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INTRODUCTION

Tooth loss in permanent dentition occurs gradually 
during years of the life. Replacement of missing 
teeth with dental implant procedures is one of the 
greatest advances in dentistry. Problem of resorbed 
ridges and the ways to add hard and soft tissue in 
defective sites to provide adequate height and width 

for appropriate implant insertion has still remained 
challenging. For correction of defective ridges some 
solutions presented including: Onlay lateral ridge 
bone grafting,[1] horizontal osteodistraction,[2] and 
Guided bone regeneration techniques.[3] Lateral 
ridge split technique is a way to solve the problem 
of the width in narrow ridges with adequate 
height.[4] Simultaneous insertion of dental implants 
will considerably reduce the edentulism time. 
Dental implant placement in atrophic ridges with 
deficient ridges with onlay bone grafting techniques 
(Autografts/allografts) need some time between bone 
grafting and dental implant insertion (3-6 month) and 
there is always the possibility of bone graft failure.[4,5] 
Crest split augmentation technique with simultaneous 
implant insertion will reduce the time as well as the 
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ABSTRACT

Background: Lateral ridge split technique is a way to solve the problem of the width in narrow 
ridges with adequate height. Simultaneous insertion of dental implants will considerably reduce 
the edentulism time.
Materials and Methods: Twenty-five patients who were managed with ridge splitting technique 
were enrolled. Thirty-eight locations in both jaws with near equal distribution in quadrants received 
82 dental fixtures. Beta Tricalcium phosphate (Cerasorb®) was used as biomaterial to fill the 
intercortical space. Submerged implants were used and 3 months later healing caps were placed. 
Direct bone measurements before and after split were done with a Collis. Patients were clinically 
re-evaluated at least 6 months after implant loading. All the data were analyzed by Statistical Package 
for Social Sciences (SPSS) software version 11.5 (SPSS Inc, Chicago Illinois, USA). Frequency of 
edentulous spaces and pre/post operative bone width was analyzed. Paired t-test was used for 
statistical analysis. Difference was considered significant if P value was less than 0.05.
Results: Mean value for presplit width was 3.2 ± 0.34 mm while post-split mean width was 5.57 ± 
0.49 mm. Mean gain in crest ridge after ridge splitting was 2 ± 0.3 mm. Statistical analysis showed 
significant differences in width before and after operation ((P < 0.05). All implants (n = 82) survived 
and were in full function at follow up (at least 6 months after implant loading).
Conclusion: Ridge splitting technique in both jaws showed the predictable outcomes, if appropriate 
cases selected and special attention paid to details; then the waiting time between surgery and 
beginning of prosthodontic treatment can be reduced to 3 month.
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surgical procedures. Bone compression and increase 
in trabecular density are other advantages of this 
technique.[6] Survival rate of implants inserted in ridge 
split alveolar ridges is reported between 86% and 
97%.[7,8] Biomaterials or autogenous bone are used as 
interpositional grafting in this technique.[9] Membranes 
do not necessarily increase the outcomes with this 
technique.[10] The patients’ acceptance rate for this 
technique is very high due to its low morbidity and 
shorter time intervals in comparison with autologous 
onlay bone grafting.

MATERIALS AND METHODS

This study was conducted on 25 patients in 38 
locations that received 82 dental implants. After 
clinical and radiographic examinations of edentulous 
regions in both jaws, anterior or posterior segments 
with 3-4 mm width at crest region were chosen (the 
minimal accepted length of remaining bone was 
10 mm) [Figure 1]. All patients had preoperative 
Cone Beam Computer Tomography scans (CBCT). 
Patients had good general health conditions without 
active periodontal diseases. Patients who had each 
of the conditions including systemic diseases that 
influence wound healing like diabetes mellitus, 
the need for simultaneous sinus lifting or inferior 
alveolar nerve lateralization, a thin ridge that 
does not widened apically, and enlarged maxillary 
incisive foramen were excluded from the study. 
A total number of 25 patients with the above 
conditions participated in study. All the data were 
analyzed by Statistical Package for Social Sciences 
(SPSS) software version 11.5 (SPSS Inc, Chicago 
Illinois, USA). Frequency of edentulous spaces and 
pre/post operative bone width was analyzed. Paired 
t-test was used for statistical analysis. Difference 
was considered significant if P value <0.05. This 
study was approved by the research deputyship of 
Mashhad University of Medical Sciences regarding 
methodological and ethical issues. A written consent 
was obtained from each individual after introducing 
the aims and procedures of the study and answering 
their questions.

