
Vol.3,n.1,pp.22-26 (Oct - Dec 2014) Journal of Surgical and Clinical Dentistry - JSCD

JSCD Openly accessible at http://www.mastereditora.com.br/jscd

LATERALIZATION OF THE INFERIOR
ALVEOLAR NERVE

TALITA SILVA GARBELINI¹*, MICHEL ZINI MOREIRA DA SILVA², PAULA GERALDINI3

1. Academic of Graduation Course of Odontology of Faculty Ingá; 2. Dental Surgeon; Professor of the Graduation Course of Odon-
tology of Faculty Ingá; Master and Specialist in Bucomaxilofacial Traumatology. 3. Dental Surgeon; Professor of the Graduation
Course of Odontology of Faculty Ingá; Orthodontics Specialist by DentalPress.

* Mario Clapier Urbinati 724, Zona 07, Bloco H, Ap 36, Maringá, Paraná, Brazil. CEP: 87020260. tatagarbelini@hotmail.com

Received: 25/08/2014; Accepted: 03/24/2014

ABSTRACT
Nowadays, with the growth in life expectancy of Brazilians,
the search for oral rehabilitation through dental implants
has increased considerably. In this case, the posterior
region of the identous mandible, there is a bone resorption
causing the bead to reduce, making it really difficult to
install implants in this area. On the posterior mandible
area, there is a special kind of care on the execution of this
technique because of the presence of the inferior alveolar
nerve. An alternative for these implant placements is the
lateralization of the inferior alveolar nerve. The purpose of
the study is to describe the technique of lateralization of the
inferior alveolar nerve (TLIAN) through a clinical case,
and show its importance in surgical planning and
prosthesis, reducing the incidence of sensorineural
dysfunction.
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1. INTRODUCTION

In accordance with Toledo Filho et al. (2005)¹ the
lateralization of the inferior alveolar nerve is one of the
options for prosthetic rehabilitation of patients with bone
defects or alveolar reabsorption moderate to severe in
the posterior mandible, and who have intolerance to
removable prosthesis.

Garg et al. (1998)² reported that bone
pathophysiology, rapid and progressive bone resorption
can occur after tooth extraction and is accentuated by the
use of removable prosthesis. General systemic factors
and local factors are responsible for the amount and the
pattern of bone resorption observed in the alveolar
process. This situation would result in a moderate or
severe atrophy of the mandible.

According to Silva et al. (1999)³, due to loss of teeth,
the alveolar ridge undergoes a continuous and

irreversible process of bone resorption in the vertical
portion. Thus, the resorption of the posterior portion of
the jaw usually leads to a lowered edge and,
consequently, the placement of implants in these regions
becomes challenging.

The posterior mandible bone features a quality
inferior compared to anterior and in such situations short
implants are installed to preserve the mandibular canal,
however the initial implant stability is unicortical4.

The lateralization of the IAN is a current technique,
which has proved a good alternative treatment in cases
of vertical atrophy5. This technique of lateralization of
the inferior alveolar nerve (TIAN), have been developed
to optimize the successful installation of mandibular
implants6.

Stellingsma et al. (2004)7 described that there are
some forms of treatment for atrophic posterior
mandibular short implants among them, tilted implants
and advanced surgeries such as distraction osteogenesis,
interpositional graft and lateralization of the inferior
alveolar.

According to Garcia Junior et al. ( 2006)8, the
technique of lateralization of IAN consists of exposing
the nerve and gentle pull the same out of the mandibular
canal laterally diverting its path and allowing implant
placement and there is no interference with the incisive
nerve. This technique has a low morbidity, if well
executed, and provides stable results, enabling the
fixation of implants in two cortical increasing resistance
to occlusal forces and ensuring a good proportion
between the implant and the prosthesis.

Research indicates that the smaller the length of the
implant, the higher the failure rate, and the larger the
diameter of the implant, the greater the bone loss
marginally9,10. Implantation of 5 mm diameter and 6 mm
in length has an area of bone contact of the implant
similar to a 3.75 mm diameter by 10 mm length11.

