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Abstract
This study compared implant outcomes following maxillary sinus floor augmentation (MSFA) in edentulous patients with a residual
alveolar bone height �3mm. Four techniques were evaluated: 1-stage bone-added osteotome sinus floor elevation procedure
(BAOSFE) with simultaneous implant placement; 2-stage BAOSFE with delayed implant placement; 1-stage lateral window sinus
floor elevation with simultaneous implant placement; and 2-stage lateral window sinus floor elevation with delayed implant placement.
Patients were followed for 18 to 72 months (mean: 52.5 months) after prosthesis placement. Data were analyzed with cone-beam
computed tomography. A total of 96 implants from 71 patients were analyzed; pretreatment, there were no significant differences
between patients. Total implant survival was 98.9%. The mean residual bone height was significantly higher in the 1-stage BAOSFE
group than the other groups (P< .01); 1 implant in this group failed at 3 months. There was no significant difference in total bone
height gain between groups. However, the bone height gain of 1st sinus lifting with 2-stage BAOSFE was significantly lower than the
2-stage lateral window procedure (P< .01). There was no prosthesis failure. The favorable implant outcomes suggest these 1-stage
and 2-stage MSFA procedures should be considered as alternative treatment options for patients with extremely atrophic posterior
maxilla.

Abbreviations: BAOSFE= bone-added osteotome sinus floor elevation procedure, CBCT= cone-beam computed tomography,
MSFA = maxillary sinus floor augmentation, RBH = residual bone height, SD = standard deviation.
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1. Introduction

Placement of implants in the maxillary posterior area can be a
challenge for dental clinicians when there is severe atrophy. The
deficiency of the residual ridge and the pneumatization of the
maxillary sinus results in insufficient bone volume and poor long-
term stability of the implant. This problem has been resolved with
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various sinus augmentation techniques to increase bone quality
and quantity and protect the sinus, and the use of various implant
lenghts.[1]

Sinus augmentation techniques include lateral window and
transalveolar sinus lift with or without bone grafts. The first
sinus lift procedure was performed by Tatum in 1976,[1] which
modified the Caldwell-Luc technique by preparing a lateral
bony window to dissect and elevate the sinus membrane;
following placement of autogenous bone or bone substitute in
the sinus and 6 months of healing, the implant was placed. This
is now referred to as a 2-stage technique: the first stage augments
the sinus and implants are placed in the second stage. In 1980,
Boyne and James performed a 2-stage lateral window sinus lift;
implant placement was delayed for 3 months.[1] In 1986,
Tatum[2] performed a transalveolar sinus lift, which uses a
transcrestal access to the sinus from the edentulous alveolar
bone; the sinus membrane is elevated by fracturing the sinus
floor with vertical tapping through the alveolar ridge.
Summers[3–5] modified this technique in 1994 by introducing
a specific set of osteotomes of different diameters to simulta-
neously lift the sinus floor and increase bone density. Trans-
alveolar bone-added osteotome sinus floor elevation (BAOSFE)
techniques are more conservative and result in less post-
operative pain.[6,7] However, there is an increased risk of
complications due to the inability to visualize the Schneiderian
membrane, and is considered a “blind” procedure. Although a
lateral window sinus lift allows direct visualization of the
Schneiderian membrane, it is more invasive; disadvantages
include postoperative discomfort, complications, and an
increased risk of infection.[8,9]
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A transalveolar sinus lift is usually recommended when the initial
residual alveolar bone height (RBH) is more than 5mm; the lateral
window sinus lift is suggested when the bone height is less than 5
mm.[10] However, Krasny et al[11] successfully reconstructed
atrophic maxillary posterior ridges in 26 patients with an RBH of
only 3–5mm using a two-stage, transalveolar sinus lift technique.
Krasny et al combined the benefits of low risk of complications of a
transalveolar sinus lift with an extended augmentation of a lateral
window sinus lift. This technique might be beneficial for patients
with extremely atrophic ridges.However, no studies have compared
theoutcomesof this techniquewith thoseof lateralwindowsinus lift.
Therefore, the aim of this study was to compare implant sites

from edentulous patients with a RBH of �3mm treated with 4
different sinus augmentation techniques. The following techni-
ques were compared: lateral stage sinus floor elevation, with
either a 1- or 2-stage procedure, and the transalveolar BAOSFE
sinus lift, with either 1- or 2-stage procedure. The following
variables were used for comparison of techniques:
1.
 bone height gain,

