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CASE REPORT

Specially designed and CAD/CAM 
manufactured allogeneic bone blocks using 
for augmentation of a highly atrophic maxilla 
show a stable base for an all‑on‑six treatment 
concept: a case report
Florian Pfaffeneder‑Mantai1,2†, Oliver Meller1†, Benedikt Schneider1, Julius Bloch1, Ditjon Bytyqi1, 
Walter Sutter1 and Dritan Turhani1*   

Abstract 

Background: In terms of a highly atrophic maxilla, bone augmentation still remains very challenging. With the 
introduction of computer‑aided design/computer‑aided manufacturing (CAD/CAM) for allogeneic bone blocks, a 
new method for the treatment of bone deficiencies was created. This case report demonstrates the successful use of 
two specially designed and CAD/CAM manufactured allogeneic bone blocks for a full arch reconstruction of a highly 
atrophic maxilla with an all‑on‑six concept.

Case presentation: We report the case of a 55‑year‑old male patient with a highly atrophic maxilla and severe bone 
volume deficiencies in horizontal and vertical lines. In order to treat the defects, the surgeon decided to use a combi‑
nation of two allogeneic bone blocks and two sinus floor augmentations. The bone blocks were fabricated from the 
data of a cone beam computed tomography (CBCT) using CAD/CAM technology. After the insertion of the two bone 
blocks and a healing period of 7 months, six dental implants were placed in terms of an all‑on‑six concept. The load‑
ing of the implants took place after an additional healing time of 7 months with a screw‑retained prosthetic construc‑
tion and with a milled titanium framework with acrylic veneers.

Conclusion: The presented procedure shows the importance of the precise design of CAD/CAM manufactured allo‑
geneic bone blocks for the successful treatment of a highly atrophic maxilla. Proper soft‑tissue management is one of 
the key factors to apply this method successfully.
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Background
The severe atrophic maxilla displays a surgical and pros-
thetic challenge due to the horizontal and vertical miss-
ing bone volumes when further implant placement is 
planned [1]. In the first 6 months after tooth extraction, 
horizontal bone loss of 3.96 mm and horizontal bone loss 
of 1.24 mm can be observed on average [2]. In order to 
regain sufficient bone volume, the following augmenta-
tion techniques can be used: bone blocks (autologous or 
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allogeneic) [3, 4] interposition bone grafting techniques 
such as vertical splitting [5], horizontal sandwich tech-
nique or a Le-Fort-I osteotomy [6], guided bone regener-
ation with titanium meshes [7], or sinus floor elevations 
[8]. Other less invasive treatment options include the 
use of zygomatic implants [9], tilted implants, or short 
implants [10]. Although several treatment options for 
bone augmentation exist, the most effective method for 
achieving a sufficient horizontal bone dimension as well 
as a long-term implant and prosthesis survival is yet to be 
determined [11].

Bone resorptions are caused by the absence of mechan-
ical load on the bone due to the loss of teeth which can 
be caused by trauma, periodontal diseases, caries, or 
infections with 40–60% of the ridge volume being lost in 
the first 3 years [12]. To determine the resorption of the 
alveolar ridge, Cordaro et  al. [13] classified four differ-
ent stages of bone loss for implants (quarter rule). Each 
stage is associated with a suitable treatment method. 
Stage one shows ¼ of bone loss of the facial/vestibular 
wall. Stage two shows the entire loss of the buccal wall 
and how a knife-edged ridge is formed. Stage three dis-
plays an overall height loss, while the buccal wall is partly 
intact. Lastly, stage four illustrates a fully resorbed and 
flat alveolar ridge. Stage one should be treated with a 
guided bone regeneration with simultaneous implanta-
tion, stage two with a bone block with simultaneous or 
delayed implantation, stage three with a bone block shell 
technique and later implantation, and stage four with a 
distraction osteogenesis.