Surgical technique
Under local anesthesia and after full thickness 
reflection of mucoperiosteal flap a trapezoid 
flap (crestal incision and two vertical releases) 
was reflected and the width of the bone directly 
measured with a Collis. Ridge split was applied 

with osteotome (8 mm/Obwegeser), after the crest 
being prepared with surgical fissure bur in straight 

Figure 1: Ridge conditions suitable for ridge splitting: 
Buccolingual width between 3-4 mm, gradual increase from ridge 
crest toward basal bone and sufficient height of alveolar ridge

Figure 2: Fissure bur marking before beginning of osteotomy

Figure 3: Osteotome Obwegesser (8 mm width) was used in 
this study
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high speed handpiece [Figures 2 and 3]. One 
centimeter penetration of the osteotome blade in 
ridge crest would automatically expand the ridge. 
Since osteotome thickness increases from tip toward 
shaft further the osteotome penetrates, more the 
ridge will expand. Slight buccolingual movement 
of the osteotome increases the expansion. After 
obtaining adequate width a paralleling device is 
inserted in osteotomy site to prevent collapse of 
expanded cortical plates. With an implant insertion 
contrangle in low speed (slower than the usual speed 
for the specific region), the bur is inserted between 
the cortical plates; then the rotary movement begins 
while the bur is in the bone between the cortical 
plates. This inhibits damage to the cut edge of 
cortical plates (this technical note is more important 
in drilling with larger diameter implant burs). It is 
better that similar diameter implants is inserted in 
prepared sites [Figure 4]. Two unequal diameters lead 
to the small fixture loosening. Fixtures are selected 
from bone level systems and inserted the same level 
to the ridge crest. The space between cortical plates 
is then filled with biomaterial (Cerasorb®) [Figure 
5]. In single fixture insertion, there was no need 
for biomaterial. Finally, cover screw was tightened 
and primary soft tissue closure was obtained. Three 
month later during second phase of surgery, healing 
caps were inserted. Two weeks after, they were 
delivered to Prosthodontist. A control radiography 
(OPG) or periapical was taken before second phase 
of surgery. The patients were followed up for at 
least 6 month after prosthetic treatment. In three 
patients, for whom cortical plate fracture occurred 
during surgery, the procedure was not continued. 
Biomaterials were inserted; fractured cortical plate 
was fixed with fine wire and 3 month later dental 
fixture insertion attempted. These patients were 
omitted from the study.

RESULTS

Demographic information of the patients is illustrated 
in Table 1. The patients aged from 16-78 years and 
10.5% of them had edentulous space in anterior 
maxilla. Other quadrants (left lower, left upper, 
right lower, and right upper) had nearly equal values 
(21.1-23.7%). Inserted fixtures were from one to four 
in each site. Two implants insertion in ridge split 
sites was the most common (60%). Presplit mean 
width was 3.2 ± 0.34 mm (min 2.8 mm and max 4.2 
mm). Post-split mean width was 5.57 ± 0.49 (min 3.7 

mm and max 6.3 mm). The mean gain in crest ridge 
after ridge split was 2 ± 0.3 mm. Statistical analysis 
showed significant differences in width before and 
after operation (P < 0.05). After at least 6 month of 
follow up all implants (82 implants) survived and 
were functional.