2.
 complications

3.
 the influence of RBH on bone gain and implant success rate,

4.
 the association between techniques and implant size,

5.
Figure 1. Representative CBCT radiographs demonstrate procedural steps
for 1-stage bone-added osteotome sinus floor elevation (BAOSFE) (B-1 group).
(A, B) Pre-operative radiographs show limited residual bone height (RBH) over
the upper left first molar region (RBH: 2.3mm). (C, D) Radiographs obtained
after BAOSFE and simultaneous implant placement. (E) Radiograph obtained
18 months after prosthesis delivery.
and length of time from the first sinus augmentation surgery to
implant uncovering.

These findings could be used to determine optimal procedures
for sinus augmentation when the RBH is �3mm.

2. Materials and methods

2.1. Patient selection

Patients were selected by convenience sampling from a depart-
ment of periodontology of a medical center in Taiwan from
September, 2013 to November, 2017. All patients were
candidates for this retrospective study if they had been assessed
preoperatively for ridge topography and treatment planning of
sinus augmentation and implant placement using cone-beam
computed tomography (CBCT). Patients were included in the
study if they met the following inclusion criteria:
1.
 partially edentulous with maxillary posterior edentulous ridge
after extraction of more than 3 months;
2.
 ≥18 years of age;

3.
 initial RBH within the implantation area �3mm;

4.
 no acute inflammation within the sinus; and

5.
 no systemic disease, or disease controlled with medication.

Exclusion criteria were:
1.
 untreated periodontitis and poor oral hygiene;

2.
 uncontrolled systematic disease;

3.
 treated or under treatment with bisphosphonates;

4.
 previous irradiation in the head and neck area;

5.
 pregnant;

6.
 contraindications to implant surgery;

7.
 poor motivation;

8.
 sinus membrane perforation; or

9.
 current smoker.

2.2. Group assignments

A total of 71 patients met the inclusion criteria and were placed
into groups based on the sinus lifting technique used for implant
2

placement: 1-stage BAOSFE, simultaneous implant placement (B-
1); 2-stage BAOSFE, delayed implant placement (B-2); 1-stage
lateral window sinus lift, simultaneous implant placement (L-1);
and 2-stage lateral window sinus lift, delayed implant placement
(L-2).
2.3. Sinus lift techniques

All surgical procedures were performed under local anesthesia.
First, a subcrestal incision was made near the palatal side,
extending to more than one tooth mesially, and a full-thickness
mucoperiosteal flap was elevated. Simultaneous or delayed
implant placement was performed depending on sinus lift
technique (Boyne and James, 1980;[1] and Summers, 1994[3–
5]). All procedures used xenograft (Bio-Oss, Geistlich,
Switzerland) for bone grafts and Biomet 3i implants (USA).
The 1-stage and 2-stage BAOSFE (B-1 and B-2, respectively)

was performed with xenograft to elevate the sinus membrane to
at least 10mm. Simultaneous implant placement and suturing for
primary closure was performed in the B-1 procedure (Fig. 1A–C).
A period of at least 6 months was allowed for graft healing, at
which time implant osseointegration was assessed; implant
uncovering and prosthesis fabrication were performed sequen-
tially (Fig. 1D–E). For the B-2 procedure, implants were placed 6
months or more after sinus augmentation (Fig. 2A–F). If the ridge



Figure 2. Representative CBCT radiographs demonstrate procedural steps
for 2-stage bone-added osteotome sinus floor elevation procedure (BAOSFE)
(B-2 group). (A, B) Pre-operative radiographs show extremely atrophic residual
bone height (RBH) over the upper right second molar region (RBH: 2.7mm). (C)
Radiograph obtained immediately after first stage of 2-stage BAOSFE. (D, E)
Radiographs obtained 6 months after sinus lift, immediately following implant
placement (2nd stage). (F) Radiograph obtained 18 months after prosthesis
delivery.

