BONE GRAFTING
FOR
SOCKET
PRESERVATION

Dr. Karl R. Koerner

Bone Reeneration and/or
Ridge Preservation

Experienced clinicians have favorite products or techniques that they
have seen work well in practice. When these concepts have been proven
by both research and clinical observation, they become indispensible.
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Why Choose Bone Grafting?

The loss of bone and gum issve following tooth remova
an unsightly appearance and con lead 1o
catons
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Bone Regeneration and/or
Ridge Preservation

Why the patient needs it:

. Over the next year or two you will lose 40-60
percent of the bone where the tooth was.

Bone grafts help keep normal bone contours in
place for a long time.

Implants can’t be done without adequate bone.
Bridges don’t look good without adequate bone.

It's a lot easier to “preserve” the bone now than to
“create” new bone later.

Doing the extraction and bone graft now in one
surgery will prevent the need for a 2nd surgery later.
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General Dentist Reservations

Don’t know what materials to use in what
situations.

Afraid won’t get the results needed and the
specialist will criticize me and want to do it over
again.

I’'m not placing the implant so why do it?

Not willing to spend the time and money to learn
todoit.

After material costs, fear it won’t generate equal
to what | could make with restorative or endo.

Socket Preservation
VS.
Ridge Augmentation

7953 (Socket Preservation)
Graft IS placed same day as extraction
Includes graft material but not membrane

7950 (Ridge Augmentation)
Graft IS NOT placed same day as extraction
Includes graft material but not membrane

| Collagen
Membrane.
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Why a General Dentist Should Do It.

It's not rocket science. It's way easier than most
restorative procedures, such as veneers.

| need CE credits so why not take some courses in bone
grafting?

| can start by choosing easier cases and easy-going
patients that will be in my comfort zone and maximize
success.

| have access to fee schedules that will help me know
what to charge.

| know a specialist who will let me observe this kind of
surgery.

This will be useful when | do start placing implants.

Barrier Mem bl-'ane Codes

4266

resorbable

4267

non-resorbable

(includes removal
usually about 3-4
weeks later)

Saw T 5 MV X 20 MM




Thin bovine collagen
membranes, like
BioMend (8 weeks),
BioMend Extend (18
weeks)....

Those numbers are
for use with primary
closure only!

CLINICAL

Periosteal Releasing Incision for
Successful Coverage of
Augmented Sites. A Technical Note

George E, Romanos, DDS, Dr.med.dent,, PhD*

The periosteal releasing incision (PRI) is very common in intraoral surgical procedures,
especially when flap advancement is indicated, that s, when vertical or horizontal
augmentations take place, This technical note describes the surgical skills for sufficient flap
advancement. Complications due to improper PRI are also discussed.

Key Words: flap ioste incision

INTRODUCTION search/analysis of the clinical outcome of
T,,(. periosteal releasing incision  different augmentation procedures showed

(PRI) s a very common suraical _different clinical results using guided bone
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Six Guidelines:

1. Full-thickness flap lifted
at least 10mm
apical to MG junction.

2. Use tissue pickups and
lift flap to evaluate
tension release.

. New 15 blade, cut distal

to mesial 1-3mm deep in
a single motion 60-90
degrees to periosteum.

4. Stay well apical to
MG Junction -- never
cut in keratinized
mucosa.

5. Evaluate for adequate
advancement. May

need more parallel
cuts.

6. Reflected flap margin
should overlap over
lingual of wound at least
a few mm to avoid
tension.




Needs to protegtt e
bo;g‘:gl'aftfrom loss*]
© 34 weeks.

Tuck 4 mm under
flap on buccal and
lingual.

(Less may also work
but could come out
prematurely —
especially if smooth.)

Mineralized allograft,
thin collagen membrane, PeriAcryl.

&
Teflon membrane

Colla-Tape to

Cephazolin
(Ancef)
antibiotic
powder.

