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Abstract: Background and Objective: Guided bone regeneration allows new bone formation in anatom-
ical sites showing defects preventing implant rehabilitation. Material and Methods: The present case
series reported the outcomes of five patients treated with customized titanium meshes manufactured
with a digital workflow for achieving bone regeneration at future implant sites. A significant gain
in both width and thickness was achieved for all patients. Results: From a radiographic point of
view (CBTC), satisfactory results were reached both in horizontal and vertical defects. An average
horizontal gain of 3.6 ± 0.8 mm and a vertical gain of 5.2 ± 1.1 mm. Conclusions: The findings from
this study suggest that customized titanium meshes represent a valid method to pursue guided bone
regeneration in horizontal, vertical or combined defects. Particular attention must be paid by the
surgeon in the packaging of the flap according to a correct method called the “poncho” technique
in order to reduce the most frequent complication that is the exposure of the mesh even if a partial
exposure of one mesh does not compromise the final outcome of both the reconstruction and the
healing of the implants.

Keywords: custom titanium mesh; bone regeneration; digital planned surgery

1. Introduction

Implant dentistry has become a very reliable method for restoring aesthetics and
function in totally or partially edentulous patients [1]. However, tooth loss inevitably in-
duces alveolar bone resorption with a resulting horizontal, vertical or combined volumetric
defect.

The main goal of reconstructive surgery is to exploit the regenerative potential of the
native bone in order to achieve new bone formation allowing an easier implant rehabili-
tation [2]. Guided bone regeneration (GBR) is a particular surgical procedure that allows
new bone formation in anatomical sites showing vertical, horizontal or combined defects
or atrophies. The first principle of GBR is to place a mechanical barrier to protect the blood
clot, isolating the defect from the outlining connective tissue.

Titanium-reinforced polytetrafluoroethylene (PTFE) membranes stabilized with pins
and screws are often considered the most predictable tools for increasing bone volume in
large alveolar ridge deficiencies prior to or during implant surgery [3]. There is a huge
heterogeneity of scientific data and opinions concerning which membrane, non-absorbable
or resorbable, would be the most suitable [4].

In 2006, Wang described four steps to achieve success with the GBR technique. The
author used the acronym “PASS” [5]: primary closure, angiogenesis, stability and space
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creation. To meet all of the above-mentioned criteria, it is necessary to use a containing and
resistant structure (stability, space creation) filled with particulate bone (which promotes
an ideal angiogenesis) followed by an accurate management of soft tissues (primary
closure) [6]. The implant success rate related to GBR techniques has been reported to be
between 68% and 100% [7,8].

Titanium mesh has an excellent biocompatibility thus avoiding intolerance problems.
The formation of a layer of TiO2 (titanium dioxide) on the surface seems to stimulate the
osteo-genetic activity of osteoblasts [9]. New advances in tissue engineering technology
such as computer-aided design (CAD) and computer-aided manufacturing (CAM) have
significantly improved the clinical performance of those barriers [9–12]. A significant
benefit of titanium membranes is the possibility to prepare customized devices for bone
augmentation, individually suited for patients requiring implant rehabilitation [13,14]. The
rigid fixation of the mesh to the bone with micro-screws gives an ideal stability throughout
the healing period (Figure 1).
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Furthermore, the presence of holes in the grid structure enhances a greater blood and
cellular supply starting from the periosteum. The exploitation of osteo-genetic resources
arising from the periosteum allows the success of the therapy even in association with
non-autologous grafting materials. [15,16].

The purpose of the present case series study was to evaluate the efficacy of the bone
augmentation procedure with the use of a customized titanium mesh both in vertical and
horizontal defects.

2. Materials and Methods

The present study is a case series including patients that had been treated in the
Maxillofacial Surgery and Dentistry Unit of the Hospital G.B. Rossi in Verona, Borgo Roma.