Figure 4: The same diameter implants are inserted at bone 
level

Figure 5: Intercortical space is filled with Cerasorb®

Figure 6: Greenstick fracture of buccal cortical plate
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DISCUSSION

Ridge split technique in implant dentistry was 
introduced for the first time by Simion et al. in 
1992.[11] Further modifications of this technique since 
1992 are presented in Table 2.[12-17] It is also used for 
bone augmentation for orthodontic purposes.[18] Main 
concept of this technique relies on elasticity of the 
bone.[19] Greenstick fracture of cortical plates (buccal 
in maxilla and lingual in mandible) occurs in some 
patients [Figure 6]. Placement of bone substitutes in 
intercortical space (interposition bone grafting) has 
advantages of internal perfusion, prevention from 

Table 1: Demographic information of the patients in this study
No Sex Location Inserted fixture  

(S)
Age Pre split BL-width  

(mean) mm
Post split BL-width  

(mean) mm
1 F LLq Two 56 3.1 5.2
2 M LLq Three 64 2.8 5.1

LUq Three 3.1 5.2
RLq Three 3.3 5.2
RUq Two 3.5 5.2

3 M RUq Three 65 3 5.3
LUq Three 3.1 5.2

4 M LLq Three 45 3.3 5.5
5 M Maxillary CI Two 16 3.2 5.1
6 F Maxillary incisors Four 20 2.8 4.7
7 M Central incisors Two 24 3.2 5.3
8 F RUq Two 50 2.9 5.1

LUq Two 3.2 5.4
9 F RUq One 20 4 6.2

LUq One 4.2 6.3
10 F Mandibular overdenture site Two 65 3 5

3 5
11 M LLq Three 67 3.3 5.7
12 M Maxillary CI One 38 3.2 4.8
13 M Luq Two 62 3.1 5.2

RUq Two 3.2 5.4
LLq Two 3.5 5.5

14 F RLq Two 53 3.7 6
15 F RUq Two 52 3.1 5

LUq Two 3.2 5.1
16 F RUq Three 48 2.8 4.5
17 F RUq Two 62 3.2 5

LUq Two 3.5 5.5
18 F RLq Two 60 3.4 5.5
19 F LUq Two 47 3.8 5.7
20 M LUq Two 60 2.9 4.9
21 M LLq Two 21 3.5 6
22 F RLq Two 58 3.8 6
23 M Mandibular overdenture site Two 78 3 5
24 M LLq Two 61 3.2 4.9

RLq Three
25 F RLq One 63 4 6

LLq: Left lower quadrant, LUq: Left upper quadrant, RLq: Right lower quadrant, RUq: Right upper quadrant, CI: Central incisor, BL: Bucco-Lingual

Table 2: Modifications of lateral ridge split technique
Modification Advantage Reference
Osteoperiosteal flap  
(book flap)

Better marginal bone 
stability

[12]

Simultaneous with  
implant placement

Save time [13]

One/two buccal  
bone release

Buccal cortical plate 
expansion in lower 
jaw

[14]

Membrane application Benefits of GBR [15]
I flap Simultaneous width 

and height increase
[16]

