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A RETROSPECTIVE ANALYSIS OF THE MEDIOPROXIMAL TIBIAL BONE GRAFT FOR
ORAL AND MAXILLOFACIAL RECONSTRUCTION

Min-Kyu Baek, II-Kyu Kim, Hyun-Young Cho, Keum-Soo Chang, Seung-Hoon Park,
Jong-Won Park, Kyung-Mo So
Department of Oral and Maxillofacial Surgery, Department of Dentistry,
College of Medicine, In-Ha University

Tibial bone grafts provide an adequate volume of cancellous bone with cortical bone, high biologic value of
bone, minimal gait disturbance and complications, and no special contraindications, and offer a superior
clinical results than any other donor sites.

Lateral appoach in tibial bone graft was used to gain large bone volume traditionally, but medial
approach provides low morbidity associated with the tibial anatomic structure, simple and safety surgical
procedure, and better comfortable to patients recently.

We have undertaken clinical and retrospective studies on patients in Dept. of Oral and Maxillofacial
Surgery, Inha University Hospital from April 2004 to January 2008. 50 patients have maxillofacial bony
defect as resection of bening tumor, cyst enucleation, alveolar bone resorption, sinus pneumatization were
recelved the tibial proximal autogenous particulated cancellous bone grafts. They were analyzed sex, age,
diagnosis of recipient site, lesion size, dornor site, cortical bone repositioning, complications and we con-
cluded favorable following results.

1. Medial approach for proximal tibia is safer and technically easier than lateral approach, associated

with the proximal tiblal anatomic structures, and short operative times.

2. Proximal tibia provides an adequate bone volume with predictability for oral and maxillofacial recon-

struction.

3. Patients rarely complain of pain, swelling, discomfort and dysfunction such as gait disturbance.

In conclusion, medial approach for proximal tibial graft seems to be a valuable tool for oral and maxillofa-
clal reconstruction.
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Fig. 1. The illustration shows an anatomy of right tibia (frontal{A) and cross section{(B) view) - illustrations

by Dr. Volker Modritscher?.
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Fig. 2. The illustration shows proximal tibia using medial approach with
horizontal(A) or oblique(B) incision line - illustrations by Dr. Federico

Hernandez-Alfaro’ .

Fig. 3. Clinical photographs show coHected proximal tibia cortlcal(*) and cancellous
bone(15ml).
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2 247 w4t 38.84], 36.84 T} (Table 1). A AR = AFFS = CTE 93 41949 &
Tab'e1 Distribution of sex and age e —
A Mabe _ Female BREENE T
11 ~ 20 3 1 4
21 ~ 30 11 3 14
31 ~ 40 7 3 10
41 ~ 50 10 3 13
51 ~ 60 4 1 5
61 ~ 70 2 1 3
71 ~ 80 1 0 1
Total 38 12 50
Table 2. Distribution of diagnosis
o R T e s B e e Male Female =
Cyst Radicular Cyst 16 5
Dentigerous Cyst 11 3
Odontogenic keratocyst 3 2 5
Residual Cyst 1 0 1
s>imple bone Cyst 0 1 1
Incisive canal Cyst 1 0 1
Benign Tumor Ameloblastoma 4 0 4
Complex Odontoma 0 1 1
Others Cleft 1 0 1
Sinus pneumatization 1 0 1
Total 38 12 50

Table3 Distribution of prospectlve bone volume

 Prospective bone volume (ml) ~~ Number

O over ~ b below 13

5~ 10 10

10 ~ 15 9

15 ~ 20 5

20 ~ 25 2

25 ~ 30 2

Total 41
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Table 4. Distribution of complications

Gait Disturbance
Wound Dehiscence
Osteomyelitis
Paresthesia
Exudate
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Fig. 4. Postoperative tibia anteroposterior and lateral views show cortical bone was repositioned
with titanium microplate and screws.
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