Inclusion criteria were:
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• The presence, clinically and radiographically (intraoral radiographs, panoramic, CT
scans) assessed, of horizontal, vertical or mixed bone defects of the maxillary bones in
particular the presence of residual bone <8 mm in height and <5 mm in width.

• The absence of any local or systemic contraindication to surgical treatment such as infec-
tions, a smoking habit of >10 cigarettes a day, uncontrolled diabetes (HBA1c ≥ 7.5%),
previous radiotherapy in the head and neck anatomical areas, chemotherapy, liver,
blood and kidney diseases, immunosuppression, state of pregnancy, inflammatory
and autoimmune diseases of the oral cavity, poor oral hygiene and poor motivation.

• The need for a staged treatment with the placement of dental implants eight months
after bone regeneration.

Five partially edentulous patients were included in the present analysis: three out
of five patients were treated in maxillary sites and two in mandibular sites. A total of
12 alveolar defects were regenerated. All surgeries were performed under local anesthesia.

For all patients, a mixture of autologous and heterologous bone (50:50 ratio) was used;
the autologous graft was harvested from the mandibular branch whereas the heterologous
graft was Creos Xenogain®by Nobel, a mineral matrix of deproteinized and delipidated
bovine bone with preserved micro/macro structures with a ratio of calcium phosphate
that reflected the composition of healthy human bone (data on file Nobel Biocare material
properties of CXG/biomaterials and NIBEC).

The surgical operative protocol was carried out according to the following stages:

• Flap design: Soft tissue management should be as accurate as possible. The design
of the flap should ensure a tension-free primary closure of the wound even after
voluminous grafting of the defect. One option (preferred especially in wide vertical
defects) is the execution of the so-called “poncho” flap. This technique includes a high
vestibular incision of the mucosa, muscle and periosteum in order to undermine the
preparation of the flap and to achieve its mobilization, followed by a deep incision
in the buccal area with two additional vertical incisions that are performed at an
appropriate distance from the occlusal area and the site of augmentation. After the
incision, the preparation of a muco-periosteal flap and the remotion of scar tissue,
a full thickness flap is raised until the bone defect is uncovered [17–20]. Finally, the
positioning of the customized titanium mesh is passively tested to evaluate its fit
intra-operatively (Figures 2–5).

• Preparation of the receiving site: The exposed bone is cleaned from all of the remaining
soft tissue and it is then prepared with multiple perforations using a small ball bur; this
procedure is known as “bone refreshing” and it is performed to expose the cancellous
portion of the residual bone, which shows a great osteo-genetic potential (Figure 6).

• Particulate bone: At this stage, a 50:50 autologous/heterologous bone mix is grafted
both in the atrophic site and within the titanium mesh (Figure 7).

• Positioning of the customized titanium mesh: Being patient-customized or responding
to the specific requirements of the patient in terms of planned bone augmentation,
this mesh does not require any modification and it should perfectly fit the patient’s
residual bone (Figure 8).

• Fixation and coverage: Fixation is a crucial aspect of the procedure as the stability of
the graft must be maintained in order to ensure bone regeneration. The grid is fixed on
the residual bone with titanium screws. Subsequently, the titanium mesh is covered
with a resorbable membrane (Figures 9 and 10).

• Passivation of the flap: Delicate periosteal incisions are performed to achieve mobility
of the flap and allowing first intention closure, creating a passive/tension-free flap in
order to avoid detrimental tension or graft exposure (Figure 11).

• Suture: Perfect closure is achieved with a first line of horizontal mattress sutures
positioned 5 mm from the incision line and, subsequently, with single interrupted
stitches connecting the edges of the flap. With this technique, the edges of the flap are
reversed, putting the inner layers of the connective tissue in close contact with each
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other. The intimate connection between the layers of connective tissue forms a barrier
that largely prevents the exposure of the membrane (Figures 12 and 13).
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Antibiotic therapy (Amoxicillin and Clavulanic acid 3 g per day for 5 days) was
prescribed in association with the assumption of a non-steroidal analgesic (2 per day for
3 days).