Autogenous bone grafts are still considered the gold 
standard for evidently biological reasons (osteoconduc-
tive, osteoinductive, osteogenic) [14]. However, they 
show disadvantages such as postoperative morbidity, 
higher risk of neurological and vascular damage at the 
harvest site, limited bone availability, and bone resorp-
tion. Therefore, the use of allografts increased over the 
last years. Allografts can be divided into different types 
such as cortico-cancellous containing cortical layers or 
cancellous without cortical layers. They are available as 
cortical granules, cortical wedges, cortical chips, bone 
blocks, or cancellous powdered grafts [15]. The benefits 
of allografts are the decrease in postoperative morbidity, 
the possibility of individual block design with computer-
aided design/computer-aided manufacturing (CAD/
CAM) and lower resorption rates compared to autografts 
between the graft and the implant [16]. Moreover, in a 
recent meta-analysis, Troeltzsch et  al. [14] showed that 
horizontal and vertical gains were higher for allogeneic 
bone blocks with weighted means between 3.7mm for 
xenogeneic and 4.6 ±1.4mm for allogeneic bone blocks. 
In order to minimize the risk of disease transmission, 
allografts can be divided into three groups according to 

their preparation: freshly frozen bone (FFBA), freeze-
dried bone (FDBA), or demineralized freeze-dried bone 
allografts (DFDBA). Hence, the risk of transmission of 
the human immunodeficiency virus (HIV) is decreasing 
low, estimated at 1 in 1.6 million [17].

When Eufinger et al. showed the application of CAD/
CAM manufactured onlay-blocks in-vitro in 1994, a new 
augmentation method was introduced [18]. Later, in 
another study, Schlee et  al. [19] demonstrated horizon-
tal and vertical ridge augmentations using CAD/CAM 
milled allogeneic bone blocks to treat posterior man-
dibular defects. In 2018, furthermore, Blume et  al. suc-
cessfully used CAD/CAM manufactured allogeneic bone 
blocks for bilateral maxillary augmentation [20].

As of today, CAD/CAM technology allows the individ-
ualized production of allogeneic bone blocks for complex 
alveolar ridge augmentation procedures. Various case 
reports successfully showed the accuracy and precision 
of these CAD/CAM manufactured bone blocks. Nev-
ertheless, there are only a few reports about long-term 
results and survival rates [21]. Regarding their use for a 
full arch rehabilitation of the maxilla, the literature pro-
vides spare results [22].

The present case report describes the use of two cus-
tom CAD/CAM manufactured allogeneic bone blocks 
for an edentulous patient who suffered from a pro-
nounced atrophic maxilla with a stage three class bone 
defect. It further shows the successful stabilization of 
dental implants in terms of an all-on-six concept with a 
screw-retained prosthesis on a titanium framework.

Case presentation
We report the case of a 55-year-old male patient with a 
highly atrophic maxilla and the wish for further treat-
ment in 2019. The patient had no allergies or diseases 
and was in good health. Due to the extensive bone vol-
ume losses (according to Terheyden bone loss classifica-
tion stage three), the surgeon decided to use two CAD/
CAM manufactured allogeneic bone blocks and two 
eternal sinus lifts to regain enough bone for the planned 
implantation. Therefore, during the first appointment, an 
intraoral photo status, an orthopantomography (OPT), 
and a cone beam computed tomography (CBCT) in 
DICOM format were taken (Fig. 1). The gained DICOM 
data was sent to the manufacturer (Zimmer Biomet Den-
tal, USA) where the individual blocks were made (Fig. 2). 
To further enhance the fitting of the blocks on the 
alveolar ridge, the surgeon as well as the manufacturer 
designed the block with a special overlapping “J-shape-
design” (Fig. 3). After the surgeon was satisfied with the 
block design, the manufacturer fabricated the two allo-
geneic bone blocks using (Puros® Allograft, Zimmer 
Biomet Dental, USA) CAD/CAM technology and further 
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processed it with the Tutoplast® process [23]. The grafts 
were processed with alkaline, osmotic, oxidative, solvent, 
and irradiation treatment to eliminate the possibility of 
disease transmission without compromising its biological 
or mechanical properties.

