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Abstract Since its introduction by Ilizarov, the distraction osteogenesis technique has been used to
treat trauma-related conditions, infections, bone tumors, and congenital diseases, either as
methods of bone transport or elongation. One of the major dilemmas for the orthopedic
surgeon who performs osteogenic distraction is establishing a reproducible method of
assessing the progression of the osteogenesis, enabling the early detection of regenerate
failures, inorder toeffectively interfereduring treatment, and todetermine theappropriate
time to remove the external fixator. Several quantitative monitoring methods to evaluate
the structural recovery and biomechanical properties of the bone regenerate at different
stages, aswell as thebonehealing process, are under study. Thesemethods can reveal data
on bone metabolism, stiffness, bone mineral content, and bone mineral density. The
present review comprehensively summarizes the most recent techniques to assess bone
healing during osteogenic distraction, including conventional radiography and pixel values
in digital radiology, ultrasonography, bone densitometry and scintigraphy, quantitative
computed tomography, biomechanical evaluation, biochemical markers, and mathemati-
cal models. We believe it is crucial to know the different methods currently available, and
we understand that using several monitoring methods simultaneously can be an ideal
solution, pointing to a future direction in the follow-up of osteogenic distraction.

Resumo Desde que foi descrita por Ilizarov, a técnica de osteogênese por distração tem sido
utilizada para o tratamento de diversas condições relacionadas ao trauma, infecções,
tumores ósseos e doenças congênitas, na forma de transporte ou alongamento ósseo.
Um dos dilemas mais comuns do cirurgião ortopédico que realiza distração osteogê-
nica é o estabelecimento de um método reprodutível de verificação da progressão da
osteogênese, que permita a detecção precoce de falhas no regenerado, para que se
possa interferir de forma eficaz durante o tratamento, bem como determinar o tempo
apropriado de remoção do fixador externo. Recentemente, vários métodos de moni-
toramento quantitativo, com os quais se poderia avaliar a recuperação da estrutura e as
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Introduction

Since its introduction by Ilizarov, the distraction osteogene-
sis technique has been used to treat trauma-related con-
ditions, infections, bone tumors, and congenital diseases,
either as a bone transport or elongation method. The success
of the distraction osteogenesis technique relies upon a
number of factors, including low-energy osteotomy, stable
fixation, acceptable latency period, adequate distraction
rhythm, and functional limb maintenance during distrac-
tion.1 The location of the osteotomy also influences the
quality of the regenerate; metaphyseal osteotomies are
more likely to lead to sufficient bone callus formation. The
latency period between the osteotomy and the beginning of
the distraction ranges from 5 to 7 days, that is, the time
required for the formation and organization of the hemato-
ma to maximize the development of a regenerate with
proper vascularization. Most authors recommend a distrac-
tion rate of 0.25mm 4 times a day.1

Careful anamnesis and physical examination are required
before starting the osteogenic distraction process. It is criti-
cal to identify some risk factors that may disturb the forma-
tion of the regenerate, such as concomitant diseases, drug
use and smoking, age, malnutrition, diabetes mellitus,
chronic use of non-steroidal anti-inflammatory drugs, the
etiology of the abnormality, previous surgeries at the osteot-
omy sites, tumors, and vascularization changes in the sur-
rounding tissues.1–3

One of the major dilemmas for the orthopedic surgeon
who performs osteogenic distraction is establishing a repro-
ducible method of assessing the progression of the , enabling
the early detection of regenerate failures, in order to effec-
tively interfere during treatment, and to determine the
appropriate time to remove the external fixator.4

Regenerate assessment and monitoring

Radiography
There are several ways to monitor the formation of the bone
regenerate. Plain radiography is the most widely used meth-
od for evaluation andmonitoring,1 and it is themost readily-

available and clinically-accessible test.3,5 As such, plain
radiography is the most cost-effective imaging method to
monitor all aspects of bone regeneration,6,7 even though it
depends on the experience of the professional in charge of
the evaluation.1

The major disadvantage of radiography compared with
other methods in the follow-up of patients undergoing bone
lengthening procedures is its inability to detect the presence
of a new regenerate until the deposition of a considerable
amount of calcium.3 Biologically, calcification lags to osteoid
formation, and a few weeks may pass before radiography
shows any evidence of bone response to stretching.8

