CASE REPORT

IMMEDIATE LOADING OF IMPLANTS FOR THE
REPLACEMENT OF A MAXILLARY DENTITION

LUCA CORDARO AND PACLO GIOVANNINI

Rehahilitation in this particular case was especially
demanding. The patient insistad that he could not wear a
removable appliance due to a patholegical vomiting reflex.
Advanced periodontal disease and insufficient plague <ontrel
were also present. Tooth migration had occurred causing a
severe deep hite. However, the anterior/posterior transverse
interarch discrepancy of the bony structure, as well as the
vertical interocclusal relations was satisfactory

Fig. 1; The patient shows signs of poor oral hygiene and advanced
perodontal disease The visibly degp overbite has prohably developed
hecause of overuption and migration of the fromt teeth as well as bite
coffapse, which is secondary to the foss of posterfor dental support.

Fig. 2 An osthoparmtomograph showed that, despite advanced
perfodontal dfsease, the residual alveofar bone would sustain the
fnseftion of implants. The ocdusal analysis indicated that the interarch
refationsfip coufd he corrected with a fxed rehabifitation. without the
need of vertical hony augmertation.

Luca Corgara, MDD, DDS PhD. Head of Dapartment of Parodontology
and Implant Dentistry, Eastman Dental Hosprtal Rome ltaly

FPaolo Giovanning, Dental Technician, Rome italy
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Fig. 3: Inftial pesiodontal treatmernt was caried out. As soon as an
acoeptable plague controf fevel was reached, surgery was performed.

Treatment plan

After extensive discussion with the patient regarding various
treatment options, it was dedded to immediately load the
implants directly into the fresh extraction sockets. The patient
was informed that this treatment option was supported by
scarce scentific data, but in selected cases it has yielded
excellent clinical results™ SLActive implants were chosen in
order to help ensure optimum hone healing®.

A fixed implant-supperted restoration was planned without
the need of major bone corrections or augmentations.
Standard pericdental treatment was carried out at the initial
stage.

As the patient insisted on not having to wear a removable
provisional restoration, the treatment plan dacided on was to
parforrmn an immaeadiate placement and immediate loading

Fig. 4; Extractions were made and a full-thidoness flap was then elevated
in the feft quadrant.
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Ffg. 5 An SLActve implant in position 23 was placed in the extraction
sodket and SLActvemplants in positions 24 and 25 were placed in the
healed afveolf.

Fig. 7 implamt insertion fs completed Autogenous hone has heen added
where the horizortal perfmplant defect was greater than 2 mm.

Fig. 6. Extractions were then performed in the right quadrant and the
flap was then devated Great caution was given to removing the
eprithefial portion of the pocket from the flap in order to effminate
inflammatory tissue This tedhnique can be performed safely and easily
where a thick perfodortal biotype is present.

Fig. &: Standard soffd abutments for cemented restorations
are connected

17 16 15 14 12 42 11 21 22 23 24 25 26 27
Teeath X x X b4 X
Exfraction
implant X X X X bt X bt X
insertion
Tvpe of implant ST 5T PE PE PE PE ST ST
insertion

TABLE 1§: This table shows the sur gical procedure performed
{ PE = post extraction / 5T = standard placement)

protocol. This type of procedure, described in various
papers, has been reported as being very efficient in selectad
cases. In the same session as the teeth extraction, four dental
implants were placed in the extraction sockets and four in the
residual alveclar bone. All implants were immediately loaded
using standard abutrments for cement-retained restorations.

The choice for this situation was to use SLActive implants.
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Animal studies have demonstrated that SLActive implants
cisplay mere rapid ossecintegration and, from a bicmechanical
standpoint, they reduce the stability risk in the early healing
period®. This potentially allows safer, more predictable early
loading® After implant integration, a second more precise
provisional was used to obtain ideal condtioning of the soft
tissue. A porcelain-fused-to-metal FPD was then provided.
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Fig. 9: The provisional restoration is adapted and refined (one plece of Fig. 12: After six weeks of undisturbed healing. the soft tissue has
acylic with pafatal extensfon to permit tridimensional positioning in reeeded A second predse provisional FPD may now be prepared in
order to achieve correct ocdusiony. order to hegin final soft tissue conditioning. An impression is taken to

prepare the provisfonals

Fig. 10: After refining. the marginal postion of the provisional FPD is Fig. 73: A plaster modd is prepared and acylic provisional componerrs
fmtentionally trimmed in order to provide a vertical gap bhetween the are placed over the abutment analogs. Muftiplepiede acrylic restoratfons
implant shoulder and the prosthesis. The flap fs then sutured in place. are then easily fahricated

Ovate portics are used In the ederrtulous spaces.

Ffg. 71: Radfological view immediately after surgery wWith provisional in Fig. 14: The second provisional FPDs have a prefabricated interface to the
place. implamt shoulder, thus easily achieving a predse it
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Fig. 15a-c: The tissue can now he gently pushed apart. Here, the ovate
pomiics help in adiieving a nfce soft tissue contour. Note the fschemic
tissue at the time of the Frst nsertion.

{a) The provisionals are sfowly and gently inserted

th) The appearance of soft tissue three weeks after the delivery of the
second provisional restoration.

g Soft tissue at the time the final prosthesis is inserted (efght weeks
after the second provisional phase and 14 weeks after the first surgery).

Fig. 16: Ocdusal view at the time of the final impression. In this case, the
same ahutments utifizied at the ime of surgery were used for the final
prosthesis,

Fig. 17: The final resuft of the restoration. Three-past FPD with one
cantifever on each side. Efght implams support 12 prosthetic efements.
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Fig. 18 Final radfographic view: Ideal hone-to-implant cortact fras heen
achfeved.

Fig. 192, h: The final restoration in place Note the relationship hetween
the implant-supported FPD and the perfodormtal tissues,
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