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Initial Presentation

INTRODUCTION

Dental implants have become a mainstay in replacing missing teeth and anchoring
dentures in today’s dental practice. With success rates of 90% or greater, implant anchored
prostheses provide some of the most predictable, durable and dependable restorations.
The osteointegrative success or failure of the implant depends upon adequate bone amount
and quality at the implantation site. Often the native bone is sufficient and no additional
augmentation is required. However, in sites where the native bone is marginal, bone grafting
completed concurrently with the implantation may be an acceptable option. In cases with
severely atrophic bony ridges, bone must be grafted and grown before placement of an
anchoring prosthesis. Many different grafting materials and surgical techniques have been
proposed with variable results. This case report documents the use of BioDFactor Viable
Tissue Matrix in conjunction with a resorbable, placental membrane and freeze-dried bone
allograft (FDBA) for augmentation prior to implantation.

MEDICAL HISTORY

Figure 3
Flaps reflected and #29, #32
extraction. Thin ridge noted.

A 68 year-old female was referred for evaluation and treatment of a failing fixed partial
denture (FPD) in the lower right quadrant (Figure 1 and Figure 2). After evaluation, the FPD
was determined to be unsalvageable and potential treatment options were discussed. The
patient desired to replace the failing FPD with dental implants. The patient was advised that
the bony ridge below the pontic sites was severely atrophic and ridge augmentation would be
required before implant placement.

CLINICAL TREATMENT PROTOCOL

Figure 4
Bone, BioDFactor, PRP,
Placental Membrane in place

Figure 5
Sutured with 4-0 vicryl sutures

Treatment was performed under local anesthesia. Full thickness flaps were reflected buccally
and lingually from sites #28-#32. Teeth #29 and #32 were extracted as atraumatically as
possible. The sockets were curetted and irrigated. The bony ridge #30-#31 measured
approximately 1-2mm in width (Figure 3). Cortical penetrations were made in the buccal
plate adjacent to ridge #30-#31. Sockets #29 and #32 and the buccal defect of site #30
and #31 were then grafted with freeze-dried bone allograft (FDBA) mixed with platelet rich
plasma (PRP) and BioDFactor, cryopreserved morselized placental-derived tissue allograft. A
resorbable, placental membrane was then placed over the bone grafts (Figure 4). Periostealreleasing incisions were made in the buccal flap, and primary closure was achieved. The
flaps were sutured using interrupted 4-0 vicryl sutures (Figure 5). Post-operative medications
included amoxicillin 500mg tid for 7 days, chlorhexidine gluconate 0.12% bid rinse for 14
days, naproxen 500mg bid for 5 days and hydrocodone APAP 5/500 as needed for pain.
At the 1-week post-op visit (POV), the patient reported experiencing only minimal pain
occurring with her mouth wide open. At the 2-week post-op visit, a small amount of purulence
was noted at the suture line. Augmentin 875 bid for 10 days and a 10-day continuation of the
chlorohexidine gluconate rinse was prescribed. The subsequent visit 2 weeks later showed
no signs of infection. The patient was seen at 5 months post-op (Figure 6) and there was a
small non-draining sinus tract noted mid-crest at the ridge #30-#31 area. Implantation surgery
was scheduled to follow in 3-4 weeks.
The implants were then placed in sites #29, #30, #31 under local anesthesia 6 months after
the lateral ridge augmentation was performed (Figure 7). Full thickness flaps were reflected
buccally and lingually from site #29 to #31. No signs of infection were noted. Significant
interim lateral ridge bone growth was observed (Figure 8). Implant osteotomies were drilled
with irrigation in sites #29, #30 and #31. A trephine core was taken from site #30 and sent
for histology. Sites #29-#30 were 3.3x10mm regular platform implants and site #31 was a
4.8x8mm wide platform implant. Healing caps were placed on all three implants (Figure 9).
There was approximately 3 mm dehiscence at implant #29 and approximately 1-2 mm

Figure 6
Pano showing healing at 5
months post grafting

dehiscence at implants #30 and #31. FDBA with BioDFactor
and a resorbable membrane were placed on the buccal of
these implants. The flaps were then sutured with 5-0 ePTFE
sutures (Figure 10). The patient was given the same post-op
prescriptions as the previous surgery.

Figure 11
2 weeks POV

POST-OPERATIVE CLINICAL OBSERVATIONS
Figure 7
Re-entry 6 months later

The patient reported minimal discomfort following the
procedures. There was mild post-op purulence noted at the
closure site at 1-2 weeks post-op (Figure 11) that resolved
within two weeks with standard care.

Figure 12a
Final restorations in place

After the first surgery, swelling was minimal and reportedly
responded to local ice application. There was no swelling
reported with the second procedure (Figure 12a, 12b and
Figure 13). The 6 month bone biopsy of the trephine core
showed bony restoration of the defect documented histologically. Abundant lamellar and woven bone covered remaining
particles of the allograft (Figure 14).
Figure 8
Significant ridge growth

Figure 9
Implants placed in sites
#29,30,31

DISCUSSION
Lateral ridge augmentation is often needed before dental
implants can be placed. One potentially useful technique
includes the use of placental allografts. Placental-derived
allografts are a rich source of collagens, connective
proteins, growth factors and cells to support tissue repair
and regeneration. Research has shown placental-derived
cells have the ability to differentiate into multiple tissue
types, which offer a broad range of clinical applications.1 In
addition, the placental tissues have been shown to reduce
inflammation and exhibit antimicrobial properties.2

Figure 12b
Final restorations in place

Figure 13
Final pano showing implants and
crowns in place

CONCLUSION

The results of this lateral ridge augmentation and
implant placement case suggest the use of BioDFactor
Viable Tissue Matrix allowed for optimal bone
regeneration.
Figure 10
Sutured with 5-0ePTFE

Figure 14
Histology of core taken from #30
site
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