Griffin et al. (2004)12 report that implants with less
than 10 mm in length are associated with higher failure
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rates and to maximize results, short implants should be
joined together13.

To Hori et al. (2001)14, surgery lateralization buccal
alveolar neurovascular bundle allows less often the
placement of long bicortical implant and providing a
good locking is essential for the osseointegration process,
with the possibility, in many circumstances, the primary
load stability early prosthetic or ready.

Grounded by the literature, the IAN lateralization is
considered a high-risk surgery since this technique can
cause numbness, paresthesia or complete loss of
sensation in the region. In this case, it is essential that
the professional who performs this maneuver have the
field of operative technique in addition to anatomical
knowledge of the area to be operated, as well as the
mandibular canal and the physiology of the
neurovascular bundle15.

Some authors to be more precise in locating the
mandibular canal various imaging methods, including
conventional radiography in two dimensions, and
periapical orthopantomographic can be used in addition
to the CT16,17,18.

Kan et al. (1997)19 exposed several authors
emphasized that in addition to surgery should be
carefully indicated there full clarification and agreement
of the patient, the type of procedure with its possible and
almost inevitable sequelae, such as jaw fractures,
temporary paresthesias and even irreversible.

Based on the above, the objective of this study is to
describe by means of a clinical case, the technique of
lateralization of the inferior alveolar nerve (TLIAN) and
its importance in surgical planning and prosthesis, re-
ducing the incidence of neurosensory disorders.

2. CASE REPORT

ROM Patient, female, 38 years old, shows no patho-
logical condition. It was observed in panoramic radiog-
raphy bone resorption in mandibular posterior region
and the position of the inferior alveolar nerve (Figure 1).

On clinical examination was possible to observe the
absence of teeth 44, 45,46,47,48 (Figure 2).

Preoperative Medication: antibiotic prophylaxis
Starts 1 hour before the procedure with 2 mg of Amoxi-
cillin, coupled with an ampoule of injectable Dispropan®.
Anesthesia: regional block of IAN, Lingual Nerve and
Oral Nerve and infiltrating the right side.

Trapezoidal incision biangular low or Peter Novak
was performed. Then the mucoperiostal detachment with
the peeler of Molt, exposing the lateral border of the
mandibular body and the mental foramen the right side
(Figures 3 and 4).

Figure 1. Panoramic radiography as a diagnostic test.

Figure 2. View of the initial region where the surgery will be per-
formed.

Figure 3. View of the operated after the trapezoidal incision biangular
lower region.

The osteotomy was made with a carbide drill to drill
and nº6 for 702 straight piece, making the removal of
cortical bone to get to the Inferior Alveolar Nerve. Then
the detachment of this nerve was performed and used a
drain Per Rose to fend Inferior Alveolar Nerve allowing
the installation of dental implants (Figure 5 and 6).
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Figure 4. Location of mental foramen.

Figure 5. Osteotomy to remove the cortical window.

Figure 6. Inferior Alveolar Nerve Exposure.

A drilling for installation of dental implants and the
type Neodent® EX External Hexagon 11mm x 3.75 mm

was made soon after the installation the cortical bone
was repositioned and sutures the scalloped type.

Postoperative medication: amoxicillin 500 mg (8/8 h,
for 7 days), Ibuprofen 600 mg (6/6 h, for 3 days), Lisa-
dor® (35 drops, 6/6 h, for 3 days), Citoneurim® (5g sin-
gle tablet daily, for 20 days) . After surgery, the patient
reported paresthesia for two weeks.

Figure 7. Drilling for placement of implants.

Figure 8. implants already installed.

3. DISCUSSÃO
Ferrigno et al. (2005)20 showed that the IAN

transposition technique, when used in severely atrophied
posterior mandible, allows the installation of appropriate
length and good primary implant stability.

Several authors reported that for the technique and
the lateralization of the inferior alveolar nerve
transposition distance between the mandibular canal and
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the alveolar ridge should be less than 10-11
mm17,18,20,21,22,23.