Eight months after surgery, patients were reviewed with a new CT scan in order to
assess the quality and quantity of the new bone formation (Figures 14–20).
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approach (mixed nonparametric method) was employed (Brunner and Puri 2001) was used
to measure differences in the samples. The longitudinal non-parametric analysis for the
small sample size was performed with the function Ld.F1. This function performed several
tests for the relative treatment effect alternatives for the longitudinal design with one
sub-plot factor variable (time in months in this case). Findings were considered statistically
significant at 0.05.

3. Results

A total of 12 implants were placed in five patients. Three out of five patients were
treated in maxillary sites and two in mandibular sites. The post-operative healing in the
following 8–9 months was regular for all patients, obtaining good clinical results from a
clinical point of view that allowed a subsequent implant placement. In one case there was
a limited exposure of the membrane that did not compromise the integration process of
the graft and did not impair the regeneration. The exposure was treated with dressings
and rinses with a chlorhexidine-based (0.2%) mouthwash. The premature removal of the
titanium mesh after exposure was not necessary as it did not compromise the clinical
outcome of the bone regenerative procedure. All implants successfully survived and
marginal bone levels appeared stable.

From a radiographic point of view (CBTC), satisfactory results were reached both in
horizontal and vertical defects (Table 1):

• An average horizontal gain of 3.6 mm ± 0.8 mm (Figure 21)
• An average vertical gain of 5.2 mm ± 1.1 mm (Figure 22)

Table 1. Bi-dimensional bone gain for each patient.

Patient Atrophic
Site

Initial
Width

Initial
Height

Final
Width

Final
Height Fixture

1 36 4.2 ± 0.8 6.2 ± 0.8 8.9 ± 1.2 11.1 ± 2.2 1
2 24–25–26 2.9 ± 0.9 2.3 ± 1.3 6.1 ± 0.5 9.8 ± 0.3 3
3 12–11–21–22 3.8 ± 0.5 11.2 ± 0.5 6.8 ± 0.3 11.3 ± 0.5 4
4 36 3.1 ± 0.2 8.3 ± 0.8 7.2 ± 0.9 11.5 ± 0.3 1
5 14–15–16 3.1 ± 0.5 4.2 ± 0.2 6.4 ± 0.5 9.5 ± 0.5 3
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data/patients shown in Table 1: grass green (1), blue (3), purple (4), orange (5), bright green (2).
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Figure 22. Line chart showing the relation between time measured in months (x axis) and height
measured in mm (y axis). Each line represents a different patient gain. Color legend concerning the
data/patients shown in Table 1: grass green (1), blue (3), purple (4), orange (5), bright green (2).

The Ld.F1 function modeled on width- time gave a significant p value of <0.05. The
same outcome was found for the height-time relation.

4. Discussion

The present case series has shown that the digital workflow for the manufactur-
ing of customized titanium mesh is a safe and efficacious procedure for achieving bone
regeneration within large alveolar defects.

The regeneration of bone defects remains a challenging surgical procedure especially
in the case of huge bone atrophies. The morphology, quantity and quality of residual
bone are important factors to be considered when choosing a reconstructive technique. In
any case, reconstructive surgery can be performed using either bone blocks or particulate
bone [21–27] in combination with various types of meshes. Both materials have strengths
and weaknesses.

Over the years, scientific research has tried to develop a technique that could overcome
the limits of blocks and bone particulate by combining the strengths of both methodolo-
gies [28,29].

The use of expanded polytetrafluoroethylene (e-PTFE) meshes in association with
particulate bone has been widely described to correct both horizontal and vertical defects.
It has been reported to reach between 3.8 mm and 5 mm in thickness increase and 4.1 mm
to 5.8 mm in vertical gain [30,31]. However, the GBR technique has been associated with
a low level of reproducibility and inadequacy in treating extensive defects, with a high
level of complications of up to 15%. The exposure of the membrane and/or subsequent
over-infection and loss of part or all of the graft are not infrequent findings [31].

