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1. Introduction

Implant dentistry has made outstanding
progress since the introduction of the concept
of osseointegration. This development revolu-
tionized implant dentistry ands allowed the
dental practitioner to provide implant suppor-
ted prostheses with a predictable prognosis.

In those patients with inadequate bone vo-
lume to accommodate implants, due to atrophy
or resulting from surgery, special problems
arise and the need for bone graft augmenta-
tion of the deficient mandibule has long been
recognized. Breine and Branemark" discussed
the combination of bone grafting and implant
surgery as long ago as 1980.

Bone grafting may be used to restore conti-
nuity in full thickness defects of the jaw, or
may be used to augment the mandible by rep-
lacing bone that has been lost from the sur-
face. It is natural to consider bone grafting
augmentation in any mandibule that is seve-
rely atrohic or weakened by previous surgery.

Fig. 1. Occlusal radiograph of 51 year od fe-
male patient showing severe bone re-
sorption beneath the cross-struts of the
implant framework.
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On occasions, however, the patient may dec-
line to undergo bone grafting, sometimes be-
cause of concern for cost, fear of surgery, or
apprehension regarding the morbidity. Graf-
ting allogenic bone is seldom an adequate al-
ternative for substantial defects.

Two cases are presented that illustrate that
even when a bone graft procedure is justified
but declined by the patient, implant surgery
may still play a useful role.

II. Case Reports

Case 1:

A 51 year old female presented with a sub-
periosteal implant that she had worn for 8
years, but which had become infected and
loose. In the recent past she had developed
paresthesia of the right lower lip. Pockets
around the implant posts were over 10mm
in depth and three of the four post sites exu-
ded pus.

Radiographic examination reveled that the

Panoramic radiograph revealing severe
bone loss associated with the implant.
Intrusion of the implant into the infe-
rior alveolar canal on the right explains
the patient’'s paresthesia of the right
lower lip. The risk of jaw fracture is

obvious.



seen on a panoramic radiograph.

cross-struts of the subperiosteal framework
had eroded deeply into the mandibular body
which now appeared in imminent danger of
fracture.(Figs 1 & 2) The patient was recom-
mended to have the implant removed, follo-
wed by bone graft augmentation of the mandi-
ble both to prevent fracture and allow endos-
seous implants to be placed later. The bone
graft recommendation was declined although
the patient did agree to the removal of the
implant.(Fig.3)

Fig. 4. Seven years after the removal of the
subperiosteal implant considerable re-
generation of the damaged madible can
be seen. The patient wears a bar-and-
clip overdenture.

Fig. 3. Shortly after the implant was removed the extent of the bone resorption is dearly
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As is commonly the case, the removal of
the subperiosteal framework was diffecult and
left a jaw and overlying soft tissue that was
unsuitable for any surface borne appliance.
Surprisingly, once the implant was removed
and the infection eliminated the mandible un-
derwent a degree of spontaneous regenera-

A PA radiograph of the mandible of
this 22 year old female student reveals
expansion and bone destruction in the
ascending ramus and body of the right
mandible.

Fig. 5.



Fig. 6. Part of a panoramic radiograph shows
the lesion extending from the sigmod
notch to the premolar region with a
multilocular radiolucency and gross
thinning of the bone.

Fig. 8. Condition after meticulous enucleation
of the unicystic ameloblastoma from
the right mandible. The inferior alveo-
lar nerve was preserved.

tion. After several months it was deemed pos-
sible to insert three endosseous implants and
when these were connected by a bar the pa-
tient was able to wear a satisfactory overden-
ture.(Fig.4) The patient still wears this pros-
thesis 9 years later.

Case 2:
A 22 vear old student presented with a swe-
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Fig. 7. An occlusal radiograph shows a large
expansile lesion of the rigth mandibu-
lar body.

Fig. 9. By the following year the mandible had
demonstrated considerable regenera-
tion and two 18mm implants could be
accommodated in the lingual aspect of
the premolar region. The patient was
later provided with a segmental pros-
thesis supported on these two implants.

lling of the mandible. This markedly expanded
mandible was not tender but teeth# 30 and
31 were loose.

Radiographic examination showed a multi-
locular “soap bubble” appearance extending
from the sigmoid notch to the premolar re-



gion.(Figs 5,6,7) A biopsy indicated that this
was a unicystic ameloblastoma. Because of the
extent of the lesion and the fragility of the
bone it ws recommended that the patient un-
dergo a resection of the mandible with bone
graft reconstruction. The patient declined this
and so the lesion was enucleated with preser-
vation of the inferior alveolar nerve.(Fig.8)
Primary closure was attempted but after one
week the incision line dehisced and the area
was packed open thereafter. By the fourth
month postoperatively there was already con-
siderable bony regeneration and by 8 months
it was felt that the mandible had regained
strength to the point were two implants could
be placed in the premolar region. These were
both 18mm in length but had to be located
on the lingual aspect of the jaw.(Fig9) Abut-
ments were connected 5 months later and
eventually a segmental restoration was added
which she still wears 4 years later.

1II. Discussion

Some patients whose bone is inadequate
in volume for implants to be placed with confi-
dence may choose to decline bone graft aug-
mentation on grounds of cost, time involved,
fear of surgery or concern about the donor
site. The two cases reported here suggest that
even in these extreme circumstances the pa-
tients may still be helped by judicious place-
ment of endosseous implants.

Bone with intact periosteum possesses con-
siderable poweres of regeneration once the
adverse effects of surface pressure and infec-
tion are removed. This has been shown in
the experimental animal by Bridges and Prit-
chard®, and noted in the human by Nagase®-
paricularly in the young patient. Conversely
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Shuker” and Boyne® noticed a decline in the
regenerative capacity in older patients. Our
first patient was over 50 years of age but ne-
vertheless showed an ability to regenerate
bone.

In our second patient the pattern of bone
regeneration was unusal but the degree to
which regeneration occured was impressive.
Because of the form of the regenerated man-
dible, making the prosthodontic solution a co-
mpromise. The patient is content however to
have avoided the resection and bone graft and
wears her prosthesis 4 years later.

These two illustrative cases suggest that
even when a patient declines a bone graft that
most would regard as indicated, all is not
lost ; the patient may still be helped by endo-
sseous implants which facilitate a prosthetic
solution.
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