After delivery of the allogeneic bone grafts as well as 
two three-dimensional models of the upper maxilla, the 
second appointment took place. The patient was given 
a 0.12% CHX mouth rinsing solution (GSK-Gebro Con-
sumer Healthcare, Austria) and subsequently was locally 
anesthetized with Ultracain D-S forte with added epi-
nephrine 1:100000 (Sanofi, France). An incision along the 
alveolar ridge of the maxilla was performed and a muco-
periosteal flap in both quadrants was created to allow 
a better overview for the later application of the bone 
blocks.

Then, the surgeon performed two external sinus lifts 
in both quadrants of the maxilla in the molar and pre-
molar regions. One sinus window on each side was 
created using the modified Caldwell-Luc approach, 
and then, the Schneiderian membranes were carefully 
elevated with a sinus curette. The surgeon filled the 
sinus cavities with cancellous allogeneic bone particu-
lates (Puros® Cancellous Particulate Allograft, Zimmer 
Biomet Dental, USA). After that, the first try-in of the 
CAD/CAM manufactured allogeneic bone blocks was 
performed. The two blocks seemed to fit the defect 
areas perfectly and were therefore considered suit-
able for further placement. The blocks were fixated to 
the alveolar ridge using osteosynthesis screws (Crani-
ofacial Modular Fixation System, DePuy Synthes, 
Johnson & Johnson, USA) which were made out of cor-
rosion-resistant medical steel (Fig.  4). Then, the tran-
sition between the bone blocks and the alveolar ridge 

was smoothed and a bovine pericardial membrane 
(CopiOs® Zimmer Biomet Dental, USA) was subse-
quently placed over the augmented area in sense of a 
guided bone regeneration. Finally, the mucoperiosteal 
flap was readapted and closed with non-resorbable 
polypropylene sutures 4-0 (Ethicon, Johnson & John-
son, USA) with a single button and mattress sutures in 
a saliva-proof and tension-free manner.

After a healing period of 7 months following the aug-
mentation, the third appointment for further implanta-
tion took place. With the same procedure as last time, the 
patient was anesthetized, a mucoperiosteal flap was cre-
ated and six implants (Straumann® BLX, Switzerland) in 
the sense of all-on-six were placed in regions 11, 13, 15, 
21, 23, and 25. The implant diameters and lengths were 
3.75×10mm for regions 11, 13, 21, 23, and 3.75×12mm 
for regions 15 and 25. The implants showed proper pri-
mary stability (>35 Ncm). The mucoperiosteal flap was 
sutured tension-free with non-resorbable polypropylene 
sutures 4-0 (Ethicon, Johnson & Johnson, USA). After the 
operation, an OPT was taken to show the position of the 
implant placement in coordination with the digitally gen-
erated bone blocks (Fig. 4).

After an additional healing time of 7 months, the 
patient had an appointment for impression-taking of 
the situation. The impressions were used to create the 
definitive restoration of the maxilla. In the meantime, the 
patient was provided with a removable complete denture 
for the maxilla and was monitored every 3 months to 
prevent the risk of pressure marks of the denture.

Finally, 19 months after the bilateral bone block 
augmentation, the patient was provided with a screw-
retained prosthetic construction with a milled titanium 
framework with acrylic veneers (Fig. 4).

Fig. 1 Digital planning based on a 3D X‑ray image (DICOM file) for the design of the planned allogeneic bone blocks, including optimised 
subsequent implant position
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Discussion
Nowadays, autologous bone transplants are still con-
sidered the gold standard. However, allogeneic bone 
grafts show a lesser risk of infections, postoperative 

morbidity, and unlimited bone availability. Although the 
clinical data shows excellent survival rates for allogeneic 
bone blocks ranging from 93.7 to 100.0%, the applica-
tion of the allogeneic bone blocks is assumed to be more 

Fig. 2 Digital planning of the special bone block design (in J‑shaped) with implant placement position for the regions: A 16, B 14, C 12, D 22, E 24, 
and F 26
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Fig. 3 Planning and designing process of the two CAD/CAM manufactured allogeneic bone blocks to fit exactly on an accurate defect model 
(J‑shaped design): A, D, and G Defect geometry; B, E, and H Allogeneic bone blocks on the defect model; C and F Allogeneic bone blocks; and I 
Allogeneic bone blocks, including optimized subsequent implant positions

