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Advanced implant course



• Timing of Implant Placement
• Planning for Immediate Implant Placement
• Surgical technique of immediate implant placement
• To fill Or not to fill
• Closed Vs Open 
• Socket Shield
• Immediate implant in Periodontally affected teeth
• Immediate implant Vs Immediate Loading
• Techniques of immediate Loading





• Healed bone

• Healed Soft tissue

• Better Primary stability

• Favored implant direction

• Crestal bone resorption 

Delayed 
Implant 

• Patient satisfaction 

• Time 

• Comparable Results 
Immediate 

Implant
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Soft tissue BONE 





An established threshold of 2 mm is defined to avoid this complication (rieder et 
al. 2016)

• Maintain soft tissue stability at the crown margin 

• mask the greyish appearance caused by the titanium abutment and the implant collar itself.

Importance





Rolling

Visual 
Visual after 

staining 





Radiographic examination “CBCT”



• Minimal buccal plate thickness 1 mm
• 3 mms apical to the root (single root)
• In multi-rooted teeth, stability will be gained from:

✓ Inter-septal bone (type A – Type B)
✓ Circumferential wall of the socket (Type C)
✓ In one of the roots (3 mms apical to the root )



• Although , immediate implant placement provides good soft-tissue 
esthetic outcomes. It has greater risk of mid-facial mucosa recession.

• In immediate implant placement, soft-tissue augmentation seems to 
be less important than bone augmentation, although a significant 
increase in keratinized gingiva is important as keratinized gingiva is 
thought to contribute toward maintaining health of peri-implant tissues



• Clas s i f i c a t ion  fo r  s ingl e  roo t ed  t e e th

• Clas s i f i c a t ion  fo r  mu l t i  roo t ed  t e e th

• Ext r ac t ion  Defec t  Sound ing  C l a s s i f i ca t ion  

• Clas s i f i c a t ion  fo r  s ag i t t a l  roo t  pos i t i on



Type 1:

Labial bone plate and associated soft tissues are completely intact.

Type 2:

Soft tissue is present, but a dehiscence osseous defect exists that is indicative of the partial or complete

absence of the labial bone plate.

Type 3:

Midfacial recession defect is present, representing the loss of the labial bone plate and soft tissues.

2007



Type 1:

Labial bone plate and associated soft tissues are completely 

intact.

• Easiest to treat
• Excellent esthetics “especially if the soft 

tissue is thick biotype and flat”



Type 2:

Soft tissue is present, but a dehiscence osseous defect exists 

that is indicative of the partial or complete absence of the 

labial bone plate.

• Most difficult to Diagnose
• Osseous Defect can be present at any 

point along the root. 



• This condition is very difficult to treat
• It requires either soft tissue augmentation 

or soft tissue and bone
• Should follow a staged approach to rebuild 

lost tissue. 

Type 3:

Midfacial recession defect is present, representing the loss 

of the labial bone plate and soft tissues.



Type 2A—absence of the coronal one-third of labial bone plate of 

the extraction socket 5 mm to 6 mm from the free gingival margin 

(FGM).

Type 2B—absence of the middle to coronal two-thirds of the labial 

bone plate of the extraction socket approximately 7 mm to 9 mm 

from the FGM.

Type 2C—absence of the apical one-third of the labial bone plate 

of the extraction socket 10 mm or more from the FGM.



Type 2A:

absence of the coronal one-third of labial 

bone plate of the extraction socket 5 mm 

to 6 mm from the free gingival margin 

GBR and immediate loading is indicated



Type 2B:

absence of the apical one-third of the 

labial bone plate of the extraction socket 

10 mm or more from the FGM.

Same as 2A defect with the 
following Advantages:

1. Predictable results
2. The gingival architecture of the soft tissues is 

maintained
3. The opportunity and Ability to regenerate 

the lost labial bone plate is viable 
4. Treatment procedures are condensed into 

fewer appointments The overall treatment 
time is reduced



Type 2C:

absence of the apical one-third of the 

labial bone plate of the extraction socket 

10 mm or more from the FGM.

It should be handled in caution as it 
is a borderline condition where 
either; staged or simultaneous
approach would be applied.



Ice cream cone 

technique for treatment 

of  class II & III



Clinical case scenario













Four classes of sagittal root position havebeen described by Kan et al.2003:

• Class I: adjacent to the vestibular bone plate.

• Class II: in the middle of the alveolar crest without any contact with 

vestibular or palatal cortical bone.