The use of resorbable membranes may reduce the rate of complications but it seems
less effective in terms of bone augmentation (average vertical gain = 2.9 mm; average
horizontal gain = 3.8 mm) due to the collapse of the membrane within the defect [32].

The GBR technique with a titanium mesh is a regenerative procedure viable in exten-
sive defects with complex morphology. This technique provides great advantages, which
derive from the combination of the physical characteristics of the titanium mesh with
the physical and histological characteristics of the particulate bone, allowing both good
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vertical gains (5.8 mm) and horizontal gains (4.6 mm). However, this method is not free of
complications (21%) [33].

The realization of customized 3D meshes with CAD-CAM techniques after a careful
virtual planned design can favor the treatment of very large defects and also reduce surgical
times because the customized grid immediately and perfectly adapts to the site to be rebuilt
without the necessity of intra-operative modeling [33,34]. Therefore, CBR avoids all those
procedures of cutting, shaping and adapting the old titanium membranes (time-consuming
operations), eliminating even the sharp edges created during the modeling of conventional
grids that created an irritation of the mucosa, gingival dehiscence and early exposure of
the meshes with the risk of failure of the regenerative procedure [35]. The most important
factor that can affect the quantity and quality of the regeneration seems to be the exposure
of the grid in terms of extension and the timing of appearance although this complication
does not seem to compromise the final result [36]. The results of the present case series
confirmed this hypothesis. Even though one patient showed a mesh exposure, premature
mesh removal was not necessary as it showed no symptoms or signs of superinfection and
it was easily recovered. The exposure of the mesh therefore did not affect the final outcome
of the regeneration.

Soft tissue management represents the most critical point of this technique, which
goes from the design of the surgical flap to the search for a first intention closure without
tension. The extension of the incision is also very important: it must be wide, involving
two teeth both in the mesial direction and in the distal direction in order to close the defect
hermetically and predictably.

The formation of a fibrous granulation tissue below the grid might explain the low
rate of infection. This tissue, similar to the periosteum, protects the graft from bacterial
contamination and the consequent resorption even in cases of extensive exposure. The real
nature and origin of this tissue is not well known [37–40].

5. Conclusions

Within the limits of this study, the results showed that this new technique of personal-
ized bone regeneration (CBR) with the use of custom 3D titanium meshes manufactured
with CAD-CAM technology represents a safe, encouraging and predictable alternative
for the regeneration of various bone defects. The design of the flap and the closure by
primary intention, avoiding the presence of potentially harmful tensions, remain the most
critical phases of this custom surgical digitally planned technique. Partial exposure of
the mesh does not necessarily lead to the failure of the regenerative technique. All of the
authors agree on the decreased incidence of exposure associated with the “poncho” incision
compared with the crestal incision. This surgical “poncho” approach could be considered
as a favorable and protective factor for the underlying grafted area. In addition, the digital
flow and specifically the preventive CBR surgical planning seem to contribute towards
making the results encouraging by reducing intraoperative critical issues.

Author Contributions: D.D.S.: agreement to be accountable for all aspects of the work in ensur-
ing that questions related to the accuracy or integrity of any part of the work are appropriately
investigated and resolved; F.G.: substantial contributions to the conception and design of the work;
G.V., L.T., N.A.: substantial contributions to analysis and interpretation of data for the work; U.L.:
substantial contributions to the conception or design of the work; F.B.: agreement to be accountable
for all aspects of the work in ensuring that questions related to the accuracy or integrity of any part
of the work are appropriately investigated and resolved; M.Z.: drafting the work for important
intellectual content; P.F.N.: the Head Professor that gave the final approval of the version to be
published. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and the protocol was approved by the Ethics Committee of the University of Verona, Italy
(Project identification code CICG-1935CESC, date: 16.10.2018).