Figure 9. Repositioning cortical bone.

Figure 10. Sutured tissue.

The literature shows no reports of contraindications
for transposition and lateralization of the inferior
alveolar nerve, provided there are no problems of
systemic order10,18,21,47,49. However, the jaw may present
an advanced process of resorption of the alveolar ridge,
surgery for transposition and lateralization of the inferior
alveolar nerve is contraindicated 48,50.

In the case presented the patient was in a state of
unstable general health with no restrictions for the
surgical procedure according to the literature
10,18,22,2324,25.

According to Garcia Junior et al. (2006)8, studies
showed that rates neurosensitivas recoveries are close to
100%. The principles of surgical technique, makes the
lateralization of the inferior alveolar neurovascular
structure a secure, viable and approval procedure by
patients.

However, Rosenquist (1994)24 reported that recovery

of the neurosensitive disorders varies according to age,
and is more time consuming in the elderly when surgical
damage the traction of the inferior alveolar nerve. When
the traction of the nerve is less than 5% function is
restored from 4 to 6 months, when traction is greater
perineural disruption may occur with prolonged
paresthesia, or even the final paresthesia.

This study corroborates the literature studied,
because the patient reported paresthesia in the inferior
alveolar region of the right side after surgery and after
two weeks there was a neurosensitive recovery.

According to Toledo-Filho et al. (2005)1, the
procedure can be time consuming, since it requires
intense concentration, surgical team with experience and,
especially, the selection of patients and elucidated aware
about the risks and benefits of the technique.

4. CONCLUSION

For the literature review and presentation of clinical
and surgical case, it can be concluded that:

The Inferior Alveolar Nerve Lateralization is an op-
tion for prosthetic rehabilitation in patients with alveolar
resorption in the posterior edentulous mandible.

In TLIAN the use of long implants may be allowed.
The LIAN is a thorough technique, it can cause tem-

porary sensory loss after the procedure
This same technique, when it is not possible to install

short implants in posterior regions, patients who opt for
treatment with dental implants need not extract the teeth
prior to performing the technique of Branemark proto-
col.

REFERENCES
[1]. Toledo Filho Jl, Marzola C, Toro Ils, Toledo Neto JL.

Transposição do plexo nervoso alveolar inferior para
fixação de implantes. Rev Odontol Acad Tiradentes
Odontol. 2005; 5(7):784-97.

[2]. Garg AK, Morales MJ. Lateralization of the inferior
alveolar nerve with simultaneous implant placement:
surgical techniques. Pract Period Aesthet Dent. 1998;
10(9):1197-204.

[3]. Silva A C, et al. Osteotomia segmentar da mandíbula com
lateralização do nervo alveolar inferior para restabelecer o
adequado espaço entre os arcos dentários.  Robrac. 1999;
8(26):39-42.

[4]. Rudolf MS, et al. Quantification off bone resorption in the
foramidal region off the atrophic mandible. The
International Journal of Oral and Maxillofacial Implants.
2007; 22(4):609-15.

[5]. Allhassani AA, Alghamdi AST. Inferior alveolar nerve
injury in implant dentistry: diagnosis, causes, prevention
and management. Journal of Oral Implantology. 2010;
36(5):401-7.

[6]. Di Pillo L, Rapoport A. Importância da lateralização do



Garbelini & Geraldini. / J. Surg. Clin. Dent. V.3,n.1,pp.22-26 (Oct - Dec 2014)

JSCD Openly accessible at http://www.mastereditora.com.br/jscd

nervo alveolar inferior para os implantes mandibulares.
Disponível em:
<http://sbccp.netpoint.com.br/ojs/index.php/revistabrasccp/
article/viewFile/341/3,p.16 6-170>.
Acesso em: 12/08/2014

[7]. Sttelingsma K, et al. Implantology and the severly resorbed
edentulous mandible. Critical Reviews in Oral Biology and
Medicine, Alexandria. 2004; 15(4):240-8.

