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Abstract 

Background  Implant-supported dentures have become an essential means of restoring occlusal function after jaw 
reconstruction. Bone mineral density (BMD) may influence the success rate of implant denture restorations. This study 
aimed to explore whether the Hounsfield unit (HU) value can be used to monitor the changing trend of fibular BMD 
after jaw reconstruction.

Results  A total of 54 patients who underwent maxillar/mandibular reconstruction with a fibula flap were included 
in this study. There was a significant correlation between the HU value and BMD at 1 week, 3 months, and 6 months 
after surgery, and both were significantly correlated with follow-up time. The difference between each pair of absorp-
tion rates (DAR) was less than 10% in 66.7% and 75.9% of patients at 3 and 6 months; however, the DAR was more 
than 20% in 12% and 13.8% of patients at 3 and 6 months, respectively.

Conclusions  There is a significant correlation between HU value and BMD. The HU value can be used to roughly 
reflect the fibular BMD changing trend in a group of patients as opposed to an individual, and the HU value 
is not equivalent to BMD.

Trial registration  ChiCTR, ChiCTR2300069661, retrospectively registered on 22 March 2023. Retrospectively regis-
tered, https://​www.​chictr.​org.​cn/​showp​roj.​html?​proj=​188953.

Keywords  Mandible reconstruction, Bone density, Vascularized fibula free flap, Computed tomography, Bone 
resorption, Dental implantation, Jaw reconstruction, Dental rehabilitation

Background
Oral and maxillofacial tumors, trauma, and inflamma-
tion often cause jaw defects that seriously affect patients’ 
quality of life [1]. Reconstruction of the shape and func-
tion and restoration of the quality of life and social 

activities of patients have been difficult problems for oral 
and maxillofacial surgeons. Currently, the main method 
for the reconstruction of large-area jaw defects is the vas-
cularized free bone flap, and the workhorse is the vascu-
larized fibula flap [2].

Owing to the lack of a normal jaw and surrounding soft 
tissue in patients undergoing jaw reconstruction, restor-
ing normal occlusal function with removable dentures 
is difficult. Implant-supported dentures have become 
an essential means of restoring occlusal function [3]. 
Bone resorption may occur after fibular flap transplan-
tation, which reduces the long-term survival rate of the 
implant and ultimately affects the success rate of implant 
denture restoration [4]. Bone mineral density (BMD) is 
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an important index for predicting long-term survival 
rates of implants [5]. Quantitative computed tomogra-
phy (QCT) is a relatively accurate method for measur-
ing BMD [6]. QCT has not yet been fully popularized; 
therefore, the Hounsfield unit (HU) value is considered 
a potential substitute for estimating BMD. The HU value 
is calculated by analyzing the linear attenuation density 
of different human tissues in computed tomography (CT) 
images using specific software [7]. It is not the actual 
BMD; however, compared with QCT, the HU value is 
easier to measure. Therefore, whether the HU value can 
be used to estimate the BMD of the grafted bone and 
observe its changing trend has gradually become a topic 
worthy of discussion.

Methods
Based on the above reasons, this study aimed to meas-
ure BMD and HU values after maxillary and mandibular 
reconstruction with the fibula, analyze the correlation 
between them, and discuss whether the HU value can be 
used to monitor the changing trend of fibular BMD after 
jaw reconstruction.

This study included patients who underwent maxil-
lar/mandibular reconstruction with a fibular flap at the 
Department of Oral and Maxillofacial Surgery, Peking 
University School of Stomatology, Beijing, China, 
between September 2021 and September 2022. The inclu-
sion criteria were as follows: (1) at least one segmental 
fibula used to repair the alveolar ridge area and (2) spiral 
CT examination performed 1 week after the surgery and 
at least one CT examination performed 3–9 months after 
the surgery. The exclusion criteria were as follows: (1) 
patients with titanium plate exposure, infection, or flap 
failure after surgery; (2) patients with bone metabolism 
disease; (3) patients who could not undergo CT exami-
nation for some reason; and (4) patients who received 
postoperative radiotherapy/chemotherapy. This study 
adhered to the principles of the Declaration of Helsinki 
and was approved by the Institutional Ethics Committee 
of Peking University School and Hospital of Stomatology 
(Approval No: PKUSSIRB-202282159). Informed consent 
was obtained from those who participated.

