continues the processes of
apposition resorbs it. However, the difference is due
to the much richer bone mass of the cortical bone
which, even if subjected to intense resorption pro-
cesses, provides a much better bone for implant bed
[6]. Block osteotomy with the piezotome is indicated
to reduce bone loss. For block mobilization the bone
separator pliers have been used, thus the block was
dislocated without the risk of damaging the sur-
rounding tissues.

The interposition method provides several ad-
vantages:

« Native bone at the upper edge of the ridge

o Minimum risk of block exposure

o Low risk of wound dehiscence

After treatment, the radiological control was per-
formed, which showed favourable results: the infe-
rior alveolar fascicle remained intact and the bone
graft supply constituted 9-10 mm, satisfactory gener-
al postoperative condition, and regression of oedema



In urma tratamentului a fost efectuat controlul
radiologic pe care s-a constatat un rezultat favorabil,
fascicolul alveolar inferior intact si ofertd osoasa obti-
nutd de 9-10 mm. Starea generald postoperatorie po-
zitiva, regresia edemului din a 3-a zi postoperator. La
15 zile inlaturate suturile, plaga cicatrizatd fard dehis-
centa. Pacienta a acuzat parestezie tranzitorie o luna.

Concluzii

Metoda de interpozitie a grefei osoase la nivelul
crestei alveolare cu atrofie severd poate fi aplicatd in
vederea obtinerii ofertei necesare reabilitarii implan-
to-protetice. Aceastd metodad ne oferd posibilitatea
cresterii osoase cu interesarea unei singure zone ope-
ratorii astfel morbiditatea pacientului v-a fi minima.
Rezultatele pozitive datoritd timpului redus de ope-
rare cu blocul osos, pastrdrii vascularizatiei, obtine-
rea osului nativ cortical si combinarea cu xenogrefa
ne oferd stabilitatea implantelor la inserare, obtinerea
unei oferte osoase bine vascularizate stabila in timp.

at the 3" postoperative day. After 15 days, the sutures
were removed and the wound healed without dehis-
cence. The patient presented transient paresthesia
that lasted one month. The interposition method re-
quires the experience of the doctor, instrumental and
advanced techniques.

Conclusions

The method of interposition of the bone graft
at the level of the alveolar ridge with severe atrophy
can be applied to obtain the bone graft supply nec-
essary for the implant rehabilitation. This method
gives the possibility of bone growth by involving only
one operative area, so the patient’s morbidity results
minimal. The positive results due to short time of
operation in contact with the bone block, the vascu-
larization preservation, received native cortical bone
and combination with xenografts, lead to the stability
of the implants at insertion, and a well-vascularized
bone graft, durable over time.
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