[8]. Garcia Junior, I. R., et al. Vestibularização da estrutura
neurovascular para colocação de implantes dentais.
Innovations Implant Journal. 2006; 01(01):71-4.

[9]. Goodacre CJ, Kan JYK, Rungcharassaeng K. Clinical
complications of osseointegrated implants. J Oral Prosthet
Dent. 1999; 81:537-52.

[10].Ivanoff CJ, Gröndahl K, Sennerby L, et al. Influence of
variations in implant diameters: A 3 to 5 year retrospective
clinical report. Int J Oral Maxillofac Implants. 1999;
14:173-80.

[11].Winkler, S.; Morris, H. F.; Ochi, S. Implant survival to 36
months as related to length and diameter. Ann Periodontol.
2000; 5:22-31.

[12].Griffin, T. J.; Cheung, W. S. The use of short, wide
implants in posterior areas with reduced bone height: a
retrospective investigation. J Prosthet Dent. 2004;
92:139-44.

[13].Tawil G, Younan R. Clinical evaluation of short,
machined-surface implants followed for 12 to 92 months.
Int. J Oral Maxillofac Implants. 2003; 18:894-901.

[14].Hori M, et al. Neurosensory function and implant survival
rate following implant placement with nerve
transpositioning: a case study. J of Oral Sci, Tokyo. 2001;
43(2):139-44.

[15].Peleg M, et al. Lateralization of the inferior alveolar nerve
with simultaneous implant placement: a modified
technique. Int J Oral Maxillofacial Implants. 2002;
17(101):01-6.

[16].Klinge B, Petersso A, Maly P. Location of the mandibular
canal: comparison of macroscopic findings, conventional
radiography, and computed tomography. Int J Oral
Maxillofac Implants. 1989; 4:327-32.

[17].Toledo-Filho JL, Marzola C, Toledo-Neto JL. Estudo
morfométrico seccional da mandíbula aplicado às técnicas
de implantodontia, cirurgia e traumatologia
bucomaxilofacial. Rev FOB, Bauru, SP. 1998; 6(1):23-39.

[18].Marzola, C. Fundamentos de cirurgia bucomaxilofacial.
São Paulo: Ed. Big Forms. 2008; 6.

[19].Kan JY, et al. Mandibular fracture after endosseous
implant placement in conjunction with inferior nerve
transposition: a patient treatment report. The Int J of Oral
& Maxillofac Implants. 1997; 12(5):655-9.

[20].Ferrigno N, Laureti M, Fanali S. Inferior alveolar nerve
transposition in conjunction with implant placement. The
Int J of Oral & Maxillofac Implants. 2005; 20(4):610-20.

[21].Jensen J, Reiche-Fischel O, Sindet-Pedersen S. Nerve
transposition and implant placement in the atrophic
posterior mandibular alveolar ridge. J Oral Maxillofac.
Surg. 1994; 52:662-8.

[22]. Rosenquist B. Implant placement in combination with
nerve transposition: Experience with the first 100 cases. Int
J of Oral & Maxillofac Implants. 1994; 9(5):522-31.

[23].Babbush CA. Transpositioning and repositioning the
inferior alveolar and mental nerves in conjunction with

endosteal implant reconstruction. Periodont. 2000;
17:183-90.

[24].Rosenquist, B. Fixture placement posterior to the mental
foramen with transpositioning of the inferior alveolar nerve.
Int J of Oral & Maxillofac Implants. 1991; 7(1):45-50.

[25].Bovi M. Mobilization of the inferior alveolar nerve with
simultaneous implant insertion: a new technique: case
report. The Int J of Period & Rest Dent. 2005;
25(4):375-83.

[26].Kan JYK, Lozada JL, Goodacre CJ, et al. Endosseous
implant placement in conjunction with inferior alveolar
nerve transposition: An evaluation of neurosensory
disturbance. Int J Oral Maxillofac Implants. 1997;
12:463-71.