Spiral CT photography
CT images [120  kV, 25  mA, section width = 1.25  mm] 
were acquired immediately after the surgery (1  week 
after the surgery) and 3 and 6 months after the surgery. 
The patient was placed in a supine position, the head 
was placed at the center of the headrest, and the Frank-
furt Plane was kept vertical to the ground. The patients 
were instructed to occlude the posterior teeth. A cali-
bration phantom was used to calibrate the BMD values 
obtained using the QCT software each day to obtain the 

most accurate measurement data. The scanning data 
were simultaneously transmitted to the Picture Archiving 
and Communication System (PACS) in Digital Imaging 
and Communications in Medicine (DICOM) format and 
to the QCT workstation in QCT file format. The patients 
underwent spiral CT (BrightSpeed Edge Select 16 slice, 
Ge, USA, 120 kv, 25 mAs) of the oral and maxillofacial 
regions.

HU value measurement
The fibula was observed using a bone window (800 HU), 
and the HU value was measured using the PACS software 
(Carestream Health Inc., Rochester, NY, USA).

Measurement method
The observation plane was adjusted. First, the cross-sec-
tion was parallel to the occlusal plane, and the sagittal 
plane was perpendicular to the cross-section and paral-
lel to the midline of the maxillary dentition. The sagittal 
plane was then moved to the fibula reconstruction site, 
and the cross-sectional and coronal plane directions were 
adjusted to be consistent with the long axis of the fibula. 
Subsequently, a circular region of interest (ROI) with a 
diameter of approximately 5  mm (5 ± 0.5  mm) was cre-
ated on the cross-section. The center of the circle coin-
cided with 25%, 50%, and 75% of the length of the fibular 
axis, and the HU value of the corresponding part was 
measured (Fig. 1). We measured each point three times 
and calculated the average value as the final outcome to 
minimize the errors.

BMD value measurement
Using the same CT image, the fibula was measured again 
using the QCT Pro 6.1 software (Mindways Software, 
Inc., Austin, TX, USA), and the corresponding BMD was 
obtained. The measurement method was as follows: first, 
the X-axis of the sagittal plane was adjusted to be parallel 
to the occlusal plane in the “rotation” interface, and then, 
the Y-axis of the cross-section was adjusted to be parallel 
to the midline of the dental arch of the jaw. The sagittal 
plane at the level of the transplanted fibula was adjusted, 
and the X-axis of the sagittal plane was adjusted paral-
lel to the long axis of the fibula. Then, the cross-sectional 
level was adjusted to the uppermost point of the fibula 
alveolar side (superior side when the fibula was used to 
reconstruct the mandible and the inferior side when 
it was used to reconstruct the maxilla), and the 25%, 
50%, and 75% sites corresponding to the axial length of 
the graft bone flap were used as the measurement sites. 
Then, a circular ROI was manually selected with a diam-
eter of approximately 5 mm and a depth of 1 mm on the 
“ROIs” interface. The center of the ROI coincided with 
the yellow criss-cross selected on the “rotation” interface. 
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The position in the sagittal plane was 1 mm adjacent to 
the uppermost point of the fibular alveolar side, and the 
corresponding BMD values were obtained (Figs.  1 and 
2). The calculation of BMD was the same as that of the 
HU value. In this section, we measured each point three 
times and calculated the average value as the final out-
come to minimize errors as much as possible.

In the process of selecting the ROI, the effects of the 
titanium plate, titanium nail, or implant on the measure-
ment may be encountered. For example, sometimes the 
measurement sites were located between two adjacent 
titanium nails. If we chose 5 mm as the diameter of ROI 
when the actual distance between two adjacent tita-
nium nails was less than 5 mm, then the result might be 
influenced as ROI involved the metal artifacts. Thus, the 
diameter of ROI should be adjusted in case such an error 
occurred. Therefore, the actual distance between two 
adjacent titanium nails was chosen as the final diameter 
of ROI in such circumstances. However, if the distance 
between adjacent titanium nails was more than 5  mm, 
then 5 mm was selected as the diameter of ROI routinely 
(Fig. 3).