Figure 3. Representative CBCT radiographs demonstrate procedural steps
for the 1-stage lateral window sinus lift (L-1 group). (A, B) Pre-operative
radiographs show extremely atrophic residual bone height (RBH) at upper left
first molar region (RBH: 2mm). (C, D) Radiographs obtained immediately after
lateral window sinus lift with simultaneous implant placement. (E) Radiograph
obtained 18 months after prosthesis delivery.
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height was determined to be insufficient at this time, BAOSFE
was performed again before implant placement.
The 1- and 2-stage lateral window sinus lifting (L-1 and L-2,

respectively) was performed by preparing a lateral bony window
with round-headed diamond burs; the sinus membrane was
elevated by excavators. For the L-1 procedure, the inner part of
the sinus cavity was grafted with xenograft, followed by
simultaneous implant placement (Fig. 3A–D). The graft was
then packed around and over the implants. A collagen membrane
(Osseoguard, Collagen Matrix, Inc, USA) covered the lateral
bony window and primary closure by suturing was performed. A
graft healing period of at least 6 months was followed by
assessment of implant osseointegration, and sequential implant
uncovering and prosthesis fabrication were performed (Fig. 3e).
For the L-2 procedure, a graft healing period of more than 6
months occurred following sinus lift prior to implant placement
(Fig. 4A–G). If the ridge height was determined to be insufficient
at this time, transalveolar sinus lift was performed before the
implant placement.

2.4. Measurements

Measurements were determined by clinical examination and
CBCT radiographs. Data were collected for each group regarding
3

implants per patient, position of implant, and implant length and
width. CBCT images were used for measures of RBH before
surgery and total bone height gain after all treatments were
complete for 4 groups. Graft healing time and the bone height
gain of 1st sinus lifting prior to implant placement was
determined for both 2-stage surgery groups (B-2 and L-2).
Figure 5 shows a schematic of these areas.

2.5. Statistical analysis

Analyses were performed using the statistical software
package SPSS (Version 17.0.1, Armonk, NY, USA) and Excel
(Microsoft, Seattle, WA, USA). Descriptive statistics of implant
characteristics for the 4 treatment groups were calculated as
means and standard deviations (SD). The distribution of the
implant length and width for each group was analyzed by Chi-
Squared test. The Mann–Whitney U test was used to compare
differences in graft healing time and the bone height gain of 1st
sinus lifting between B-2 and L-2 groups after the first stage of
surgery. The Kruskal–Wallis test evaluated differences between
the 4 groups for RBH, total bone height gain, and surgical
treatment period. The significance level for all statistical tests was
set at P< .05.

http://www.md-journal.com


Figure 4. Representative CBCT radiographs demonstrate procedural steps
for the 2-stage lateral window sinus lift (L-2 group). (A, B) Pre-operative
radiographs show extremely atrophic residual bone height (RBH) over the right
upper molar region (RBH: 1.5∼2mm). (C, D) Radiographs obtained
immediately after first stage of 2-stage lateral window sinus lift. (E, F)
Radiographs obtained 6 months after lateral window sinus lift, immediately
following implant placement (2nd stage). (G) Radiograph obtained 18 months
after prosthesis delivery.