Fig. 4 A OPT from the preoperative situation; B OPT after the implantation; C OPT shows the final screw‑retained prosthetic construction; D 
clinical photo of the final rehabilitated maxilla (frontal view); E intraoperative image of two allogeneic individual 3D‑bone blocks with simultaneous 
bilateral external sinus lifts for the augmentative rehabilitation of the upper jaw; F clinical photo of the finally rehabilitated upper jaw (occlusal 
view); G–L radiological chronology of augmentative, implantological, and prosthetic rehabilitation of a highly atrophic maxilla using combined 
therapy with external sinus lifts and 3D‑milled bone blocks over a period of 19 months: G CBCT before augmentation (3 months); H CBCT after 
augmentation OP; I CBCT after augmentation (3 months); J CBCT after augmentation (12 months); K CBCT after augmentation (19 months); and L 
CBCT after augmentation (26 months)
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technique-sensitive [24, 25]. Looking at the bone gain 
of allogeneic bone blocks, the literature provides sev-
eral studies and meta-analysis with horizontal and ver-
tical bone gains of 4.6±1.4 mm on average. Considering 
the loss of horizontal and vertical dimensions, alloge-
neic bone blocks showed better results than autogenous 
blocks with 0.4±0.5mm horizontal and 0.6±1.0 mm ver-
tical for allogeneic vs. 1.2±3.4 horizontal and 2.9±1.9 
mm vertical for autogenous blocks [14].

Nonetheless, allogeneic bone blocks are associated 
with common complications like wound dehiscence 
resulting in membrane exposure, incision line open-
ing, and bone block exposure. These drawbacks are not 
caused by the allogeneic blocks itself, but rather due to 
poorly soft-tissue management which was confirmed in 
a study by Chaushu et al. where 137 complications after 
allogeneic bone block augmentation were analyzed [26]. 
Further, a negative outcome like the loss of an alloge-
neic bone block can be induced by a thin gingiva type, a 
pre-existing disease, or bad oral hygiene [27]. If the bone 
block is exposed, it does not always has to be removed 
in its entirety. An extensive debridement of the infected 
area can still provide enough volume for later implan-
tation even if the block was partially lost. In a recent 
systematic review by Starch-Jensen et al. [28], no differ-
ence was found in the treatment outcome with implants 
after ridge augmentation with autogenous versus allo-
geneic bone blocks. However, fewer complications were 
reported when using autogenous bone blocks [28].

According to the S3-Guideline by the German associa-
tion of oral implantology (DGI), a full arch reconstruc-
tion of the maxilla should at least be realized with four 
implants either with a fixed or removable prosthesis. 
When using an all-on-six concept with a fixed prosthesis 
the 10-year survival rates vary in several studies between 
94 and 96%. Therefore, it is considered to be a safe treat-
ment solution [29–31].

In order to achieve enough insertion torque and sta-
bility, six implants (Straumann® BLX, Switzerland) were 
used. The implants incorporate a double-thread design 
with bi-directional cutting threads and a reduced neck 
diameter. Therefore, they are believed to apply lesser 
pressure on the crestal bone and were able to show 
proper primary stability in some case reports [32, 33].

With the introduction of CAD/CAM technology, indi-
vidualized bone blocks can be designed from the data 
of CBCT scans. The manual adaption of the customized 
block is mostly obsolete due to the accuracy of the tech-
nology, which reduces the risk of contamination. The 
blocks also show a perfect fit to the donor side [34]. The 
presented case report highlights the advantages of these 
CAD/CAM fabricated bone blocks in a highly atrophic 
maxilla. The two allogeneic bone blocks fitted perfectly 

into the defects of the alveolar ridge and showed no com-
plications due to proper soft-tissue management as well 
as proper saliva-tight and tension-free covering. These 
points were crucial for the following healing period, 
the overall volume gain of the bone blocks, and for fur-
ther implantation. With an overall treatment time of 19 
months, the procedure remains time-consuming and 
challenging for the practitioner.