Index calculation equation
Absorption rate = (HU value or BMD value at 1  week 
after surgery – HU value or BMD value at 3 and 6 months 
after surgery)/(HU value or BMD value at 1  week after 
surgery). The difference between each pair of absorption 
rates (DAR) was calculated as the absolute value of (BMD 

absorption rate at 3 and 6  months after surgery – HU 
value absorption rate at 3 and 6 months after surgery).

Statistical analysis
Statistical Package for the Social Sciences version 26.0 
(IBM Corp., Armonk, NY, USA) was used for statisti-
cal analysis. The intraclass correlation coefficient was 
used to verify the measurement stability of each study. 
Data were expressed as mean ± standard deviation. Cor-
relation analysis was used to verify whether there was a 
correlation between the HU value and QCT BMD value 
and whether the HU value or BMD changed with time. 
The linear regression equation between HU and BMD 
was calculated using linear regression analysis. One-way 
analysis of variance was used to test whether there were 
significant differences in the HU or BMD values at differ-
ent follow-up times. A paired-sample t test was used to 
verify whether the absorption rates of HU and BMD were 
consistent at the same follow-up. A correlation test was 
used to verify whether there was a correlation between 
sex, age, reconstruction site, tumor nature, body mass 
index (BMI), HU value, and BMD absorption rate. Statis-
tical significance was set at P < 0.05.

Results
A total of 54 patients (38 male and 16 female patients) 
were included in this study. The average age was 
53.2 ± 14.4 years (range: 16–71 years). Preoperative fast-
ing blood glucose was 5.6 ± 1.3  mmol/L (range 3.2–
10.9  mmol/L). BMI was 23.8 ± 3.81 (range: 16.41–35.3). 

Fig. 1  ROI of measurement. HU value and BMD were measured at 25%, 50%, and 75% of the fibula long axis, and the ROI diameter was 5 mm 
(5 ± 0.5 mm). ROI, region of interest; BMD, bone mineral density; HU, Hounsfield unit
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The average follow-up time was 5.1 ± 2.2  months 
(3–9 months) (Table 1). None of the patients underwent 
denture restoration postoperatively.

The fibular BMD was 1 020 ± 149.1 mg/cm3 at 1 week 
after the surgery, 920.9 ± 143.5  mg/cm3 at 3  months, 
and 842.1 ± 162.3  mg/cm3 at 6  months, and there was a 
significant difference between the value at 1  week and 

Fig. 2  BMD measurement. The figure shows the average BMD measured at different positions 1 mm below the uppermost point of the fibular 
alveolar side. BMD, bone mineral density

Fig. 3  Method of adjusting and selecting ROI diameter. If we chose 5 mm as the diameter of ROI when the actual distance between two 
adjacent titanium nails was less than 5 mm, then the result might be influenced as ROI involved the metal artifacts. Therefore, the actual 
distance between two adjacent titanium nails was chosen as the final diameter of ROI in such circumstances. However, if the distance 
between adjacent titanium nails was more than 5 mm, then 5 mm was selected as the diameter of ROI routinely. ROI, region of interest
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3 months (P < 0.05) and the value at 1 week and 6 months 
(P < 0.01). HU value was 1 322.5 ± 165.9 at 1  week after 
the surgery, 1 246.4 ± 210.6 at 3 months, and 1 120 ± 228 
at 6  months, there was a significant difference between 
the value at 1 week and 6 months (P < 0.01) and the value 
at 3 months and 6 months (P < 0.05) (Fig. 4).

There was a significant correlation between the HU 
values and BMD (P < 0.01) (Fig.  5A). The linear regres-
sion model between the two values was statistically 
significant: BMD = 0.598 HU value + 200. The results 
showed no significant differences in absorption rates 
(Fig. 5B, D). We calculated the DAR and classified it into 
four levels: approximately 66.7% and 75.9% of patients 
had DAR < 10% at 3 and 6  months; however, approxi-
mately 12% and 13.8% of patients had DAR > 20% at 3 and 
6 months, respectively (Table 2). The HU value and BMD 
significantly correlated with follow-up time (P < 0.01) 
(Fig. 5C).