Figure 5. Schematic showing areas measured with cone-beam computed
tomography. AC = alveolar crest, AC-SF = pre-operative residual bone height
(RBH), BGH = bone graft height; SF = sinus floor, SF-BGH = bone height gain
in the sinus.
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3. Results

A total 96 implants were placed in 71 patients. Patient
characteristics are shown in Table 1. The mean age of the
patients did not differ significantly between groups. Number of
implants between groups differed significantly (P< .01). In
groups B-1, B-2, and L-2, most patients had one implant
placement: 84.2% in B-1, 73.9% in B-2, and 64.7% in L-1.
However, 66.7% of patients (n=8) in group L-2 received 2
implants, and this was the only group in which 1 patient received
4 implants. The mean number of days of surgical treatment (from
first surgery to completion of the last surgery) differed between
groups (P< .01); for the B-1 and L-1 groups the mean was 270.27
days (standard deviation, SD=114.99) and 263.00 days (SD=
63.02), respectively; compared with 401.43 days (SD=117.32)
4

and 458.87 days (SD=139.98) for B-2 and L-2 groups,
respectively.
Implant positions and sizes for treatment groups are shown in

Table 2. Implant position did not differ significantly between
groups; most were in the molar position; ranging from 77.3% (B-
1) to 95.7% (L-2) of implants. There was a significant difference
between groups in length of implant used (P< .01); 63.4% in the
B-1 group were 8.5mm, whereas the B-2 and L-1 group used
more 11.5mm implants (57.1% and 47.8%, respectively). Most
implants in the L-2 group (56.5%) were 10mm. There was no
significant difference in implant width between groups.
Pre- and post-treatment measures of implant sites were

determined from CBCT images (Table 2). All implants had an
initial RBH�3mm. The mean RBHwas 2.78mm (SD=0.45) for
the B-1 group, significantly higher than the other groups (P< .01)
(compare Fig. 1 (A, B) to Figs. 2–4 (A, B). There was no significant
difference in graft healing time between B-2 and L-2 groups,
which was at least 6 months. However, mean bone height gain of
1st sinus lifting at time of implant for the L-2 group (8.44mm,
SD=2.72) was significantly greater than the B-2 group (5.43mm,
SD=2.21) (compare Fig. 2 (D, E) to Fig. 4 (D, E). Mean total
bone height gain, determined for all groups when treatment was
complete, was 8.31mm (SD=1.10) for the B-1 group, which was
significantly less (P< .01) than for the B-1, L-1, and L-2 groups
(10.83 (SD=1.59), 11.55 (SD=1.56), and 12.85 (SD=2.01),
respectively).
Outcome measures 18 to 72 months (mean: 52.5 months)

following prosthesis placement did not differ significantly
between groups; there was no prothesis failure. Figs. 1E, 2F,
3E, and 4G show radiographs of prostheses 18 months following
delivery for B-1, B-2, L-1, and L-2 treatment, respectively. There



Table 1

Characteristics of patients (N=71) in each implant treatment group.

Implant treatment group

Characteristic B-1 (n=19) B-2 (n=23) L-1 (n=17) L-2 (n=12) P

Age, years (mean±SD) 55.91±5.06 51.86±13.46 53.52±10.97 55.74±6.60 .813†

Implants per patient, n (%) <.01x

1 16 (84.2) 17 (73.9) 11 (64.7) 3 (25)
2 3 (15.8) 5 (21.7) 6 (35.3) 8 (66.7)
3 0 (0.0) 1 (4.4) 0 (0.0) 0 (0.0)
4 0 (0.0) 0 (0.0) 0 (0.0) 1 (8.3)

Total treatment, days (mean±SD) 270.27±114.99 401.43±117.32 263.00±63.02 458.87±139.98 <.01†

† Kruskal–Wallis test.
x Chi-Squared test.
B-1 = 1-stage bone-added osteotome sinus floor elevation procedure (BAOSFE) with simultaneous implant placement, B-2 = 2-stage BAOSFE with delayed implant placement, L-1 = 1-stage lateral window
sinus lifting with simultaneous implant placement, L-2 = 2-stage lateral window sinus lifting with delayed implant placement, SD = standard deviation.
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was only one implant failure, which occurred in the molar region
in a B-1 patient. The implant was removed 6 months following
placement; implant size was 5�10mm, and RBH was 3mm.
After a 3-month healing period, a new implant was placed and
the prosthesis was delivered after 10 months; the implant
survived more than 4 years.
4. Discussion