Conclusion
This case report is one of the first that demonstrates the 
treatment and regeneration of a highly atrophic maxilla 
with the implementation of two CAD/CAM manufac-
tured allogeneic bone blocks. We successfully showed 
that the two CAD/CAM manufactured bone blocks led 
to a sufficient full arch reconstruction as well as a suc-
cessful all-on-six implantation. Further, allogeneic bone 
blocks represent a great and less invasive alternative to 
other augmentation techniques such as an interposition 
osteotomy like a Le Fort-I or maxillary advancement with 
an iliac crest. To predict the long-term survival rates of 
CAD/CAM fabricated allogeneic bone blocks used for a 
full arch rehabilitation, further research is needed.

Abbreviations
CAD/CAM: Computer‑aided design/computer‑aided manufacturing; CBCT: 
Cone beam computed tomography; CHX: Chlorhexidine; DFDBA: Demineral‑
ized freeze‑dried bone allografts; DGI: German association of oral implantol‑
ogy; DICOM: Digital Imaging and Communications in Medicine; FDBA: Freshly 
frozen bone; FFBA: Freeze‑dried bone; HIV: Human immunodeficiency viruses; 
OPT: Orthopantomography.

Acknowledgements
The authors would like to thank the patient for his cooperation and for kindly 
providing consent for publishing the pictures and radiographs. Furthermore, 
we would like to thank Dr. Stefan Berger (Zimmer Biomet Dental, USA) for his 
outstanding work in designing the optimal fitting bone blocks as well as the 
dental laboratory Barbara Kaincz for their prosthetic work.

Authors’ contributions
FP‑M and OM contributed to the case concept and designed the custom‑
ized allograft, made substantial contributions to the conception and design 
writing the paper, and contributed to the photo editing. JB, BS, DB, and WS 
were involved in drafting the manuscript, performed literature research, and 
contributed to the data collection, analysis, and discussion of data. DT treated 
the patient, designed the customized bone blocks, performed surgical pro‑
cedures, and was involved in drafting the manuscript. The authors read and 
approved the final version of the manuscript.

Funding
All authors certify that they received no funding.

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated or 
analyzed during the current case report.

Declarations

Ethics approval and consent to participate
All procedures performed in studies involving human participants were in 
accordance with the ethical standards of the institutional and/or national 



Page 7 of 8Pfaffeneder‑Mantai et al. Maxillofacial Plastic and Reconstructive Surgery           (2022) 44:21  

research committee and with the 1964 Helsinki Declaration and its later 
amendments or comparable ethical standards.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor of this journal.

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

Author details
1 Center for Oral and Maxillofacial Surgery, Department of Dentistry, Faculty 
of Medicine and Dentistry, Danube Private University, Steiner Landstraße 
124, 3500 Krems, Austria. 2 Division for Chemistry and Physics of Materials, 
Department of Medicine, Faculty of Medicine and Dentistry, Danube Private 
University, Steiner Landstraße 124, 3500 Krems, Austria. 

Received: 28 March 2022   Accepted: 16 May 2022

References
 1. Mertens C, Freier K, Engel M et al (2017) Reconstruction of the severely 

atrophic edentulous maxillae with calvarial bone grafts. Clin Oral 
Implants Res 28:749–756. https:// doi. org/ 10. 1111/ clr. 12873

 2. Tan WL, Wong TLT, Wong MCM, Lang NP (2012) A systematic review of 
post‑extractional alveolar hard and soft tissue dimensional changes in 
humans. Clin Oral Implants Res 23(Suppl 5):1–21. https:// doi. org/ 10. 
1111/j. 1600‑ 0501. 2011. 02375.x

 3. Zhu N, Liu J, Ma T, Zhang Y (2022) A fully digital workflow for pros‑
thetically driven alveolar augmentation with intraoral bone block and 
implant rehabilitation in an atrophic anterior maxilla. J Prosthet Dent 
S0022391321007071. https:// doi. org/ 10. 1016/j. prosd ent. 2021. 11. 034