The success of osteogenic distraction depends on serial
radiographic evaluation, which is essential to guide deci-
sions, such as removing external fixators and changing the
distraction rate. The observation of three to four healed
cortices on anteroposterior and lateral radiographs is com-
monly used as an endpoint for healing.9,10 While useful,
there is much disagreement among practitioners regarding
this this method, with reported interobserver rates lower
than 0.5.11 Plain radiography and clinical examination usu-
ally back the decision to remove the fixator; however,
fracture rates ranging from 30% to 50% have been reported
when using these criteria.12–14 The observation of 2mm of
cortexwith a density similar to that of normal bone and three
cortices on radiography define adequate corticalization. For
elongations greater than 10 cm or 50% of the original tibial
length, the presence of 3 cortices seems inadequate, and
delaying the time to remove the fixator until the fourth
cortex is alsowell formed is advisable to prevent the delayed
subsidence of the tibia.15

Shyam et al.15 described the callus diameter ratio, calcu-
lated by the average anteroposterior and lateral diameters of
the callus divided by the average diameters of the proximal
and distal ends of the corticotomy. Mamada et al.16 reported
a significant increase in the fracture rate when this ratio was
lower than 80%.

Traditional radiographic techniques enable the qualitative
assessment of new bone formation; however, the formation
of new bone has never been properly quantified. The lack of

propriedades biomecânicas do regenerado ósseo em diferentes estágios, além do
processo de cicatrização óssea, têm sido amplamente investigados. Por essesmétodos,
pode-se saber o conteúdo mineral ósseo, a densidade mineral óssea, a rigidez e o
metabolismo ósseo. Nesta revisão, resumimos de forma abrangente as técnicas mais
recentes para avaliar a cicatrização óssea durante a distração osteogênica, entre elas,
métodos como a radiografia convencional e os valores de pixels em radiologia digital, a
ultrassonografia, a densitometria e a cintilografia ósseas, a tomografia computadori-
zada quantitativa, a avaliação biomecânica, os marcadores bioquímicos e os modelos
matemáticos. Consideramos fundamental o conhecimento dos diversos métodos à
disposição atualmente e entendemos que a utilização de vários métodos de monito-
ramento simultaneamente possa ser uma solução ideal, que aponte para uma direção
futura no seguimento da distração osteogênica.
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an objective measurement method may result in high intra-
observer and interobserver errors in radiographic subjective
measurements.17

Starr et al.18 evaluated the commonly-cited criterion of
the presence of 3 of the 4 continuous cortices with at least
2mm in thickness on anteroposterior and lateral radio-
graphs. These authors18 reported lowmean kappa reliability
coefficients for intraobserver (0.290) and interobserver
(0.127) responses, showing that the assessment of the num-
ber of cortices by itself is a poor indicator of the moment to
remove the fixator and also showing its insufficiency as an
isolated method.

Eyres et al.19 reported that although ultrasonography and
bone densitometry using dual-energy X-ray absorptiometry
(DEXA) provides valuable information on the distribution
and amount of new bone formed during distraction osteo-
genesis, high-resolution radiography helps in the detection
of small cortical defects not identified by other imaging
techniques.

Pixel value in digital radiology
Traditional radiographic techniques enable the qualitative
assessment of new bone formation, but only digital radiology
can quantify it.8,20 The quantitative methods include quan-
titative computed tomography (QTC),21,22 quantitative tech-
netium scintigraphy,20 and DEXA bone densitometry,19 and
they measure the mineralization of the bone regenerate,
which correlateswith its stiffness;23 however, they are costly
and require the patient to undergo additional imaging
tests.24 The use of pixel value on digital radiographs14,25

has been proven to be a cost-effective method to measure
changes in regenerate mineralization and to provide objec-
tive parameters for the decision-making process.17

The pixel value enables the evaluation of the bonemineral
density (BMD), as well as the assessment of the healing of the
bone regenerate by comparing its density to that of the
adjacent bone. As the density of the bone regenerate
increases with healing, its pixel value approaches that of
the adjacent normal bone.26

Gray value (GV) is another indicator to assess bone heal-
ing. A grayscale image is a data matrix that represents a
specific range of brightness values in which 0 means black
and255 refers towhite. In a grayscale image, the portionwith
high brightness represents the object with higher density or
thickness; the part with low brightness transmission repre-
sents the object with lower density or thickness.28