According to the test results, sex was correlated with 
the absorption rate of BMD 6  months after surgery 
(r = 0.382, P < 0.05), and sex (r = 0.506, P < 0.05) and 
reconstruction site (r =  − 0.371, P < 0.01) were correlated 
with the absorption rate of the HU value 6 months after 
surgery. Other factors such as age, fasting blood glucose 
level, tumor nature, and BMI were not correlated with 
the absorption rate after surgery.

Discussion
Miyamoto et  al. found that the thickness of the fibu-
lar cortical bone is an important index for determining 
the initial stability of implants [8]. Therefore, previous 
studies on the measurement and evaluation of the qual-
ity of bone grafts after jaw reconstruction often focused 
on length, height, thickness, and other indicators of the 
fibula and iliac bone [9, 10]. BMD is another important 
indicator of the long-term survival rates of implants. 

Table 1  Demographic information

BMI Body mass index

Variable

Number of patients (person) 54

Sex, n

  Male 38

  Female 16

Age (years)

  Mean ± standard deviation 53.2 ± 14.4

  Range 16–71

Age group, n

  0–19 years 3

  20–39 years 8

  40–59 years 21

   > 60 years 22

Fasting blood glucose (mmol/L)

  Mean ± standard deviation 5.6 ± 1.3

  Range 3.2–10.9

Blood glucose classification, n

  Normal blood glucose (< 6.1 mmol/L) 42

  Hyperglycemia (> 6.1 mmol/L) 12

Reconstruction site, n

  Maxilla 8

  Mandible 46

Tumor nature, n

  Benign 18

  Malignant 36

BMI

  Mean ± standard deviation 23.8 ± 3.81

  Range 16.41–35.3

BMI rating, n

  Normal weight (< 23.9) 29

  Obesity (> 23.9) 22

Fig. 4  BMD and HU values at different follow-up times. A HU value. B BMD. BMD, bone mineral density; HU, Hounsfield unit. *P < 0.05, **P < 0.01
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Owing to the lack of recognized and reliable BMD meas-
urement methods, few studies have evaluated BMD after 
jaw reconstruction. In recent years, with technological 
progress, this has become possible.

Currently, the mainstream methods for measuring 
BMD are dual-energy X-ray absorptiometry (DXA) and 

QCT [11]. DXA is widely used in clinical practice and is 
generally considered as  the gold standard for the diag-
nosis of osteoporosis [12, 13]. QCT accurately meas-
ures BMD by calibrating the HU value in the CT image 
according to the calibration phantom, with a known den-
sity as the standard [14]. Compared with DXA, its meas-
urement is closer to the physical definition of “density”, 
which is not affected by the shape, weight, and other fac-
tors. It can measure the BMD of the cortical and cancel-
lous bones separately, which is the average density in a 
three-dimensional cylinder (mg/cm3) [11]. Löffler et  al. 
confirmed that, compared with DXA measurement, QCT 
had more accurate results in measuring BMD and could 
also be used to predict possible spinal and vertebral frac-
tures [15]. Owing to these advantages, QCT has become 
a reliable tool for the accurate measurement of jaw BMD. 
Maki et  al. confirmed the feasibility of using QCT to 
measure jaw BMD [16].

HU value is also assumed to be likely to substitute 
BMD to some degree [17, 18]. Schreiber et al. conducted 
a comparative study on the correlation between the HU 

Fig. 5  Comparison between HU value and BMD. A Correlation analysis and linear regression equation between HU value and BMD. B BMD and HU 
value absorption rate at 3 months after surgery. C HU value and the changing trend of BMD at different times. D BMD and HU value absorption rate 
at 6 months after surgery. BMD, bone mineral density; HU, Hounsfield unit

Table 2  DAR classification

The difference in absorption rate between BMD and HU values at 3 and 
6 months was classified into four levels. The two columns on the right show the 
percentage of patients whose absorption rate difference value was within these 
levels (indicated in the first column) at 3 and 6 months, respectively

DAR, the difference between each pair of the absorption rate

DAR (%) At 3 months (%) At 
6 months 
(%)

 < 10 66.7 75.9

10–20 21.2 10.3

20–30 6 6.9

 > 30 6 6.9
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value and BMD of the vertebral body measured using 
DXA and concluded that the HU value could be used 
for opportunistic screening of osteoporosis but cannot 
replace DXA [7]. If the CT machine, environment, or 
scanning parameters change, HU values become incon-
sistent [19]. Studies have also shown that when measur-
ing low-density substances, such as water and cancellous 
bone substitutes, the change rate of HU values between 
different CT machines is relatively low, which is within 
the acceptable range; however, for high-density sub-
stances such as the bone cortex, the measurement differ-
ence between different machines is more obvious [19].