Medicina 2021, 57, 60 13 of 14

Informed Consent Statement: Patients were exhaustively informed about the study protocol, the
surgical procedure and its alternatives, the benefits and the possible risks and they were asked to
sign a written consent. All subjects gave their informed consent for inclusion before they participated
in the study.

Conflicts of Interest: Authors declare no conflict of interest.

References
1. Nocini, P.F.; Chiarini, L.; De Santis, D. Pre-Prosthetic Surgery and Tissue Engineering Treatment; Martina: Minneapolis, MN, USA,

2005; p. 1.
2. Chiapasco, M.; Casentini, P.; Zaniboni, M. Bone augmentation procedures in implant dentistry. Int. J. Oral Maxillofac. Implant.

2009, 24, 237–259.
3. Rakhmatia, Y.D.; Ayukawa, Y.; Furuhashi, A.; Koyano, K. Current barrier membranes: Titanium mesh and other membranes for

guided bone regeneration in dental applications. J. Prosthodont. Res. 2013, 57, 3–14. [CrossRef] [PubMed]
4. Buser, D.; Dula, K.; Hess, D.; Hirt, H.P.; Belser, U.C. Localized ridge augmentation with autografts and barrier membranes.

Periodontol. 2000 1999, 19, 151–163. [CrossRef] [PubMed]
5. Wang, H.L.; Boyapati, L. PASS: Principles for predictable bone regeneration. Implant Dent. 2006, 15, 8–17. [CrossRef] [PubMed]
6. Her, S.; Kang, T.; Fien, M.J. Titanium mesh as an alternative to a membrane for ridge augmentation. J. Oral Maxillofac. Surg. 2012,

70, 803–810. [CrossRef] [PubMed]
7. Cordaro, L.; Sarzi Amadè, D.; Cordaro, M. Clinical results of alveolar ridge augmentation with mandibular block bone grafts in

partially edentulous patients prior to implant placement. Clin. Oral Implant. Res. 2002, 13, 103–111. [CrossRef]
8. Kolerman, R.; Nissan, J.; Mijiritski, E.; Hamoudi, N.; Mangano, C.; Tai, H. Esthetic assessment of immediately implants combined

with GBR and free connective tissue graft. Clin. Oral Implant. Res. 2016, 27, 1414–1422. [CrossRef]
9. Cucchi, A.; Giavatto, M.A.; Giannatiempo, J.; Lizio, G.; Corinaldesi, G. Custom Made Titanium Mesh for Maxillary Bone

Augmentation with Immediate Implants and Delayed Loading. J. Oral Implantol. 2019, 45, 59–64. [CrossRef]
10. De Santis, D.; Graziani, P.; Castellani, R.; Zanotti, G.; Gelpi, F.; Marconcini, S.; Bertossi, D.; Nocini, P.F. A New Radiologic Protocol

and a New Occlusal Radiographic Index for Computer-Guided Implant Surgery. J. Craniofac. Surg. 2016, 27, e506–e510. [CrossRef]
11. D’Ahaese, J.; Ackhurst, J.; Wismejer, D.; De Bruyn, H.; Tahmaseb, A. Current state of the art of computed guided implant surgery.

Periodontol. 2000 2017, 73, 121–133. [CrossRef]
12. Kim, J.E.; Lee, J.; Jang, M.; Kwak, M.H.; Go, J.; Kho, E.K.; Song, S.H.; Sung, J.E.; Lee, J. Hwang DY.Accelerated healing of

cutaneous wounds using photochemically stabilized gold nanoparticles deposited hydrocolloid membranes. Biomater. Sci. 2015,
3, 509–519. [CrossRef] [PubMed]

13. Ciocca, L.; Lizio, G.; Baldissara, P.; Sambuco, A.; Scotti, R.; Corinaldesi, G. Prosthetically CAD-CAM guided bone augmentation
of atrophic jaws using customized titanium mesh: Preliminary results 147 of an open prospective study. J. Oral Implantol. 2019, 45,
59–64. [CrossRef] [PubMed]