 4. Smeets R, Matthies L, Windisch P et al (2022) Horizontal augmentation 
techniques in the mandible: a systematic review. Int J Implant Dent 8:23. 
https:// doi. org/ 10. 1186/ s40729‑ 022‑ 00421‑7

 5. Berger S, Hakl P, Sutter W et al (2019) Interantral alveolar ridge splitting for 
maxillary horizontal expansion and simultaneous dental implant inser‑
tion: a case report. Ann Med Surg 48:83–87. https:// doi. org/ 10. 1016/j. 
amsu. 2019. 10. 018

 6. Abraha SM, Geng Y, Naujokat H, Terheyden H (2022) Modified Le Fort I 
interpositional grafting of the severe atrophied maxilla—a retrospec‑
tive study of 106 patients over 10 years. Clin Oral Implants Res clr.13905. 
https:// doi. org/ 10. 1111/ clr. 13905

 7. Cucchi A, Vignudelli E, Franceschi D et al (2021) Vertical and horizontal 
ridge augmentation using customized CAD/CAM titanium mesh with 
versus without resorbable membranes. A randomized clinical trial. Clin 
Oral Implants Res 32:1411–1424. https:// doi. org/ 10. 1111/ clr. 13841

 8. Merli M, Moscatelli M, Merli M et al (2022) Lateral sinus floor elevation in 
the severely atrophied maxilla: concentrated growth factors versus bone 
substitutes. A Controlled Clinical Trial. Int J Periodontics Restorative Dent 
42:65–72. https:// doi. org/ 10. 11607/ prd. 5509

 9. Varghese KG, Gandhi N, Kurian N et al (2021) Rehabilitation of the 
severely resorbed maxilla by using quad zygomatic implant‑supported 
prostheses: a systematic review and meta‑analysis. J Prosthet Dent 
S0022391321006284. https:// doi. org/ 10. 1016/j. prosd ent. 2021. 11. 007

 10. Chaware S, Thakare V, Chaudhary R et al (2021) The rehabilitation of 
posterior atrophic maxilla by using the graftless option of short implant 
versus conventional long implant with sinus graft: a systematic review 
and meta‑analysis of randomized controlled clinical trial. J Indian Prostho‑
dont Soc 21:28. https:// doi. org/ 10. 4103/ jips. jips_ 400_ 20

 11. Caramês JMM, Vieira FA, Caramês GB et al (2022) Guided bone regenera‑
tion in the edentulous atrophic maxilla using Deproteinized Bovine Bone 
Mineral (DBBM) combined with platelet‑rich fibrin (PRF)—a prospective 
study. JCM 11:894. https:// doi. org/ 10. 3390/ jcm11 030894

 12. Sheikh Z, Sima C, Glogauer M (2015) Bone replacement materials and 
techniques used for achieving vertical alveolar bone augmentation. 
Materials 8:2953–2993. https:// doi. org/ 10. 3390/ ma806 2953

 13. Cordaro L, Terheyden H (2014) Ridge augmentation procedures in 
implant patients a staged aproach

 14. Troeltzsch M, Troeltzsch M, Kauffmann P et al (2016) Clinical efficacy of 
grafting materials in alveolar ridge augmentation: a systematic review. J 
Craniomaxillofac Surg 44:1618–1629. https:// doi. org/ 10. 1016/j. jcms. 2016. 
07. 028

 15. Al Ruhaimi KA (2001) Bone graft substitutes: a comparative qualitative 
histologic review of current osteoconductive grafting materials. Int J Oral 
Maxillofac Implants 16:105–114

 16. Naishlos S, Zenziper E, Zelikman H et al (2021) Esthetic assessment suc‑
ceeding anterior atrophic maxilla augmentation with cancellous bone‑
block allograft and late restoration loading. JCM 10:4635. https:// doi. org/ 
10. 3390/ jcm10 204635