This is the first study to evaluate 4 different techniques of sinus
augmentation for implant placement in patients with an initial
RBH of �3mm. Assessment of implants 18 to 72 months (mean:
52.5 months) following placement of prostheses showed
comparable outcomes for all sinus lift techniques; nearly all
implants (95 of 96) survived for the entire follow-up period (18–
72 months, mean: 52.5 months). Treatment time was significant-
Table 2

Characteristics of implants and implant sites (N=96) in the 4 treatm

Characteristic B-1 (n=22) B-2

Position of implant, n (%)
Pre-molar 5 (22.7) 4
Molar 17 (77.3) 24

Implant length, n (%)
8.5 mm 14 (63.4) 3
10.0 mm 7 (31.8) 9
11.5 mm 1 (4.5) 16
13.0 mm 0 (0.0) 0

Implant width, n (%)
3.25 mm 2 (9.1) 2
4.00 mm 3 (13.6) 8
5.00 mm 17 (77.3) 18

Measurements, Mean±SD
RBH, pre-treatment, mm 2.78±0.45

∗∗
2.1

Graft healing time, months 7.5
Bone height gain of 1st sinus lifting, mm 5.4
Total bone height gain, mm 8.31±1.10

∗∗
10.

x Chi-Squared test.
† Kruskal–Wallis test.
‡Mann–Whitney U test.
B-1 = 1-stage BAOSFE with simultaneous implant placement, B-2 = 2-stage BAOSFE with delayed impla
healing of 1st sinus augmentation and prior to the implant placement in 2-stage surgery groups (B-2, L-2),
groups (B-2, L-2), L-1 = 1-stage lateral window sinus lifting with simultaneous implant placement, L-2 = 2
standard deviation, Total bone height gain = the gain of bone height was measured when all treatmen
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ly longer for implant placement requiring 2-stages (B-2 and L-2
groups) than for 1-stage (B-1 and L-1 groups), as would be
expected. However, treatment time did not differ between the 1-
stage or 2-stage groups.
Previous studies have suggested sinus augmentation with

BAOSFE should be limited to patients with an RBH of ≥5mm;
lateral window sinus lift should be performed when the RBH is
�4 mm.

[3–5,12] Rosen et al[13] found success of implant placement
using BAOSFE was better when the RBHwas ≥ 5mm, regardless
of whether a 1-stage or 2-stage procedure was used. A meta-
regression analysis of the association between RBH and success
of implants following lateral window or osteotome sinus
elevation techniques by Chao et al[14] found implant survival
rates with a lateral window sinus lift were positively associated
when the RBH was ≥5mm. However, no relationship could be
determined for transalveolar sinus lift techniques because the
ent groups.

Implant treatment group

(n=28) L-1 (n=23) L-2 (n=23) P

.29x

(13.8) 5 (21.7) 1 (4.3)
(85.7) 18 (78.3) 22 (95.7)

<.01x

(10.7) 1 (4.3) 0 (0.0)
(32.1) 8 (34.7) 13 (56.5)
(57.1) 11 (47.8) 9 (39.1)
(0.0) 3 (13.0) 1 (4.3)

.586x

(7.1) 1 (4.3) 0 (0)
(28.6) 8 (34.7) 7 (30.4)
(64.2) 14 (60.1) 16 (69.6)

6±0.73 2.27±1.14 1.28±0.77 <.01†

9±1.99 9.73±2.11 .069‡

3±2.21 8.44±2.72
∗∗

<.01‡

83±1.59 11.55±1.56 12.85±2.01 <.01†

nt placement, Bone height gain of 1st sinus lifting = the gain of bone height was measured after graft
Graft healing time = time between 1st sinus augmentation and implant placement in 2-stage surgery
-stage lateral window sinus lifting with delayed implant placement, RBH = residual bone height, SD =
ts were complete.