14. Miyamoto, I.; Funaki, K.; Yamauchi, K.; Kodama, T.; Takahashi, T. Alveolar ridge reconstruction with titanium mesh and
autogenous particulate bone graft. Clin. Implant Dent. Relat. Res. 2012, 14, 304–313. [CrossRef] [PubMed]

15. De Santis, D.; Trevisiol, L.; D’Agostino, A.; Cucchi, A.; De Gemmis, A.; Nocini, P.F. Guided bone regeneration with autogenous
block grafts applied to Le Fort I osteotomy for treatment of severely resorbed maxillae: A 4- to 6-year prospective study. Clin.
Oral Implant. Res. 2012, 23, 60–69. [CrossRef] [PubMed]

16. Jensen, S.S.; Terheyden, H. Bone augmentation procedures in localized defects in the alveolar ridge: Clinical results with different
bone grafts and bone-substitute materials. Int. J. Oral Maxillofac. Implants 2009, 24, 218–236.

17. Nevins, M.; Mendoza-Azpur, G.; De Angelis, N.; Kim, D.M. The Biocompatibility of Cyanoacrylate Tissue Adhesive in Conjunction
with a Collagen Membrane for Providing Soft and Hard Tissue Regeneration in Extraction Socket Preservation Procedures. Int. J.
Periodont. Restor. Dent. 2018, 38, s37–s42. [CrossRef] [PubMed]

18. Czarnomysy, R.; Bielawska, A.; Bielawski, K. Effect of 2nd and 3rd generation PAMAM dendrimers on proliferation, differentia-
tion, and pro-inflammatory cytokines in human keratinocytes and fibroblasts. Int. J. Nanomed. 2019, 14, 7123. [CrossRef]

19. Sagheb, K.; Schiegnitz, E.; Moergel, M.; Walter, C.; Al-Nawas, B.; Wagner, W. Clinical outcome of alveolar ridge augmentation
with individualized CAD-CAM-produced titanium mesh. Int. J. Implant Dent. 2017, 3, 36. [CrossRef]

20. Buser, D.; Dula, K.; Hirt, H.P.; Schenk, R.K. Lateral ridge augmentation using autografts and barrier membrane: A clinical study
with 40 partially edentulous patients. J. Oral Maxillofac. Surg. 1996, 54, 420–432. [CrossRef]

21. Springer, I.N.; Nocini, P.F.; Schlegel, K.A.; De Santis, D.; Park, J.; Warnke, P.H.; Terheyden, H.; Zimmermann, R.; Chiarini, L.;
Gardner, K.; et al. Two techniques for the preparation of cell-scaffold constructs suitable for sinus augmentation: Steps into
clinical application. Tissue Eng. 2006, 12, 2649–2656. [CrossRef]

22. Hoexter, D.L.; Epstein, S.B. The Poncho Flap: Repositioned perforated attached gingival flap. Oral Implantol. 1975, 5, 547–552.
[PubMed]

23. Puisys, A.; Vindasiute, E.; Linkevciene, L.; Linkevicius, T. The use of acellular dermal matrix membrane for vertical soft tissue
augmentation during submerged implant placement: A case series. Clin. Oral Implant. Res. 2015, 26, 465–470. [CrossRef]
[PubMed]