Therefore, our study used the BMD obtained using 
QCT as the standard to explore whether HU values 
measured using the same CT machine could be used as 
an indicator to monitor changes in BMD in patients after 
jaw reconstruction. Our results showed that there was no 
significant difference between absorption rates (Fig.  5B, 
D); however, there were some specific points that showed 
apparent inconsistencies, and almost all pairs of points 
were not identical, indicating that HU values could not 
completely represent BMD. We also noticed that there 
was a significant difference in BMD but not in HU val-
ues between 1 week and 3 months, and there was a sig-
nificant difference in HU values but not BMD between 
3 and 6 months (Fig. 4), which could also imply that the 
two values were not completely equal. We also calculated 
the DAR and found that most of the absorption rate dif-
ference value was less than 10%; however, there was still 
some difference up to more than 30% (Table  2), reflect-
ing that the HU value is close to the BMD obtained using 
QCT in the majority of situations; however, it may also 
vary sometimes.

The BMD values obtained in this study showed a 
downward trend over time. Some researchers have 
attempted to observe the morphological changes in 
the grafted fibula; however, they found that it changed 
marginally 1  year after surgery [20]. Kang et  al. meas-
ured the thickness of the cortical bone of the fibula and 
found obvious absorption 1 year after surgery, with an 
average absorption rate of more than 20%, which is 
close to our results [4]. We also tried to measure the 
BMD of the cancellous bone in the center of the fibula. 
However, most of the results showed negative values, 
which are meaningless; therefore, we did not present 
these results in this study. There are many explanations 
for this decline in BMD. First, the lack of stress stimu-
lation may be a primary factor. Wolff et  al. confirmed 
that the bone will change according to the changes in 
the external environment [21, 22]. Owing to the lack of 
denture repair, the reconstruction site will not be stim-
ulated by masticatory force, which will also lead to a 
decline in BMD. Muscle density, muscle size, and other 

factors may also affect BMD. After jaw reconstruction, 
patients may experience a large degree of change in 
weight and muscle mass within a short period [23, 24].

This study showed a significant correlation between 
HU values and BMD. Mohamed et  al. measured HU 
values after fibula reconstruction and found that the 
HU value decreased at 6 months after surgery, with an 
average value of 961.23, which was slightly lower than 
the measurement results of this study [25], ascribed 
to the fact that different CT machines may obtain 
different HU values for their instability. Chen et  al. 
attempted to use the HU value to evaluate the chang-
ing trend of the BMD of the iliac cancellous bone after 
jaw reconstruction and found that it can roughly reflect 
the bone resorption of the iliac cancellous bone [26]. 
Our study showed a similar decreasing trend of HU val-
ues and BMD over time; however, they were not com-
pletely consistent; therefore, we infer that HU values 
can roughly reflect the decreasing trend of fibula BMD. 
Studies have confirmed a linear relationship between 
HU value and BMD [27]. Therefore, we also calculated 
the linear regression equation between HU values and 
BMD, which was statistically significant.

The limitations of this study are that due to the com-
plex situation of patients after jaw reconstruction, metal 
products such as titanium plates and titanium nails 
were avoided in the measurement process; however, the 
impact of these artifacts on the measurement results is 
not yet known, and further research is needed to confirm 
this in the future.

Conclusions
Therefore, this study draws the following preliminary 
conclusions. There is a significant correlation between 
HU values and BMD. In clinical practice, patients often 
require CT for routine examination. Thus, the HU value 
can be used to evaluate fibula BMD and reflect its chang-
ing trend roughly in a group of patients as opposed to 
just a single person because it may sometimes produce 
some apparent error.