http://www.md-journal.com
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included studies lacked sufficient data for an initial RBH of
�4mm. A more recent meta-analysis by Calin et al[15] showed an
initial RBH of >4mm did not impact implant success or failure;
however, an initial RBH of<4mmwas positivity associated with
implants inserted in combination with transalveolar sinus
elevation techniques. Our findings demonstrated high implant
success rates with an initial RBH of �3mm for both lateral
window and transalveolar techniques, which suggests the
influence of RBH on the success of different sinus augmentation
procedures deserves further in-depth assessment to determine
what variables might influence outcomes. For instance, the high
technical ability required for successful osteotome sinus elevation
techniques[14] or inclusion/exclusion criteria for selection of
patients could contribute to variations in outcomes.
A lateral window sinus lift technique has been shown to

produce a greater bone height gain without the limitation of the
size of the pre-operative RBH.[6,16] Our success with implant
placement in the L-1 and L-2 group is further evidence that RBH
is not a limitation for lateral window sinus lift; total bone height
gain was similar for both groups. Both transalveolar sinus lift
procedures also resulted in long-term survival of implants. The
mean total bone height gain of 8.31mm for the B-1 group is
similar to a study by Winter et al.[17] They found the mean bone
height gain for implants (n=58) placed with a 1-stage trans-
alveolar sinus lift and an initial RBH of <4mm was 9.12mm.
Mean bone height gain of 1st sinus lifting in the B-2 group was
5.43mm, which is greater than the gain of 3.94mm for 26
implants reported by Krasny et al;[11] however, the mean RBH in
their study was 4.22mm. There were significant differences in the
bone height gain of 1st sinus lifting for the 2-stage surgery groups
(B-2 and L-2) following graft healing; the mean gain in the B-2
group (5.43mm, SD=2.21) was significantly lower than the L-2
group (8.44mm, SD=2.72). However, the total bone height gain
when all treatments were complete was not significant between
the B-2 and L-2 group. Our findings revealed that the 2nd
BAOSFE could compensate for the 1st BAOSFE in 2-stage
surgery group, increase total bone height and achieve the
comparable treatment outcomes to the lateral window sinus
lifting.
In the present study, the implants were all >8mm in length,

ranging from 8.5 to 13mm, and all but one were successful.
These findings are in contrast to those reporting an association
of shorter implants with lower success rates. In earlier studies,
short implants were defined as an infrabony length of less than 8
mm.[18] Whereas the predictability of standard implants ≥10
mm is high because a longer length provides better distribution
of functional forces throughout the implants.[19,20]More recent
studies have reported comparable survival rates for short and
standard-length implants. For instance, a systemic review of 17
studies using short implants (<8mm) with observation periods
ranging from 3 months to 9 years found survival rates ranged
from 92.2% to 100%.[21] A systemic review of 33 studies found
no significant difference in survival rates between short and long
implants.[22] However, Thoma et al[23] reviewed 5 randomized
controlled clinical trials with 16 to 18 months follow-up and
compared short implants (�8mm) in the posterior maxilla to
longer implants (>8mm) placed after or simultaneously with
the transalveolar or lateral window sinus elevation procedures.
Survival rates were similar for both longer and shorter implants
(99.5% and 99.0%, respectively). However, complications
were higher (almost 3 times) for longer implants in the
augmented sinus, mainly due to membrane perforations during
6

surgeries. There were no membrane perforations for any of the
implants in our study regardless of implant length. The one
implant that failed was 10mm in length; the lack of infection
suggests the loss was most likely due to a failure to achieve
osseointegration. Our findings suggest a pre-operative size of
�3mm for RBH is not necessarily predictive of implant failure,
but may important for determining howmuch bone gain can be
achieved. Therefore, the initial RBH should be a component
when considering implant length relative to the amount of bone
gain needed.
The advantages of the 1-stage sinus lift techniques are fewer

