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RESTORATIVE CHALLENGES OF SEVERE TRAUMA

Seviere trauma can resulting
of teeth and hard tissues (Fig 1 and 2)
Retained teeth that have been fractured, ated or avulsed and o
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long term prognosis (Fig 3)
Bany fractures requiring fixation with intra-osseous screws, wires and bone plates which can
complicate bone grafting and implant placement (Fig 4 and 5)
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Hewever, many patients ere rehuctant Lo scoepl @ removeble prosthesis end often seek a fned

solution to their problem

Often large edentulous spans rube out any form of bridgework for these patients leaving dental

Implants as the only predictable fixed replacement option

In order to place dental nmplams- bone grafting is often necessary, This poster describes the use of

ilic crest I} f trauma patients
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ASSESSING FOR BONE LOSS & GRAFTING

Fig & shows a patient who had a cricket ball Injury resulting In the loss of his upper anterior teeth
Following planning (Fig 7) the extent of buccal bone loss became apparent. In order to place
implants which would aliow the final restoration/teeth to be placed in the ideal position, a block
onlary bone graft was necessary

Fig 8 highlights the extent of buccal bome loss once a Nlap had been raised for an iiac crest block
onlay graft

Placing implants in this patient without block onlay bane grafting may have been possible however
this would have resulted in a compromised Muc gutcome with loss of lip support from the
anterior teeth due tothe i
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OF DONOR SITE FOR BONE
Bone for grafting a single tooth site can often be harvested from intra oral sites such as chin or

When multipie teeth and the whal eed i il sites may not be
bletop amount of bane and ctra oral d to b
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HARVESTING BONE FROM ILIAC CREST & GRAFTING
Recipient site is exposed (Fig 8) and sire of defect measured in three planes (Height, width and
thickness)
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The lliac crest is then exposed and the bone marked to represent the dimensions of bone reguined
(Fig 9}
Bonels

g @ surgh {Fig 10-11)
The block ot iress trimming de vak fits the defct valume (Fig 29 8.30)
Racipient priar ta th it bising place with b (Fig 12}

COMPLEX TRAUMA CASE

Fig 21-23 9|nws acase ur admd wuma ina naucnlmmlnm maltiple facial lacerations

and frac

Initial man it Invuhred open :edumon and Intemal fixation to manage the fractures to the

mandible and rn.mll.n [Fll] 4 followed by extraction of u.-vual toith

Fallowing of his teath

Clinical examination hlgnlqlued uvem teath that were missing Inbuth the upper and lower arch
cted.

mmmmmmso& anﬂ na«a tissue loss (Fig 21-23) the treatment opticns were limited.

Initially the patient was provided with remavable partial denlures replacing lost teeth, bone and

soft e patient

The upper arch was mee.l:nrm w|II| a t‘oﬂwmahm 0\‘ implant rmnnm and conventinnal crowns and

bridges, with L4

The lower arch wmueoompkaoedaﬂd reuulmdan Illaccmstbhdamgrahwumasem
plant pl urder kocal into ideal posiy

(Fig 25-26)
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Immobdity of the grafl
Packing of particulate bone in the gaps arounu the block graft with a mixture particulate
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Achieving good primary closure
Good aral hyglene and good p p
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Fig 18 shows the grafied site a1 two weeks. Notice the differance in bone position in refation to
the stent compared 1o Fig 7

IMPLANT PLACEMENT INTO GRAFTED BONE

Block grafts need to be left in place for a period of time to allow boryy union with the reciplent site to
‘ooour However, the longer the graft is left the chances of Pl

The ideal tlﬂ‘l."Ol' implant placement is ME‘OI’E around 4 manths

Fig 17 shy of the b

to be placed in the ideal position in relation to the stent

for a screw retained prosthesis (Fig 18)

it Is advisable to leave the implants submerged for a period of 4-6 months for cssecintegration to
LR LR ;

now in the ideal position and rvade rma pruvisnunal restoration o allow furmu soft tissue
remodel

Fig 20 shaws the provisional screw netained restoration in place, Note the ideal toath postion of
teeth

A free gingivel graft was carried out in the LR4 (grafted) region to increase the amount of peri-
irnglant keratinised tssue (Fig 26)
The final restorations inwvolved two implant retained crowns and a large 8-unit screw retained
bridge off 4 implants (Fig 27-29 & 31). To compensate for the Joss in soft and hard tssue, pink
porcelin was added to the bridge

Careful planning II reuumwmssmemwlume aval&ame the NWD" of the availadle bone
o relation Ussune present
Often in many p he bane is lacki d grafting u-zsmelsrﬁwured

Tliac crest ‘site for

The clinical technique outlined in this
cutcome

for the grafting proced result in a predictable

Timely impiant placement inta the grafted bone is essential along with possible soft tissue grafting
to ensure healthy peri-implant tssues can be maintained
i often requires a multi disciplinary taam approach
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