Abbreviations
BMD	� Bone mineral density
HU	� Hounsfield unit
QCT	� Quantitative computed tomography
ROI	� Region of interest
DAR	� Difference between each pair of absorption rates
BMI	� Body mass index
DXA	� Dual-energy X-ray absorptiometry
CT	� Computed tomography
PACS	� Picture Archiving and Communication System
DICOM	� Digital Imaging and Communications in Medicine

Acknowledgements
Not applicable.



Page 8 of 8Yang et al. Maxillofacial Plastic and Reconstructive Surgery           (2023) 45:30 

Authors’ contributions
XFS and ZGC designed the study and controlled the quality of data and algo-
rithms. YHY, YFY, and YFK acquired the data. YHY and MKD analyzed the data. 
YHY wrote and edited the article. XFS made the manuscript review. All authors 
read and approved the final manuscript.

Funding
This work was supported by the Capital Funds for Health Improvement and 
Research (2020–2-4102) and the National Multidisciplinary Cooperative Diag-
nosis and Treatment Capacity Building Project of Peking University School and 
Hospital of Stomatological for Major Diseases (PKUSSNMP-202015).

Availability of data and materials
The data is available from the corresponding author upon reasonable request.

Declarations

Ethics approval and consent to participate
This study adhered to the principles of the Declaration of Helsinki and was 
approved by the Institutional Ethics Committee of Peking University School 
and Hospital of Stomatology (Approval No: PKUSSIRB-202282159). Informed 
consent was obtained from those who participated.

Consent for publication
Written informed consent for publication was obtained from the patients.

Competing interests
The authors declare that they have no competing interests.

Received: 11 July 2023   Accepted: 21 August 2023

References
	1.	 Riediger D (1988) Restoration of masticatory function by microsurgically 

revascularized iliac crest bone grafts using enosseous implants. Plast 
Reconstr Surg 81:861–877

	2.	 Bak M, Jacobson AS, Buchbinder D, Urken ML (2010) Contemporary 
reconstruction of the mandible. Oral Oncol 46:71–76

	3.	 Zhu H, Kang Y, Shan X, Ge Y, Cai Z (2022) Effect of dental rehabilitation on 
masticatory function following jaw reconstruction. Int J Oral Maxillofac 
Implants 37:494–500

	4.	 Kang YF, Liang J, He Z, Xie S, Zhang L, Shan XF et al (2019) Cortical bone 
resorption of fibular bone after maxillary reconstruction with a vascular-
ized fibula free flap: a computed tomography imaging study. Int J Oral 
Maxillofac Surg 48:1009–1014

	5.	 He J, Zhao B, Deng C, Shang D, Zhang C (2015) Assessment of implant 
cumulative survival rates in sites with different bone density and related 
prognostic factors: an 8-year retrospective study of 2,684 implants. Int J 
Oral Maxillofac Implants 30:360–371

	6.	 Cann CE, Genant HK (1980) Precise measurement of vertebral min-
eral content using computed tomography. J Comput Assist Tomogr 
4:493–500

	7.	 Schreiber JJ, Anderson PA, Hsu WK (2014) Use of computed tomography 
for assessing bone mineral density. Neurosurg Focus 37:E4

	8.	 Miyamoto I, Tsuboi Y, Wada E, Suwa H, Iizuka T (2005) Influence of cortical 
bone thickness and implant length on implant stability at the time of 
surgery–clinical, prospective, biomechanical, and imaging study. Bone 
37:776–780

	9.	 Wilkman T, Apajalahti S, Wilkman E, Tornwall J, Lassus P (2017) A compari-
son of bone resorption over time: an analysis of the free scapular, iliac 
crest, and fibular microvascular flaps in mandibular reconstruction. J Oral 
Maxillofac Surg 75:616–621

	10.	 Holzle F, Watola A, Kesting MR, Nolte D, Wolff KD (2007) Atrophy of 
free fibular grafts after mandibular reconstruction. Plast Reconstr Surg 
119:151–156

	11.	 Wang L, Ran L, Zha X, Zhao K, Yang Y, Shuang Q et al (2020) Adjustment 
of DXA BMD measurements for anthropometric factors and its impact on 
the diagnosis of osteoporosis. Arch Osteoporos 15:155