Staged ridge splitting Decrease the risk 
of malfracture in 
mandible

[17]
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particle migration and displacement, omission of the 
need for donor site and fixation screw and reduction 
of graft resorbtion probability.[20,21] Simultaneous 
insertion of dental implants has advantages such 
as reducing waiting time from surgery to beginning 
of prosthetic treatment, requiring less amount of 
biomaterials, and preventing the collapse of distended 
buccal and lingual/palatal walls. For creating 
split between the cortical plates, different osseous 
surgical tools such as hand instruments (chisel and 
osteotome), rotary instruments (surgical bur in high 
speed handpieces), and piezosurgery instruments 
has been used successfully.[22,23] The bone apical to 
ridge split helps to gain primary stability of inserted 
implants therefore simultaneous need for sinus lifting 
(open or closed), insufficient space between inferior 
dental canal and ridge crest, or deep submandibular 
fossa would prohibit the application of this technique. 
Since after ridge splinting, there will be an increase 
in the width of the alveolar ridge crest primary soft 
tissue closure over the submerged implants and 
grafted biomaterials between them is the last and 
most important step in this technique that should be 
considered before beginning of the surgery.[24] The 
problem of soft tissue almost always occurs in upper 
jaw because of limited elasticity of palatal mucosa. 
A good solution for this problem is pedicle flap from 
palatal connective tissue.[25] The pedicle is based 
anteriorly in most cases [Figure 7]. This flap which 
has random pattern vascularity has other advantages 
over providing tensionless closure of soft tissue over 
grafted region. These include vertical augmentation of 
the soft tissue, providing keratinized tissue over split 
ridge, producing similar color with adjacent gingiva 
after epithelialization, and providing donor site with 
minimal morbidity [Figure 8].[26]

A problem mostly occurring in lower jaw is that 
cortical expansion is obtained by lingual displacement 
of lingual plates and buccal cortical plates will 
expand minimally, which could place inserted 
implants in more lingual position to the previous 
ridge crest [Figure 9]. Greenstick fracture of lingual 
plate will produce some bone spurs that irritate 
tongue. Corticotomy of a rectangular buccal segment 
and staged ridge splitting technique are two ways to 
overcome this problem.[23,27] Another consideration 
of this technique is the proximity of the osteotomy 
site near natural adjacent tooth. Close proximity 
increases the possibility of injury to the tooth root; 
therefore, dental fixtures are usually placed in a 

more distal position from natural teeth which could 
create prosthetic problems. Anterior maxillary region 
sometimes has the problem of enlarged incisive 

Figure 7: Pediculated connective tissue flap of palate (VIP-CT) 
covered the expanded alveolar ridge in anterior maxillary region

Figure 8: Histologic feature of epithelialized Vip-ct flap after 3 
months (H and E, original magnication 100×)

Figure 9: Lingual position of inserted fixtures at mandibular 
posterior region in comparison with lower dental arch
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foramen in some patients that will inhibit simultaneous 
application of ridge split technique along with implant 
insertion.[28]

The recommended width of ridge for ridge splinting is 
3-4 mm.[29] In our study, there were four patients with 
the ridge width lower than this amount. The patients 
were selected through preoperative CBCT. Difference 
between measured widths in CBCT with direct bone 
measurements after flap reflection was the reason. 
However, this technique successfully worked in these 
patients. Success rate of implants in the present study 
was 100% that may be due to good patient selection 
and automatic deletion of the patients in whom this 
technique was not appropriate (three patients with 
cortical bone fracture) which is consistent with other 
researches.[30,31] This denotes that if this technique is 
used properly and in a right situation, the result will 
be predictable. This technique could be more easily 
applied for younger patients. In old patients, elasticity 
of the bone is reduced and the expansion needs more 
detailed attention to the technical note. However, old 
age is not a concern and this technique was used 
successfully in these patients. In three young patients 
aged from 16-24 years, this technique was used to 
reconstruct anterior maxillary region after traumatic 
loss of anterior teeth. No case of mandibular incisor 
tooth loss replacement was present in our series. This 
study showed that the time interval between ridge 
splitting along with simultaneous implant insertion 
and the beginning of prosthodontic treatment could 
be reduced as low as 3 months which is shorter than 
other studies.[32]

CONCLUSION

Ridge splitting technique in both jaws will have the 
predictable outcomes, if appropriate cases selected and 
special attention is paid to details; then the waiting 
time between surgery and beginning of prosthodontic 
treatment can be reduced to 3 month.

ACKNOWLEDGMENTS

This study was supported by a grant from the Vice 
Chancellor of Research of Mashhad University of Medical 
Sciences. The results presented in this work have been 
taken from thesis (number:900990).