• Class III: adjacent to the palatal bone plate.

• Class IV: two-thirds engaging the vestibular bone plate.

• Class I represents the most favorable clinical situation as it has a 

sufficient amount of palatal bone to achieve primary stability during 

immediate implant placement.



















Surgical technique of immediate 
implant placement



Occlusal view

Tooth Extraction



Atraumatic extraction 



Socket debridement and integrity:









Correct three-dimensional
position of the fixture



• to maintain adequate bone and minimize the resorption.

• to maintain the correct distance between adjacent teeth/implants to preserve 
adequate blood supply and maintain healthy, hard and soft tissues.

• To allow a correct prosthetic phase.



If you have 
mockup stent

3-4 mm from FGM



• The mesiodistal implant position determines the sustaining bone and the blood 

supply that allows papilla preservation, a fundamental factor in defining a good 

esthetic outcome

• In the apico-coronal dimension, a distance of 5 mm from the contact point and 

alveolar crest allows good soft-tissue esthetics to be maintained



the implant should be placed 1.5– 2.0 mm palatal to 

the incisal margin of the central maxillary incisors 

and should be inserted leaving at least 2 mm of buccal 

bone 







Osteotomy prepration:



Immediate implant placement at bicupsid
area



Second stage



In premolar area, the 

implant should be 

buccally inclined to 

provide two clinical 

advantages:

first, to avoid apical 

fenestration as a result of 

the natural morphology of 

the maxilla; and, 

second, to achieve the 

correct emergence profile 

of the future crown if the 

implant platform is more 

buccally positioned.







To fill Or not to fill



Jumping gap to graft or no

If  it is <4 mm, internal (in the alveolus) 
and external (outside the buccal bone) 
grafting is recommended to maintain the 
volume and contour of  the ridge in order to 
achieve a good esthetic outcome.



Gap Distance is not Critical as long as

• Clot is formed & left undisrupted

• No flap is elevated over the top of  the socket

• Socket allowed to heal by 2ry intention







• Tarnow et al 2014 , evaluated changes occurring on the facial and 
palatal ridges during flapless immediate implant placement and 
showed that less bone resorption occurred when a bone graft was 
placed together with a provisional restoration.

• Tarnow et al 2014, also proposed that bone graft could be placed in the 
gap between the implant and the alveolus wall and also coronal to the 
implant–abutment interface in order to provide support and volume to 
the soft tissues, bone graft particles are incorporated within the soft 
tissues without any inflammatory response



Closed Opened 

Soft Tissue Closure



Soft tissue closure over immediate implants: classification and 
review of  surgical techniques  Shaban M et al 2004

primary closure logically seems to be the ideal surgical protocol. 

It prevents bacterial invasion to the wound and prevents wound disruption.

Closed

https://www.ncbi.nlm.nih.gov/pubmed/?term=Shaban%20M%5bAuthor%5d&cauthor=true&cauthor_uid=15017302


Extraction socket can be sealed with various 
techniques

1.Collagen plugs ( collacones®)  

2- gelatin sponges

3. Healing abutments either ready 
made or customized

4. Free grafts(FGG or SCTG)

5. Pedicel grafts

6. Flap advancements with releasing incisions



Soft tissue graft



FGG : Free Gingival graft



Socket seal

Gelatin sponge





Gingiva is the image for bone



Soft tissue closure using PRF membrane



Socket closure with surgical latex



We came today to answer some questions 







Are there any significant differences in implant stability
between immediate and delayed implants?



Survival rate of immediate implant placement





Immediate implants in sites of  periodontally 
affected teeth





Clinical studies have suggested that 
retaining roots of hopeless teeth may 
avoid tissue alterations after tooth 
extraction. 

Therefore, the objective of this proof-of-
principle experiment was to 
histologically assess a partial root 
retention (socket-shield technique) in 
combination with immediate implant 
placement. 







1. Horizontally section of the crown at 

gingival level

2. Bisect the root vertically in such a 

manner that palatal half is removed 

along with the apex

3. The length of the shield should be kept 

at two-third of the root length. 



4. The buccal part is then reshaped such 

that the shield width is about 1.5–2 mm. 

5. The shield should be trimmed to the 

bone level. 

6. A bevel or S-shaped profile on the inner 

side of the shield is given to accommodate 

the restorative components



Root Membrane Kit

To Make steps easier, 
Kits for the technique 
are available



• After measuring the length of root 
canal, secure the root canal using the 
Gate Glidden Drill and Bur.