	12.	 Chou SH, LeBoff MS (2017) Vertebral imaging in the diagnosis of osteopo-
rosis: a clinician’s perspective. Curr Osteoporos Rep 15:509–520

	13.	 Lenchik L, Weaver AA, Ward RJ, Boone JM, Boutin RD (2018) Opportunistic 
screening for osteoporosis using computed tomography: state of the art 
and argument for paradigm shift. Curr Rheumatol Rep 20:74

	14.	 Brunnquell CL, Winsor C, Aaltonen HL, Telfer S (2021) Sources of error 
in bone mineral density estimates from quantitative CT. Eur J Radiol 
144:110001

	15.	 Löffler MT, Jacob A, Valentinitsch A, Rienmüller A, Zimmer C, Ryang YM 
et al (2019) Improved prediction of incident vertebral fractures using 
opportunistic QCT compared to DXA. Eur Radiol 29:4980–4989

	16.	 Maki K, Okano T, Morohashi T, Yamada S, Shibaski Y (1997) The application 
of three-dimensional quantitative computed tomography to the maxil-
lofacial skeleton. Dentomaxillofac Radiol 26:39–44

	17.	 Sogo M, Ikebe K, Yang TC, Wada M, Maeda Y (2012) Assessment of bone 
density in the posterior maxilla based on Hounsfield units to enhance 
the initial stability of implants. Clin Implant Dent Relat Res 14(Suppl 
1):e183–e187

	18.	 Wada M, Suganami T, Sogo M, Maeda Y (2016) Can we predict the 
insertion torque using the bone density around the implant? Int J Oral 
Maxillofac Surg 45:221–225

	19.	 Boutin RD, Hernandez AM, Lenchik L, Seibert JA, Gress DA, Boone JM 
(2021) CT phantom evaluation of 67,392 American college of radiology 
accreditation examinations: implications for opportunistic screening of 
osteoporosis using CT. AJR Am J Roentgenol 216:447–452

	20.	 Mertens C, Decker C, Engel M, Sander A, Hoffmann J, Freier K (2014) Early 
bone resorption of free microvascular reanastomized bone grafts for 
mandibular reconstruction–a comparison of iliac crest and fibula grafts. J 
Craniomaxillofac Surg 42:e217–e223

	21.	 Wolff J (2010) The classic: on the inner architecture of bones and its 
importance for bone growth. 1870. Clin Orthop Relat Res 468:1056–1065

	22.	 Frost HM (2004) A 2003 update of bone physiology and Wolff’s Law for 
clinicians. Angle Orthod 74:3–15

	23.	 Siddique N, Fallon N, Casey MC, Walsh JB (2020) Statistical analysis of fat 
and muscle mass in osteoporosis in elderly population using total body 
DXA scans. Ir J Med Sci 189:1105–1113

	24.	 Taniguchi Y, Makizako H, Kiyama R, Tomioka K, Nakai Y, Kubozono T et al 
(2019) The association between osteoporosis and grip strength and 
skeletal muscle mass in community-dwelling older women. Int J Environ 
Res Public Health 16:1228

	25.	 Shawky M, Elbeialy RR, Khashaba MM, Zedan MH (2021) Assessment 
of bone density and stability with immediately loaded dental implants 
with the all-on-four technique in free vascularized fibular grafts used for 
mandibular reconstruction. Clin Implant Dent Relat Res 23:482–491

	26.	 Chen HM, Kang YF, Lv XM, Shan XF, Cai ZG (2022) Bone resorption after 
maxillary reconstruction with the vascularized free iliac flap. Int J Oral 
Maxillofac Surg 52:430–435

	27.	 Song F, Wei Y, Feng W, Fu R, Li Z, Gao X et al (2023) Biomechanical 
CT-computed bone strength predicts the risk of subsequent vertebral 
fracture. Bone 166:116601

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Feasibility analysis of bone density evaluation with Hounsfield unit value after fibula flap reconstruction of jaw defect
	Abstract 
	Background 
	Results 
	Conclusions 
	Trial registration 

	Background
	Methods
	Spiral CT photography
	HU value measurement
	Measurement method
	BMD value measurement
	Index calculation equation
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