Singh et al.6 serially evaluated the pixel values from
regenerated and adjacent bone segments during bone
lengthening in achondroplastic patients. Next, they calculat-
ed the pixel value ratio (pixel ratio¼ [(average pixel value
from the proximal segmentþ average pixel value from the
distal segment)/2]/average pixel value from the new bone
formation). Several authors have shown that patients with
regenerate fractures present pixel value ratios lower than 0.8
at the time of fixator removal.5,14,15,17 Pixel value ratios can
be used as an adjunct to the digital radiological assessment to
help detect early healing disorders and customize weight
bearing. These values may also be an objective guide for

fixator removal. However, this method does not directly
measure the stiffness of the bone regenerate.4,6

The pixel value technique using digital radiographs min-
imizes the variation in intra- and interobserver responses
observed with plain radiographs;1,5 in addition, it is a reli-
able, available, and low-costmethod to assess thematuration
of the regenerate.4,17,26 However, as a digital radiology
imaging-based mathematical method, the pixel value tech-
nique has limitations similar to those of conventional radi-
ology to evaluate the initial regenerate.26

Ultrasound
The principle of using ultrasonography for regenerate evalu-
ation is that broadband ultrasonic attenuation signals can
assess BMD changes. The ultrasound passing through body
tissue suffers attenuation; the amount of attenuation relates
to tissue characteristics. The velocity of the ultrasonic waves
and the amplitude of the attenuation through bone tissue
enable the calculation of thebonemineral content (BMC) and
the determination of bone structure and strength.29 The
inability of ultrasound to penetrate cortical bone limits the
ultrasonographic assessment of normal mature bone. How-
ever, high-resolution linear ultrasound can evaluate new
bone with incomplete remodeling and calcification.1,30 Con-
trast-enhanced ultrasound (CEUS) can provide an early
indication of neovascularization and back the diagnosis of
poor bone regeneration.31 In addition, ultrasound enables
the prediction of bone callus formation through the obser-
vation of blood flow changes around the new bone, which
can compensate for the poor early visualization of the callus
on radiography.32

Ultrasonography is a non-invasive, effective, inexpensive,
and ionizing radiation-free method to assess bone healing. It
can detect new bone formation four to six weeks before
radiography,26 and it indicates the rate of formation of new
bone in the early stages of distraction.33 Therefore, early
assessment is best performed by ultrasound, which enables
the detection of unmineralized osteoid and the presence of
any defects in the callus.8

However, Eyres et al.19 observed that ultrasonography
does not detect alterations in the medullary region of the
bone after corticalization, even when using a 5-MHz fre-
quency probe. Ultrasound helps to identify defects in the
corticalization of the regenerate not recognized by DEXA or
radiography. Nevertheless, it is an examiner-dependent
method subject to the surgeon’s experience and familiarity.
In addition, it does not enable the evaluation of bone
alignment, and it presents limitations regarding the evalua-
tion of the final stages of osteogenic distraction, with a small
role in the decision to remove the external fixator.26

Bone densitometry by DEXA
Bone densitometry by DEXA uses X-ray sources to emit two
different radiation energies. It enables the measurement of
energy absorption through bone and soft tissue separately,
discarding the influence of soft tissues. As a result, it meas-
ures the BMC and the BMD area (BMDa) and shows changes
in bone trabeculae.34
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The ability of bone densitometry to determine the amount
and rate of new bone formation is an advantage over other
methods such as ultrasound and radiography. Densitometry
and ultrasonography can identify new bone within one to
twoweeks after osteotomy; in contrast, radiography requires
four to eight weeks. Bone densitometry also enables the
measurement of the alignment and distraction of the limbs
through the entire lengthening period. This is an advantage
over ultrasonography, which enables the evaluation of the
regenerate only during the initial stages of distraction, when
corticalization has not yet occurred.19

Several studies have suggested DEXA scanning as a tool to
assess regenerate quality during the distraction phase and to
decide the appropriate time for fixator removal.1,13

Saran and Hamdy13 used bone densitometry and plain
radiography to determine the moment of stabilization of the
BMD of the regenerate, and they found rates of fracture and
deformity of the bone regenerate after removal of the external
fixatorof3.6%and0%respectively, evenwithweightbearingas
tolerated and no use of immobilization by patients.

Shyam et al.15 calculated the BMD ratio based on the
relationship between the BMDs of thebone regenerate and of
the normal bone, and they observed that an index higher
than 0.85 would significantly prevent fracture and angula-
tion of the bone regenerate after external fixator removal.