OsteoShield™
PTFE Non- 0

Resorbable OsteoShield-
Membrane PTFE Non-Resorbable

Membrane
Best membrane. on Contents: 10 Sterile Membranes
market for grafting :ue 1 .ggr:nzsgzmﬂ
sockets el
= Primary closure unnecessary
= Virtually impervious to

bacterial penetration

s Ultimate esthetics

= |deal size for sockets

$50 / Membrane
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post-op.

7 months
post-op.

|

2 week collagen . : / Titanium reinforced.
(Colla-Tape) -- 1 v

A buffer and
“insurance” against
failure.

| = ™
The day the OsteoShield

membrane & Tlt_amum' )
removed iy Reinforced

six weeks later $ Non- OsteoShield”

Titanium-Reinforced
(normalll)(/ a)t 3-4 o Resorbable Non-Resorbable Membrane
weeks). 3

Membrane Contents: 2 Strile Membranes

Size: 25 mm x 30 mm
Reorder: OSTRNRM2530

Creates space for
defects missing 1-3
bony walls

Primary closure
unnecessary

Easily trimmed to fit
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“ One of the very best bone grafts
= if an implant is planned.

Osteoconductive, osteoinductive.
(mineralized allograft +
demineralized bone matrix)

... into the bone graft when
suturing — no width to the
ridge.

N T Buccal plate missing.
iy Soft membrane smashed
o

M\ @ B G| canceies

Four months later...



Graft Material Quantity Guide

Periodontal Defects

Central Incisor 05¢¢

eral Incisor 05cc

05cc

Premolar 05¢cc

& 2nd Molar 0.7cc
12cc

Extraction Sites

Central Incisor

Lateral incisor

Sinus Grafts

07¢c Each Sinus 25¢cc
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Alloderm GBR

DERM

Acellutar Tissue =

for Gulded Bone Regeneration Procedures.

Flex (DMFDA allograft)

Flex bone graft
(DMFDB allograft)

Alloderm
collagen
membrane

Immediately
post-op.

One week
post-op.




October, 2008.

Socket Grafting and Alveolar Ridge
Preservation
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What bone graft choices do we have?

Autograft: the patient's own bone
Osteogenic
Allograft: graft material from another human being
Can have osteoinductive capability
Xenograft: graft material from another mammal, i.e.,
bovine bone
Osteoconductive (volume expander, mineral source)
Alloplast: synthetic bone material
Osteoconductive (volume expander, mineral source),
excellent biocompatibility.

8 mm
perforation
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The Misch Perspective:
More Nit-Picky Than What Most
Periodontists Do
Not all extraction sites have the same clinical

conditions.

5 walls — each with greater than 1.5mm of bone --
allows almost complete regeneration without

grafting | e
Have stability &
Have BMP '

Have growth factors

USING
“SOCKET PRESERVATION”
TO TREAT

SINUS PERFORATION
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Pure oxidized cellulose: o
no additives.

Resorbs to saline
and glucose.

peel DOWN © Open

Commonly used antibiotics in
bone grafts:

Ancef powder for IV (cefazolin):
25mg

Clindamycin liquid for IV: 25mg

> Clindamycin is a semisynthetic
derivative of lincomycin

Tetracycline powder: 25mg
> or Doxycycline, 10mg

Mineralized
allograft
cancellous
chips.

- 080 ¥

050 8
betazotin 58

h':i?ony’,

Cefazolin = Ancef (1000 mg)
Cephalexin = Keflex
Both cephalosporins.
$2.50 + shipping. So. Anesthesia &
Surgical (800-624-5926)

Membrane:
1) Dentisply
2) Osteogenics
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Do you need to

.;'— T .
: 3 week postop. re-enter for an implant?

If so, how soon?

Four (to six) months is usually
the soonest you can do it.

Do you want the graft If you don’t care about it turning

hard in four (to six) hard in four (to six) months...
months or don’t you

care about that?
If you care... BioGran, PerioGlass
1. Autogenous BioPlant (HTR)
2. Cﬁmcel!c?us rpt_inelr_ali%ed Most bovine bone
Phograft (cortical is 2 mo. Resorbable HA
3. DFDB allograft

4. Tricalcium phosphate (TCP)

Cutting Membrane Placing Membrane
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