• Use Initial Shaper (IS1) to perform an 
initial root split about 7mm so that 
lingual surface becomes slightly 
rounded. 

• Then use the Initial Shaper (IS2) to 
expand as the length of the root and 
remove the palatal side fragment.



• Use a round Diamond Drill. Then trim the 
remaining roots forming a crescent moon 
when viewed from the occlusal surface. 

• The thickest central part of Root fragment 
is 1.5-2mm when viewed from the 
occlusal surface. 

• The gingival part descends 3 mm below 
the tip of gingiva. 

• Use the Final Shaper to trim and 
smoothen the root fragment (Crestal) 
remaining below the tip of the gingiva.



The ideal extraction site for immediate implant 
placement:
• Little or no periodontal bone loss on the tooth 

that is to be extracted,
• Extraction due to Endodontic involvement
• Root fracture, root resorption, Root 

perforation
• Unfavorable crown to root ratio
• Residual deciduous tooth



2018 (Indian )



Remaining Root Location:

Indicated Cases:

lies only in buccal part of the socket, (between 
proximal line angles of tooth)

Single edentulous site with both mesial and 
distal tooth present

Class I



Remaining Root Location:

Indicated Cases:

Full C Buccal shield when the shield lies in buccal 
part and the interproximal part on both sides of the 

socket.

• Existing implant on either side of the proposed 
site

• Missing tooth on either side without an implant
• Having implant on one side and missing tooth 

on the other side.

Class II



Remaining Root Location:

Indicated Cases:

There is tooth on one side and implant or a 
missing tooth on the other side

Class III

half C buccal shield when the shield lies in 
buccal part and one of the interproximal part.



Remaining Root Location:

Indicated Cases:

There is buccal bone resorption requiring graft, 
and there is an adjacent side with missing tooth 

or an implant.

Class IV

Shield lies only in mesial or distal part of the 
socket.



Remaining Root Location:

Indicated Cases:

This type of shield design has few indications but 
could be considered for maxillary molars

Class V

Lingual-Palatal shield



Remaining Root Location:

Indicated Cases:

It is indicated in cases with a vertical root 
fracture. There is evidence to show bone 

deposition in between fractured roots which 
could assist in holding the two fragments in place

Class VI

Multiple buccal shields when it has two or more 
shield in the socket







Immediate implant VS immediate loading

• There is a huge difference between time of  implant placement and 

time of  loading or crown placement.

The pink esthetic scores of post-extraction, immediately loaded implants

were superior to those of immediate implant placement and delayed

provisional restorations, nevertheless, it is necessary to point out that this

approach is technique sensitive.



Loading Protocols And Definitions

- Immediate loading: dental implants are connected to the prosthesis 

within 

1 week subsequent to implant placement.

- Early loading: Prosthesis connected to the dental implant between 1 

week and 2 months subsequent to implant placement.

- Conventional loading: Prosthesis connected to the dental implant after

2 month from implant placement.



When to recommend immediate loading???

•Esthetic zone.

•High primary stability (more than 40 Nm torque of  
implant insertion).

•Completely edentulous cases whether planned for a 
fixed or removable prosthesis due to equal loads. 



Immediate 
Loading 

Single tooth Full arch



Isolating -
Shield

Temporary 
Abutment

Temporary 
Crown 

Single tooth 

Isolating -
Shield

Temporary 
Abutment

Temporary 
Crown 

Single tooth 





Abutment 

• Healing abutment
• Temporary Abutment (PEEK – Titanium) 
• Final Abutment 



Isolation

• Rubber Dam
• Teflon
• Pre-fabricated Shield



Restoration

• Pre-fabricated crown
• Pre-fabricated Shell
• CAD/CAM
• Celluloid crown
• Free hand
• Patient own tooth







A prefabricated cervical root former or 
“shell” was used to capture the 
subgingival shape of the peri-implant 
mucosal tissues. This acrylic shell was 
subsequently luted to a pre-
manufactured PEEK (polyether-ether-
ketone) implant abutment.



Full arch

Welding (intra oral – Extra oral)

Acrylic (denture)



Full arch

Occlusion is Crucial 









Screw Retained crown in place









Get ready to say no

• No apical bone
• Fracture of Buccal plate of bone
• Fracture of inter-septal bone
• Compromised implant stability
• Interference with proper implant position



Socket preservation

After 4 months 



Consequences of tooth extraction
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