The measurement of cortex mineralization through bone
densitometry is an objective method to assess the regener-
ate, as it enables a quantitative evaluation. However, its
limitations include high costs and low relative availability,
preventing its clinical applicability on a large scale.17,26

Bone scintigraphy
Three-phase bone scintigraphy is a non-invasive method to
semiquantitatively assess changes in blood flow, blood dis-
tribution, and bone metabolism. The blood supply is consid-
ered closely related to the regenerate production capacity in
distraction osteogenesis.35

Kawano et al.36 assessed whether bone scintigraphy using
technetiumcouldhelp evaluate andpredict bone regeneration
by comparing clinical indices, such as those of distraction,
maturation, and external fixation, with bone scintigraphy
data, including the perfusion index, the uptake ratio of the
blood-pool image, and the uptake ratio of the delayed image.
They concluded that three-phase bone scintigraphy is a reli-
able method to assess osteogenic distraction compared to
clinical indices, especially the uptake ratio of the delayed
image, which demonstrated greater predictability.

Despite the predictive potential of bone scintigraphy, few
clinical studies have evaluated its use in osteogenic distrac-
tion.36 In addition, its high cost and relatively lowavailability
are limitations to its clinical applicability on a large scale.
Moreover, this technique does not enable a concurrent
assessment of bone alignment.

Quantitative Computed Tomography
Quantitative computed tomography measures BMD and
evaluates bone alignment and body composition through a
special software in a standard scanner. It provides a high-

precision, low-error assessment, making it an excellent
method to determine BMD changes over time.26

Quantitative computed tomography relies on the differ-
ences in the absorption of ionizing radiation by different
tissues, enabling the comparison of attenuation measure-
ments with standard reference values to determine param-
eters such as the BMC and BMD.37 In addition, QCT can use
three-dimensional images to assess the bone callus, for it
enables performance of a finite element analysis to predict
bone callus strength, with applications in musculoskeletal
research.26

However, its high cost and radiation dose demand con-
sideration; moreover, currently, it is not widely applicable
and available. Further studies are required to address these
issues. With the development of QCT, the assessment of the
bone regenerate may provide more valuable information,
including bone healing monitoring and a prediction of its
strength with finite element analysis.26

Biomechanical assessment
Measuring changes in bone mechanical properties is the
most direct method of assessing the bone healing process.
Bone biomechanics is based on engineering mechanics,
assessing bone quality per the mechanical properties of
bone tissue under external action and the poststress biologi-
cal effect on bone tissue.38 The assessment of themechanical
properties of osteogenic distraction and new bone tissue
often employs flexion, torsion, tension, and compression
tests.39,40 Bone mechanical parameters, such as flexural
and torsional stiffness, help to understand bone healing.41

The major limitation of biomechanical evaluation for
regenerate monitoring is the risk of potential bone damage
caused by the stress tests used in the measurement process.
As such, the biomechanical evaluation is currently restricted
to medical research.26

Lineham et al.42 described a potential indirect bio-
mechanical assessment by measuring the deflection of the
Kirschner wires used to assemble the circular external fixa-
tion during stretching and bone transport. These authors42

observed that wire deflection was significantly associated
with stability determined clinically and radiologically. Al-
though this was a pilot study and the method remains
unavailable, developing new in vivo biomechanicalmeasure-
ment devices could help the clinical practice.

Biochemical markers
Theoretically, an alteration in bone metabolism can lead to
subsequent morphological changes. In other words, varia-
tions in bone turnover markers (BTMs) levels should occur
earlier than identifiable BMDmodifications. Therefore, BTMs
are a potential new method to assess bone healing and they
may be a valuable addition to imaging tests.26

Several types of BTMs have been identified,43 including
osteocalcin (OC), bone-specific alkaline phosphatase (BSAP),
procollagen type I N-terminal propeptide (PINP), and pro-
collagen type I carboxy-terminal propeptide (PICP). Their
levels may reflect the biological in vivo activities of osteo-
blasts and osteoclasts.44
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Fink et al.46 studied the relationship between BTMs and
radiographic density during distraction osteogenesis, and
they found that serum OC and PICP levels can provide
valuable information on bone formation during treatment.

