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Figure 1a
Pre-Op CBCT Scan: Presence of only a buccal
and palatal plate with an absence of bone buccolingually between the two plates in site #14.

Figure 1b
Enlarged view of Pre-Op CBCT Scan

INTRODUCTION
Bone augmentation procedures are often necessary in restoring
dentoalveolar defects in order to place dental implants for dental
rehabilitation. It is frequently the first step when implants are to be placed in
the most ideal restorative position. Inadequate bone augmentation following
this type of procedure can result in the inability to place dental implants or
require additional augmentation procedures before implants can be placed.
Regenerative materials that contain osteogenic growth factors and stem cells
have been used to accompany bone grafting procedures in a wide variety
of surgical applications, spanning most surgical disciplines in health care
today. Recently, similar materials have been introduced to dentistry and have
seen a high level of success and predictability in restoring both the soft and
hard tissues. This case report describes the use of the regenerative material,
BioDFactor Viable Tissue Matrix, a placental-derived tissue allograft, used
in conjunction with a bone graft and resorbable membrane in treatment
of a maxillary sinus alveolar fenestration along with a simultaneous sinus
augmentation in preparation for dental implant placement.

MEDICAL HISTORY

A 59 year-old male patient with a noncontributory medical history was
referred for evaluation and treatment of an alveolar fenestration seen in site
#14 where an extraction had been performed several months prior. While
site #13 had socket grafting performed at the time of the extraction of both
teeth #13 and #14, the removal of #14 resulted in a significant osseous
defect at the crest of the alveolus leaving an alveolar fenestration. Sites #13
and #14 were in need of implant placement but the severe osseous defect
associated with site #14 was preventing implant placement in the area. Upon
evaluation of the CBCT of site #14, the large defect within the alveolar bone
was noted with only the presence of a buccal plate and palatal plate and no
bone between the two plates buccolingually in site #14 (Figure 1a and 1b).

Figure 2
Initial flap reflection in site #13,14. Note bony
defect at the ridge crest of site #14 measuring
approximately 8mm in diameter.

The treatment objective was primarily to achieve closure of the alveolar
fenestration and regenerate an adequate volume of bone in order to place
implants in sites #13 and #14. The patient was made aware that if the bone
augmentation procedure in site #14 did not heal to a point where implant
placement was feasible, an alternative plan would have to be considered.
Alternatives might include additional grafting for implant placement or
proceeding with a treatment option that did not require implant placement in
site #14.

CLINICAL TREATMENT PROTOCOL
Maxillary sinus alveolar fenestration repair and simultaneous sinus
augmentation of site #14 was performed with local anesthesia consisting
of 2% lidocaine with 1:100,000 epi. A crestal incision was made towards
the palatal aspect of ridge crest in sites #13 and #14 in order to avoid
perforation of the Schniederian membrane. Vertical releasing incisions were
made buccally in the areas of #11 and #15. Partial thickness dissection was
performed in the area of the osseous defect, and then full thickness flap
reflection was performed. Upon flap reflection, no crestal bone was noted in
the area of #14; the defect or “window” was approximately 8mm in diameter
(Figure 2) confirming the preoperative CBCT findings. The Schniederian

membrane was elevated using piezosurgery and sinus curettes. Membrane
elevation was completed with no perforations noted, using the same
techniques for performing a lateral window sinus augmentation procedure.
The sinus was then grafted with a mineralized bone allograft that was
hydrated with BioDFactor immediately prior to placement within the sinus.
A resorbable collagen membrane was then placed over the bony space on
the coronal aspect of site #14. Periosteal releasing incisions were made
for buccal flap advancement to ensure tension-free, primary closure. Flaps
were sutured with 4-0 PTFE horizontal mattress and interrupted sutures,
as well as 5-0 chromic gut interrupted sutures. No surgical complications
were noted and good hemostasis was observed. The patient was prescribed
Bactrim preoperatively, Lortab 5.0 for postoperative discomfort, and
Perioguard Oral Rinse.

Figure 3a
6 month Post-Op CBCT site #14; Note the
significant bone fill in site #14 is now suitable for
dental implant placement.

POST-OPERATIVE CLINICAL OBSERVATIONS
The patient experienced minimal pain and discomfort following the surgical
procedure and reported no postoperative complications. Six months after
the surgical augmentation procedure was performed in site #14, a postsurgical CBCT was taken, and radiographic evaluation of sites #13 and
#14 suggested mature bone healing (Figure 3a & 3b). In site #14 where
previously only a buccal and palatal plate was seen, the post-surgical
radiographs revealed a vertical ridge height of approximately 12mm, thus
allowing the surgical plan to proceed with implant placement in site #14, as
well as site #13 (Figure 4).

Figure 3b
Enlarged view 6 month Post-Op CBCT site #14

DISCUSSION
Dentoalveolar defects often require augmentation procedures with an
accompaniment of regenerative materials in order to achieve adequate osseous
regeneration for future dental implant placement. Placental allografts are a
rich resource of collagens, structural proteins, growth factors, glycoproteins
and glycosaminoglycans to assist in the healing following an augmentation
procedure.1 In addition to the natural scaffold provided, the unique amniotic
source offers anti-microbial and anti-inflammatory properties to help prevent
infection and postoperative complications.2

CONCLUSION
The addition of BioDFactor Viable Tissue Matrix to mineralized bone
allograft along with a resorbable membrane was used in this case to
treat an alveolar fenestration and perform a simultaneous maxillary
sinus augmentation. Its use allowed for optimal host bone regrowth
to support implant placement in a site that previously had a severe
dentoalveolar defect.

Figure 4
6 month Post-Op clinical view.
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