http://doi.org/10.1016/j.jpor.2012.12.001
http://www.ncbi.nlm.nih.gov/pubmed/23347794
http://doi.org/10.1111/j.1600-0757.1999.tb00153.x
http://www.ncbi.nlm.nih.gov/pubmed/10321222
http://doi.org/10.1097/01.id.0000204762.39826.0f
http://www.ncbi.nlm.nih.gov/pubmed/16569956
http://doi.org/10.1016/j.joms.2011.11.017
http://www.ncbi.nlm.nih.gov/pubmed/22285340
http://doi.org/10.1034/j.1600-0501.2002.130113.x
http://doi.org/10.1111/clr.12755
http://doi.org/10.1563/aaid-joi-D-18-00141
http://doi.org/10.1097/SCS.0000000000002490
http://doi.org/10.1111/prd.12175
http://doi.org/10.1039/C4BM00390J
http://www.ncbi.nlm.nih.gov/pubmed/26222294
http://doi.org/10.1563/aaid-joi-D-17-00125
http://www.ncbi.nlm.nih.gov/pubmed/29303418
http://doi.org/10.1111/j.1708-8208.2009.00257.x
http://www.ncbi.nlm.nih.gov/pubmed/21453391
http://doi.org/10.1111/j.1600-0501.2011.02181.x
http://www.ncbi.nlm.nih.gov/pubmed/21504483
http://doi.org/10.11607/prd.3770
http://www.ncbi.nlm.nih.gov/pubmed/30118531
http://doi.org/10.2147/IJN.S211682
http://doi.org/10.1186/s40729-017-0097-z
http://doi.org/10.1016/S0278-2391(96)90113-5
http://doi.org/10.1089/ten.2006.12.2649
http://www.ncbi.nlm.nih.gov/pubmed/1074150
http://doi.org/10.1111/clr.12401
http://www.ncbi.nlm.nih.gov/pubmed/24779749


Medicina 2021, 57, 60 14 of 14

24. Papi, P.; Pompa, G. The Use of a Novel Porcine Derived Acellular Dermal Matrix (Mucoderm) in Peri-Implant Soft Tissue
Augmentation: Preliminary Results of a Prospective Pilot Cohort Study. Biomed. Res. Int. 2018, 9, 6406051. [CrossRef] [PubMed]

25. De Santis, D.; Cucchi, A.; De Gemmis, A.; Nocini, P.F. New collagen matrix to avoid the reduction of keratinized tissue during
guided bone regeneration in postextraction sites. J. Craniofac. Surg. 2012, 23, e186–e189. [CrossRef] [PubMed]

26. Marchetti, C.; Felice, P.; Lizio, G.; Rossi, F. Le Fort I osteotomy with interpositional graft and immediate loading of delayed
modified SLActive surface dental implants for rehabilitation of extremely atrophied maxilla: A case report. J. Oral Maxillofac.
Surg. 2009, 67, 1486–1494. [CrossRef]

27. Polini, F.; Robiony, M.; Sembronio, S.; Costa, F.; Politi, M. Bifunctional sculpturing of the bone graft for 3-dimensional augmenta-
tion of the atrophic posterior mandible. J. Oral Maxillofacial. Surg. 2009, 67, 174–177. [CrossRef]

28. Troeltzsch, M.; Troeltzsch, M.; Kauffmann, P.; Gruber, R.; Brockmeyer, P.; Moser, N.; Rau, A.; Schliephake, H. Clinical efficacy
of grafting materials in alveolar ridge augmentation: A systematic review. Int. J. Oral Maxillofac. Implant. 1997, 12, 232–236.
[CrossRef]

29. Marconcini, S.; Covani, U.; Giammarinaro, E.; Velasco-Ortega, E.; De Santis, D.; Alfonsi, F.; Barone, A. Clinical Success of Dental
Implants Placed in Posterior Mandible Augmented with Interpositional Block Graft: 3-Year Results from a Prospective Cohort
Clinical Study. J. Oral Maxillofac. Surg. 2019, 77, 289–298. [CrossRef]

30. Pabst, A.; Kämmerer, P.W. Collagen matrices: Opportunities and perspectives in oral hard and soft tissue regeneration.
Quintessence Int. 2020, 51, 318–327.

31. Esposito, M.; Grusovin, M.G.; Felice, P.; Karatzopoulos, G.; Worthington, H.V.; Coulthard, P. The Efficacy of horizontal and
vertical bone augmentation procedure for dental implants–A Cochrane systematic review. Eur. J. Oral. Implantol. 2009, 2, 167–184.