Leung et al.47 studied a model of osteogenic distraction in
goats and found a strong correlation between BSAP activity
in plasma and the radiological morphology and biomechani-
cal properties of the new bone. This correlation shows the
potential use of BSAP to monitor the process of bone callus
change and formation.

Kumar et al.45 prospectively studied 168 patients with
closed tibial fractures treated with locked intramedullary
nails, and they demonstrated that BTM (BSAP, OC, and PINP)
levels were significantly lower in subjects with late
consolidation.

Several bone metabolic markers to monitor bone healing
have been reported, some with a high degree of theoretical
feasibility. However, further well-designed experimental
and clinical studies are still needed to determine the clinical
applicability of these biochemical markers in the follow-up
and evaluation of the bone regenerate.26

Mathematical model
Reina-Romo et al.48 presented a mathematical model based
on a finite element structure to study the spatial and
temporal patterns of osteogenic distraction close to the
osteotomy site. A distraction rate of 0.3mm a day resulted
in an early increase in mean bone density. Computationally,
this lower distraction rate is accompanied by a lower
level of mechanical stimulation, which stimulates osteo-
genesis. In contrast, a distraction rate of 2mm a day
produces nonunion;49 this finding is consistent with
most clinical outcomes that consider that a distraction
rate of around 1mm a day has the best effects on tissue
regeneration.50

Subsequently, Reina-Romo et al.51 extended the previous-
ly-developed differentiation model by incorporating ten-
sion-compression asymmetry. The new model considers
that bone formation under traction would comprise mainly
intramembranous ossification; in contrast, bone formation
under a compressive loadwould consist mostly of endochon-
dral ossification.52 As such, the mechanical stimulus to
activate bone tissue formation would be higher under ten-
sion rather than compression.53

Hence, the biomechanical computational model of the
bone transport process based on experimental models could
be a useful tool in the follow-up of osteogenic distraction.54

Bone regenerate classification

Although radiographs can provide valuable information
about the distraction rate and regenerate alignment, quali-
tative and quantitative assessments of this newbonemust be
careful until the determination of the reliability and signifi-
cance of these features.8

During radiographic evaluation, changes in limb position,
beam penetrance, and magnification can significantly alter
the image obtained. Observers may interpret the character-

istics under scrutiny differently, and the relationship be-
tween these characteristics and the outcome is unclear.8

Several authors have tried to classify bone regeneration;
however, with a few exceptions, the reliability and repro-
ducibility of these classification systems have not been
tested.2,8,55,56 Some of these studies also have the disadvan-
tage of presenting relatively small sample sizes and a rela-
tively large number of influencing factors that limit the
interpretation of their findings.49

►Table 1 shows a review of the bone regenerate classifi-
cation systems reported in human and animal studies.

Catagni55 described his radiological classification of the
regenerate during osteogenic distraction with the Ilizarov
apparatus based on a clinical experiencewithmore than 800
cases. He classified the bone regenerate as normotrophic,
hypertrophic, and hypotrophic, drawing attention to the
need for its careful monitoring in search of features that
could influence the stretching outcome. Although this clas-
sification provided critical insight into problems that may
occur during osteogenesis, it was based purely on one
observer’s experience and does not consider the variability
in bone response due to patient age, osteotomy site, or
underlying pathology.8,10,57

Donnan et al.8 reviewed the existing classification sys-
tems and combined the essential characteristics of the other
classifications into three groups: form, consistency, and
polarity. Based on this new classification, these authors8

observed moderately good interobserver agreement regard-
ing shape and consistency but only fair agreement regarding
polarity. Archer et al.5 evaluated the inter- and intraobserver
agreement of the classification by Donnan et al.,8 and they
observed moderate interobserver and good intraobserver
reliability.

Li et al.49 developed a bone regenerate classification
system based on the shape of the radiographic callus and
the fracture type in different limb-lengthening stages, from
osteotomy to distraction, consolidation, and fixator removal.
They classified the radiographic features of distraction oste-
ogenesis per shape and type. Shape consisted of callus width
compared to the original bone osteotomy site. The type was
based on four osteogenic distraction patterns (sparse, ho-
mogeneous, heterogeneous, and transparent) and three
densities (low, intermediate, and normal).