 17. Boyce T, Edwards J, Scarborough N (1999) ALLOGRAFT BONE. Orthop Clin 
North Am 30:571–581. https:// doi. org/ 10. 1016/ S0030‑ 5898(05) 70110‑3

 18. Eufinger H (1994) Individual augmentation of the atrophic mandible 
based on CAD/CAM‑manipulated computed tomography data — in vitro 
results. Int J Oral Maxillofac Surg 23:399–402. https:// doi. org/ 10. 1016/ 
S0901‑ 5027(05) 80029‑3

 19. Schlee M, Rothamel D (2013) Ridge augmentation using customized allo‑
genic bone blocks: proof of concept and histological findings. Implant 
Dent 22:212–218. https:// doi. org/ 10. 1097/ ID. 0b013 e3182 885fa1

 20. Blume O, Donkiewicz P, Back M, Born T (2019) Bilateral maxillary aug‑
mentation using CAD/CAM manufactured allogenic bone blocks for 
restoration of congenitally missing teeth: a case report. J Esthet Restor 
Dent 31:171–178. https:// doi. org/ 10. 1111/ jerd. 12454

 21. Kloss FR, Offermanns V, Donkiewicz P, Kloss‑Brandstätter A (2020) Cus‑
tomized allogeneic bone grafts for maxillary horizontal augmentation: a 
5‑year follow‑up radiographic and histologic evaluation. Clin Case Rep 
8:886–893. https:// doi. org/ 10. 1002/ ccr3. 2777

 22. Nilius M, Mueller C, Nilius MH et al (2021) Advanced backward planning 
with custom‑milled individual allogeneic block augmentation for maxil‑
lary full‑arch osteoplasty and dental implantation:a 3‑year follow‑up. Cell 
Tissue Bank. https:// doi. org/ 10. 1007/ s10561‑ 021‑ 09947‑3

 23. Schoepf C (2008) The Tutoplast® Process: a review of efficacy. Zimmer 
Dental 17:40–50

 24. Motamedian S, Khojaste M, Khojasteh A (2016) Success rate of implants 
placed in autogenous bone blocks versus allogenic bone blocks: a 
systematic literature review. Ann Maxillofac Surg 6:78. https:// doi. org/ 10. 
4103/ 2231‑ 0746. 186143

 25. Donkiewicz P, Benz K, Kloss‑Brandstätter A, Jackowski J (2021) Survival 
rates of dental implants in autogenous and allogeneic bone blocks: a 
systematic review. Medicina 57:1388. https:// doi. org/ 10. 3390/ medic ina57 
121388

 26. Chaushu G, Mardinger O, Peleg M et al (2010) Analysis of complications 
following augmentation with cancellous block allografts. J Periodontol 
81:1759–1764. https:// doi. org/ 10. 1902/ jop. 2010. 100235

 27. Zuo W, Sun W, Zhao D et al (2016) Investigating clinical failure of bone 
grafting through a window at the femoral head neck junction surgery 
for the treatment of osteonecrosis of the femoral head. PLoS One 
11:e0156903. https:// doi. org/ 10. 1371/ journ al. pone. 01569 03

 28. Starch‑Jensen T, Deluiz D, Tinoco EMB (2019) Horizontal alveolar ridge 
augmentation with allogeneic bone block graft compared with autog‑
enous bone block graft: a systematic review. JOMR 11. https:// doi. org/ 10. 
5037/ jomr. 2020. 11101

 29. Mertens C, Steveling HG, Stucke K et al (2012) Fixed implant‑retained 
rehabilitation of the edentulous maxilla: 11‑year results of a prospective 
study: fixed implant‑retained rehabilitation in the edentulous maxilla. Clin 
Implant Dent Relat Res 14:816–827. https:// doi. org/ 10. 1111/j. 1708‑ 8208. 
2011. 00434.x

 30. Fischer K, Stenberg T (2012) Prospective 10‑year cohort study based 
on a randomized controlled trial (RCT) on implant‑supported full‑arch 
maxillary prostheses. Part 1: Sandblasted and Acid‑Etched Implants and 
Mucosal Tissue: 10‑Year Results on SLA Implants: Part I. Clin Implant Dent 
Relat Res 14:808–815. https:// doi. org/ 10. 1111/j. 1708‑ 8208. 2011. 00389.x