32. Covani, U.; Marconcini, S.; Galassini, G.; Cornelini, R.; Santini, S.; Barone, A. Connective tissue graft used as a biologic barrier to
cover an immediate implant. J. Periodontol. 2007, 78, 1644–1649. [CrossRef] [PubMed]

33. Mounir, M.; Shalash, M.; Mounir, S.; Nassar, Y.; El Khatib, O. Assessment of three dimensional bone augmentation of severely
atrophied maxillary alveolar ridges using prebent titanium mesh vs customized poly-ether-ether-ketone (PEEK) mesh: A
randomized clinical trial. Clin. Implant Dent. Relat. Res. 2019, 21, 960–967. [CrossRef] [PubMed]

34. Hartmann, A.; Hildebrandt, H.; Schmohl, J.U.; Kämmerer, P.W. Evaluation of Risk Parameters in Bone Regeneration Using a
Customized Titanium Mesh: Results of a Clinical Study. Implant Dent. 2019, 28, 543–550. [CrossRef] [PubMed]

35. Louis, P.J.; Gutta, R.; Said-Al-Naief, N.; Bartolucci, A.A. Reconstruction of the maxilla and mandible with particulate bone graft
and titanium mesh for implant placement. J. Oral Maxillofac. Surg. 2008, 66, 235–245. [CrossRef]

36. Corinaldesi, G.; Pieri, F.; Sapigni, L.; Marchetti, C. Evaluation of survival and success rates of dental implants placed at the time of
or after alveolar ridge augmentation with an autogenous mandibular bone graft and titanium mesh: A 3- to 8-year retrospective
study. Int. J. Oral Maxillofac. Implant. 2009, 24, 1119–1128.

37. Von Arx, T.; Kurt, B. Implant placement and simultaneous ridge augmentation using autogenous bone and a micro titaniummesh:
A prospective clinical study with 20 implants. Clin. Oral Implant. Res. 1999, 10, 24–33. [CrossRef]

38. Von Arx, T.; Kurt, B. Implant placement and simultaneous peri-implant bone grafting using a micro titanium mesh for graft
stabilization. Int. J. Periodont. Restor. Dent. 1998, 18, 117–127.

39. Von Arx, T.; Kurt, B. Localized ridge augmentation using a micro titanium mesh: A report on 27 implants followed from 1 to
3 years after functional loading. Clin. Oral Implant. Res. 1998, 9, 123–130. [CrossRef]

40. Malchiodi, L.; Scarano, A.; Quaranta, M.; Piatelli, A. Rigid Fixation by means of Titanium Mesh in Edentulous ridge Expansion
for Horizontal Ridge Augmentation in the maxilla. Int. J. Oral Maxillofac. Implant. 1998, 13, 701–705.

http://doi.org/10.1155/2018/6406051
http://www.ncbi.nlm.nih.gov/pubmed/30112412
http://doi.org/10.1097/SCS.0b013e31824de62c
http://www.ncbi.nlm.nih.gov/pubmed/22627428
http://doi.org/10.1016/j.joms.2009.03.020
http://doi.org/10.1016/j.joms.2007.06.646
http://doi.org/10.1016/j.jcms.2016.07.028
http://doi.org/10.1016/j.joms.2018.09.031
http://doi.org/10.1902/jop.2007.060461
http://www.ncbi.nlm.nih.gov/pubmed/17668986
http://doi.org/10.1111/cid.12748
http://www.ncbi.nlm.nih.gov/pubmed/30895678
http://doi.org/10.1097/ID.0000000000000933
http://www.ncbi.nlm.nih.gov/pubmed/31373903
http://doi.org/10.1016/j.joms.2007.08.022
http://doi.org/10.1034/j.1600-0501.1999.100104.x
http://doi.org/10.1034/j.1600-0501.1998.090208.x

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