The grading system developed by Li et al.49 helps to record
and monitor the distraction and healing of the bone regen-
erate.4,49 Its reliable interobserver correlation and high level
of reproducibility for individual observersmakes it useful for
the follow-up of distraction osteogenesis.4,5,49

Using the classification by Li et al.,49 Isaac et al.3 observed
that homogeneous and heterogeneous osteogenic distraction
patterns yieldedgood outcomes,while transparent and sparse
patterns led to poor outcomes. As for shape, they noted that
fusiform, cylindrical, and lateral shapes yielded good out-
comes, while the concave shape led to bad outcomes. Thus,
these specific patterns may lead to potentially unsatisfactory
outcomes, requiring a therapeutic plan to nullify this effect,
such as adjusting the distraction rate and performing distrac-
tion-compression or bone grafting.
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Tirawanish and Eamsobhana58 classified callus density into
four patterns (three heterogeneous and one homogeneous).
Clinically, heterogeneous patterns may alert the surgeon to
potential issues, including a high distraction rate, fixator
instability, early diastasis of the osteotomy site, or deformity
correction. For these authors, thehomogenoushealing pattern
was ideal, while a heterogeneous patternwould have a higher
likelihood of a yielding poor outcome. They developed a
scoring system applicable to osteogenic distraction in lower-
limb lengthening treatments that is used to record and sum-
marize radiographic information; it enables the correlation of
the bone callus characteristics, and has the goal of predicting
good or bad outcomes. Thus, it is an assessment method to

monitor progression and foresee potential problems, enabling
the early adjustment of the treatment process if required. A
score of 8 or 9, for instance, would indicate a good outcome,
while a score lower than 7 would imply a poor outcome. This
system has been proven to be reliable and reproducible by
experienced and less experienced surgeons.

Final considerations

There are several methods to perform the quantitative assess-
ment of bone healing during osteogenic distraction, including
conventional radiography and pixel value in digital radiology,
ultrasonography, bone densitometry and scintigraphy, QCT,

Table 1 Overview of bone regenerate classification systems

Author Year Characteristics

Catagni55 1991 Normotrophic bone: first radiodense bone 20 days after corticotomy

Hypertrophic bone: bone formation before 20 days or bone wider than the
osteotomy ends

Hypotrophic bone: delayed bone formation, 30 days after corticotomy; multiple
radiolucency in the regenerate or hourglass-shaped bone

Hamanishi et al.2 1992 1. External: fusiform regenerate

2. Straight: homogeneous regenerate as wide as the original bone

3. Attenuated: regenerate narrower than the original bone

4. Opposite: regenerate at the end opposite the fixator

5. Pillar: poor regenerate, only in the central portion

6. Agenetic: only sparse calcification in the elongated gap

Orbay et al. 1992 Type I: homogeneous new bone joining the two osteotomy ends

Type II: the osteotomy is covered by a continuous segment of new bone but there
is a discontinuity in at least one of its cortices or the bone has an irregular
appearance

Type III: complete radiolucent defect across the site of new bone formation

Minty et al.56 1994 1: occasional patches of new bone

2: disorganized callus

3: regenerate in organized layers

4: early corticalization

5: complete bone bridge connecting the two osteotomy ends

Donnan et al.8 2002 Per the regenerate format (fusiform, contained, opposite, or attenuated)

Per the regenerate polarity (polarized or non-polarized)

Per the regenerate consistency (homogeneous, lucent, striated, or speckled)

Li et al.49 2006 According to shape: based on the width of the callus compared to the original
osteotomy osseous site (fusiform, cylindrical, concave, lateral, and central)

According to type: based on four patterns of osteogenic distraction (sparse,
homogeneous, heterogeneous, and transparent) and three densities (low,
intermediate, and normal)

Tirawanish and Eamsobhana58 2018 Systemmatching the diameter and density of the bone regenerate (scores from 2
to 9)

Part I: diameter – average percentage of the anteroposterior and lateral
diameters of the regenerate in relation to the bone diameter at the osteotomy
site (classified into groups from 1 to 5)

Part 2: density – subdivided into 1 (low density), 2 (low intermediate density), 3
(intermediate density), and 4 (high density)
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biomechanical evaluation, biochemical markers, and mathe-
maticalmodels. Thesemethods complement each other in the
monitoring of the bone-lengthening process, and all have
advantages and disadvantages (►Table 2).

We believe that knowing the different methods currently
available is fundamental. In addition, we understand that
using several monitoringmethods simultaneouslymay be an
ideal solution, pointing to a future direction in the follow-up
of osteogenic distraction.
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