surgical procedures and less healing time; however, simultaneous
placement may prevent the implant from achieving primary
stability and may increase the risk of failure. The 50% shorter
healing time with the 1-stage sinus lift and implant surgery has
been previously reported.[24] Although the 2-stage procedures
had significantly longer treatments periods than the 1-stage
procedures for both the B-2 and L-2 groups, the only implant to
fail was in the B-1 group, and this occurred prior to the implant
uncovering procedure.
This study had some limitations. First, this was a retrospective

study; a prospective randomized clinical study should be
conducted in order to confirm our findings. Second, the
sample size in each group was small. Future studies with
more patients and a longer follow-up period could strengthen
these findings.
In summary, comparable and desirable outcomes were

achieved for all patients with an RBH �3mm, regardless of
implant placement technique. The strength of these findings lies in
the broad representation of implant size and width across 4
different sinus lift procedures. Although there were significant
differences in surgical treatment times, and the initial RBH
between the 4 groups, and the bone height gain of 1st sinus lifting
between the 2-stage surgery groups, there was no difference in
implant success 18 to 72 months (mean: 52.5 months) following
prosthesis delivery. BAOSFE with staged procedures is not only
less invasive than the lateral window sinus lift technique, but
predictability is greater than with one-stage procedures, which
may make it more acceptable for patients. These findings provide
dental clinicians with evidence that alternative options should be
considered for sinus augmentation surgery when patients present
with extremely atrophic posterior maxilla. However, the more
complex technical ability required for successful osteotome sinus
elevation techniques will require careful preoperative planning
and meticulous surgical skills.
Acknowledgments

The authors would like to thank Dr. Pan YC, Dr. Kung CY, Dr.
Hsu YH and Dr. Kuo PY for guidance and enthusiastic
encouragement.
Author contributions

Data curation: Whei-Lin Pan, Yi-Ping Pan, Chia-Fang Tsai.
Resources: Whei-Lin Pan, Chiu-Po Chan.
Formal analysis: Yi-Ping Pan, Chia-Fang Tsai.
Supervision: Whei-Lin Pan.
Writing – original draft: Chia-Fang Tsai.
Writing – review & editing:Whei-Lin Pan, Yi-Ping Pan, Chiu-Po

Chan, Yuh-Ren Ju, Yuan-Min Wang, Cho-Ying Lin, Chi-
Ching Chang.



Tsai et al. Medicine (2020) 99:46 www.md-journal.com
References

[1] Boyne PJ, James RA. Grafting of the maxillary sinus floor with
autogenous marrow and bone. J Oral Surg 1980;38:613–6.

[2] TatumH.Maxillary and sinus implant reconstructions. Dent Clin North
Am 1986;30:207–29.

[3] Summers RB. A new concept in maxillary implant surgery: the osteotome
technique. Compendium 1994;15:162152, 154-156, 158 passim; quiz.

[4] Summers RB. The osteotome technique: Part 2–The ridge expansion
osteotomy (REO) procedure. Compendium 1994;15:436422, 424, 426,
passim; quiz.

[5] Summers RB. The osteotome technique: Part 3–Less invasive methods of
elevating the sinus floor. Compendium 1994;15:698700, 702-694
passim; quiz 710.

[6] Zitzmann NU, Scharer P. Sinus elevation procedures in the resorbed
posterior maxilla. Comparison of the crestal and lateral approaches.
Oral Surg Oral Med Oral Pathol Oral Radiol Endod 1998;85:8–17.

[7] Emmerich D, AttW, Stappert C. Sinus floor elevation using osteotomes: a
systematic review and meta-analysis. J Periodontol 2005;76:1237–51.