 31. Chiapasco M, Brusati R, Ronchi P (2007) Le Fort I osteotomy with inter‑
positional bone grafts and delayed oral implants for the rehabilitation 
of extremely atrophied maxillae: a 1?9‑year clinical follow‑up study on 
humans. Clin Oral Implants Res 18:74–85. https:// doi. org/ 10. 1111/j. 1600‑ 
0501. 2006. 01287.x

https://doi.org/10.1111/clr.12873
https://doi.org/10.1111/j.1600-0501.2011.02375.x
https://doi.org/10.1111/j.1600-0501.2011.02375.x
https://doi.org/10.1016/j.prosdent.2021.11.034
https://doi.org/10.1186/s40729-022-00421-7
https://doi.org/10.1016/j.amsu.2019.10.018
https://doi.org/10.1016/j.amsu.2019.10.018
https://doi.org/10.1111/clr.13905
https://doi.org/10.1111/clr.13841
https://doi.org/10.11607/prd.5509
https://doi.org/10.1016/j.prosdent.2021.11.007
https://doi.org/10.4103/jips.jips_400_20
https://doi.org/10.3390/jcm11030894
https://doi.org/10.3390/ma8062953
https://doi.org/10.1016/j.jcms.2016.07.028
https://doi.org/10.1016/j.jcms.2016.07.028
https://doi.org/10.3390/jcm10204635
https://doi.org/10.3390/jcm10204635
https://doi.org/10.1016/S0030-5898(05)70110-3
https://doi.org/10.1016/S0901-5027(05)80029-3
https://doi.org/10.1016/S0901-5027(05)80029-3
https://doi.org/10.1097/ID.0b013e3182885fa1
https://doi.org/10.1111/jerd.12454
https://doi.org/10.1002/ccr3.2777
https://doi.org/10.1007/s10561-021-09947-3
https://doi.org/10.4103/2231-0746.186143
https://doi.org/10.4103/2231-0746.186143
https://doi.org/10.3390/medicina57121388
https://doi.org/10.3390/medicina57121388
https://doi.org/10.1902/jop.2010.100235
https://doi.org/10.1371/journal.pone.0156903
https://doi.org/10.5037/jomr.2020.11101
https://doi.org/10.5037/jomr.2020.11101
https://doi.org/10.1111/j.1708-8208.2011.00434.x
https://doi.org/10.1111/j.1708-8208.2011.00434.x
https://doi.org/10.1111/j.1708-8208.2011.00389.x
https://doi.org/10.1111/j.1600-0501.2006.01287.x
https://doi.org/10.1111/j.1600-0501.2006.01287.x


Page 8 of 8Pfaffeneder‑Mantai et al. Maxillofacial Plastic and Reconstructive Surgery           (2022) 44:21 

 32. Bedrossian E, Bedrossian EA (2019) Fundamental principles for immediate 
implant stability and loading. Compend Contin Educ Dent 40:i1–i8

 33. Arcuri C, Barlattani A, Mazzetti V et al (2019) Immediate restoration of 
a single upper central integrating digital workflow and a novel dental 
implant: a case report. J Biol Regul Homeost Agents 33:171–177

 34. Jacotti M, Barausse C, Felice P (2014) Posterior atrophic mandible reha‑
bilitation with onlay allograft created with CAD‑CAM procedure: a case 
report. Implant Dent 23:22–28. https:// doi. org/ 10. 1097/ ID. 00000 00000 
000023

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

https://doi.org/10.1097/ID.0000000000000023
https://doi.org/10.1097/ID.0000000000000023

	Specially designed and CADCAM manufactured allogeneic bone blocks using for augmentation of a highly atrophic maxilla show a stable base for an all-on-six treatment concept: a case report
	Abstract 
	Background: 
	Case presentation: 
	Conclusion: 

	Background
	Case presentation
	Discussion
	Conclusion
	Acknowledgements
	References