REFERENCES

1. Chiapasco M, Zaniboni M, Boisco M. Augmentation procedures 
for the rehabilitation of deficient edentulous ridges with oral 

implants. Clin Oral Implants Res 2006;17:136-59.
2. Laster Z, Reem Y, Nagler R. Horizontal alveolar ridge distraction 

in an edentulous patient. J Oral Maxillofac Surg 2011;69:502-6.
3. Castillo R. Horizontal ridge augmentation before placing 

implants using a double-bone, double resorbable membrane 
technique: Two clinical cases. Eur J Esthet Dent 2010;5:340-56.

4. Aghaloo TL, Moy PK. Which hard tissue augmentation techniques 
are the most successful in furnishing bony support for implant 
placement? Int J Oral Maxillofac Implants 2007;22:49-70.

5. Jensen SS, 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;24:218-36.

6. Komarnyckyj OG, London RM. Osteotome single-stage dental 
implant placement with and without sinus elevation: A clinical 
report. Int J Oral Maxillofac Implants 1998;13:799-804.

7. Engelke WG, Diederichs CG, Jacobs HG, Deckwer I. Alveolar 
reconstruction with splitting osteotomy and microfixation of 
implants. Int J Oral Maxillofac Implants 1997;12:310-8.

8. Sethi A, Kaus T. Maxillary ridge expansion with simultaneous 
implant placement: 5-year results of an ongoing clinical study. 
Int J Oral Maxillofac Implants 2000;15:491-9.

9. Lustmann J, Lewinstein I. Interpositional bone grafting technique 
to widen narrow maxillary ridge. Int J Oral Maxillofac Implants 
1995;10:568-77.

10. de Wijs FL, Cune MS. Immediate labial contour restoration for 
improved esthetics: A radiographic study on bone splitting in 
anterior single-tooth replacement. Int J Oral Maxillofac Implants 
1997;12:686-96.

11. Simion M, Baldoni M, Zaffe D. Jawbone enlargement using 
immediate implant placement associated with a split-crest 
technique and guided tissue regeneration. Int J Periodontics 
Restorative Dent 1992;12:462-73.

12. Jensen OT, Ellis E. The book flap: A technical note. J Oral 
Maxillofac Surg 2008;66:1010-4.

13. Anitua E, Begoña L, Orive G. Clinical evaluation of split-
crest technique with ultrasonic bone surgery for narrow ridge 
expansion: Status of soft and hard tissues and implant success. 
Clin Implant Dent Relat Res 2013;15:176-87.

14. Kang T, Fien MJ, Gober D, Drennen CJ. A modified ridge 
expansion technique in the maxilla. Compend Contin Educ Dent 
2012;33:250-2, 254, 256.

15. Han JY, Shin SI, Herr Y, Kwon YH, Chung JH. The effects of 
bone grafting material and a collagen membrane in the ridge 
splitting technique: An experimental study in dogs. Clin Oral 
Implants Res 2011;22:1391-8.

16. Jensen OT, Mogyoros R, Owen Z, Cottam JR, Alterman M, Casap 
N. Island osteoperiosteal flap for alveolar bone reconstruction. 
J Oral Maxillofac Surg 2010;68:539-46.

17. Enislidis G, Wittwer G, Ewers R. Preliminary report on a 
staged ridge splitting technique for implant placement in the 
mandible: A technical note. Int J Oral Maxillofac Implants 
2006;21:445-9.

18. Amato F, Mirabella AD, Borlizzi D. Rapid orthodontic treatment 
after the ridge-splitting technique-a combined surgical-
orthodontic approach for implant site development: Case report. 
Int J Periodontics Restorative Dent 2012;32:395-402.



Rahpeyma, et al.: Lateral ridge split technique in implant placement

608 Dental Research Journal  /  September 2013  /  Vol 10  /  Issue 5

19. Tolstunov L, Hicke B. Horizontal augmentation through the 
ridge-split procedure: A predictable surgical modality in implant 
reconstruction. J Oral Implantol 2012.