[8] Schwartz-Arad D, Herzberg R, Dolev E. The prevalence of surgical
complications of the sinus graft procedure and their impact on implant
survival. J Periodontol 2004;75:511–6.

[9] Balaji SM. Direct v/s Indirect sinus lift in maxillary dental implants. Ann
Maxillofac Surg 2013;3:148–53.

[10] Fugazzotto PA. Immediate implant placement following a modified
trephine: osteotome approach- success rates of 116 implants to 4 years in
function. Int J Oral Maxillofac Implants 2002;17:113–20.

[11] Krasny K, Krasny M, Kaminski A. Two-stage closed sinus lift: a new
surgical technique for maxillary sinus floor augmentation. Cell Tissue
Bank 2015;16:579–85.

[12] Summers RB. The osteotome technique: Part 4–Future site development.
Compend Contin Educ Dent 1995;16:10901092 passim; 1094-1096,
1098, quiz 1099.

[13] Rosen PS, Summers R, Mellado JR, et al. The bone-added osteotome
sinus floor elevation technique: multicenter retrospective report of
7

consecutively treated patients. Int J Oral Maxillofac Implants 1999;
14:853–8.

[14] Chao YL, ChenHH,Mei CC, et al.Meta-regression analysis of the initial
bone height for predicting implant survival rates of two sinus elevation
procedures. J Clin Periodontol 2010;37:456–65.

[15] Calin C, Petre A, Drafta S. Osteotome-mediated sinus floor elevation: a
systematic review and meta-analysis. Int J Oral Maxillofac Implants
2014;29:558–76.

[16] PA F. Augmentation of the posterior maxilla: a proposed hierarchy of
treatment selection. J Periodontol 2003;74:1682–91.

[17] Winter AA, Pollack AS, Odrich RB. Placement of implants in the severely
atrophic posterior maxilla using localized management of the sinus floor:
a preliminary study. Int J Oral Maxillofac Implants 2002;17:687–95.

[18] Renouard F, Nisand D. Short implants in the severely resorbed maxilla: a
2-year retrospective clinical study. Clin Implant Dent Relat Res 2005;7
(Suppl 1):S104–10.

[19] Griffin TJ, CheungWS. The use of short, wide implants in posterior areas
with reduced bone height: a retrospective investigation. J Prosthet Dent
2004;92:139–44.

[20] BlockMS, Delgado A, FontenotMG. The effect of diameter and length of
hydroxylapatite-coated dental implants on ultimate pullout force in dog
alveolar bone. J Oral Maxillofac Surg 1990;48:174–8.

[21] Srinivasan M, Vazquez L, Rieder P, et al. Efficacy and predictability of
short dental implants (<8mm): a critical appraisal of the recent
literature. Int J Oral Maxillofac Implants 2012;27:1429–37.

[22] Atieh MA, Zadeh H, Stanford CM, et al. Survival of short dental
implants for treatment of posterior partial edentulism: a systematic
review. Int J Oral Maxillofac Implants 2012;27:1323–31.

[23] Thoma DS, Zeltner M, Husler J, et al. EAO Supplement Working Group
4 - EAOCC 2015 Short implants versus sinus lifting with longer implants
to restore the posterior maxilla: a systematic review. Clin Oral Implants
Res 2015;26(Suppl 11):154–69.

[24] Felice P, Pistilli R, Piattelli M, et al. 1-stage versus 2-stage lateral sinus lift
procedures: 1-year post-loading results of a multicentre randomised
controlled trial. Eur J Oral Implantol 2014;7:65–75.

http://www.md-journal.com

	Comparison of 4 sinus augmentation techniques for implant placement with residual alveolar bone height &x2264;3 mm
	1 Introduction
	2 Materials and methods
	2.1 Patient selection
	2.2 Group assignments
	2.3 Sinus lift techniques
	2.4 Measurements
	2.5 Statistical analysis

	3 Results
	4 Discussion
	Acknowledgments
	Author contributions
	References