20. Funaki K, Takahashi T, Yamuchi K. Horizontal alveolar ridge 
augmentation using distraction osteogenesis: Comparison with a 
bone-splitting method in a dog model. Oral Surg Oral Med Oral 
Pathol Oral Radiol Endod 2009;107:350-8.

21. Scipioni A, Calesini G, Micarelli C, Coppè S, Scipioni L. 
Morphogenic bone splitting: Description of an original 
technique and its application in esthetically significant areas. 
Int J Prosthodont 2008;21:389-97.

22. Sohn DS, Lee HJ, Heo JU, Moon JW, Park IS, Romanos GE. 
Immediate and delayed lateral ridge expansion technique in the 
atrophic posterior mandibular ridge. J Oral Maxillofac Surg 
2010;68:2283-90.

23. Moses O, Blasbalg Y, Herzberg R. Split crest to enlarge 
horizontal dimension of alveolar ridge. An overview of 
techniques and case demonstration. Refuat Hapeh Vehashinayim 
2011;28:46-53, 78.

24. Danza M, Guidi R, Carinci F. Comparison between implants 
inserted into piezo split and unsplit alveolar crests. J Oral 
Maxillofac Surg 2009;67:2460-5.

25. Mathews DP. The pediculated connective tissue graft: A 
technique for improving unaesthetic implant restorations. Pract 
Proced Aesthet Dent 2002;14:719-24.

26. Fagan MC, Owens H, Smaha J, Kao RT. Simultaneous hard and 
soft tissue augmentation for implants in the esthetic zone: Report 
of 37 consecutive cases. J Periodontol 2008;79:1782-8.

27. Kheur M, Gokhale S, Gokhale S, Jambekar S. Staged ridge 
splitting technique for horizontal expansion in mandible-A case 
report. J Oral Implantol 2012. 

28. Raghoebar GM, den Hartog L, Vissink A. Augmentation in 
proximity to the incisive foramen to allow placement of endosseous 
implants: A case series. J Oral Maxillofac Surg 2010;68:2267-71.

29. Jensen OT, Cullum DR, Baer D. Marginal bone stability using 
3 different flap approaches for alveolar split expansion for 
dental implants: A 1-year clinical study. J Oral Maxillofac Surg 
2009;67:1921-30.

30. Demetriades N, Park JI, Laskarides C. Alternative bone 
expansion technique for implant placement in atrophic edentulous 
maxilla and mandible. J Oral Implantol 2011;37:463-71.

31. Basa S, Varol A, Turker N. Alternative bone expansion technique 
for immediate placement of implants in the edentulous posterior 
mandibular ridge: A clinical report. Int J Oral Maxillofac 
Implants 2004;19:554-8.

32. Koo S, Dibart S, Weber HP. Ridge-splitting technique with 
simultaneous implant placement. Compend Contin Educ Dent 
2008;29:106-10.

How to cite this article: Rahpeyma A, Khajehahmadi S, Hosseini VR. 
Lateral ridge split and immediate implant placement in moderately 
resorbed alveolar ridges: How much is the added width?. Dent Res J 
2013;10:602-8.
Source of Support: This study was supported by a grant from the Vice 
Chancellor of Research of Mashhad University of Medical Sciences. 
Conflict of Interest: None declared.

Announcement

iPhone App
A free application to browse and search the journal’s content is now available for 
iPhone/iPad. The application provides “Table of Contents” of the latest issues, which 
are stored on the device for future offline browsing. Internet connection is required to 
access the back issues and search facility. The application is Compatible with iPhone, 
iPod touch, and iPad and Requires iOS 3.1 or later. The application can be downloaded 
from http://itunes.apple.com/us/app/medknow-journals/id458064375?ls=1&mt=8. For 
suggestions and comments do write back to us.


