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Using BONDBONE® as a
composite in post extraction
sockets with immediate
implant placement —
everyday practice.

o & .
‘.. i

A‘ IJ’

MNISS

MAKE IT SIMPLE




2 | News 32, May 2013

Using BONDBONE® as a composite
IN post extraction sockets with

immediate implant placement -

everyday practice.

Miguel de Melo Costa, DMD'.

Introduction

Treatment time is more than ever a factor to
consider when rehabilitating our patients.
Although biology plays an important role, there
are more and more reliable techniques that
allow us to obtain great results in a shorter
period of time.

The immediate placement of implants in post-
extraction sockets is a routine procedure used
for many years, widely described and with
several advantages during both surgery and
the prosthetic rehabilitation"*. Whether it is
done with or without simultaneous restoration,
it has the following main advantages:

= Preservation of the contour and form
of the soft tissues.

= Decrease of the period of edentulism.

= Predictability.

= Esthetically more pleasing restorations.

= Decrease of the number of surgeries.

= Decrease of the treatment’s morbidity.

= Decrease of the treatment’s cost.

Araljo **® demonstrated that the loss of bone
was independent of the placement (or not)
of immediate implants and was linked to the
bundle bone. As such, this factor also has to
be taken into consideration. The buccal bone
position and thickness as well as postextraction
remodeling have to be considered both in
the correct placement of the implants and
in the use of bone grafts, in order to avoid
esthetic problems.

In some cases, the biggest clinical difficulty
is to decide which type of procedure should
be used. In these situations the classification
of Juodzbalys and Wang’ that assesses
parameters such as soft tissues (quantity, quality

and biotype), hard tissues (vertical position,
thickness of the buccal bone and height of
the interproximal bone), the interproximal
distance between adjoining teeth and the
need forimplants in a specific angle position
helps making a decision tree.

In both cases we made adjustments to the
classification because in our opinion these
bone defects were more favorable than those
in the classification. They didn’t have buccal
plate but the socket geometry permitted a
good prognosis.

Clinical case 1

The following clinical case is of a male patient
with 54 years of age that had a trauma on
tooth 21. The tooth had an infra bone horizontal
fracture with mobility of the coronal part. It
had a small periapical asymptomatic lesion.

Treatment options:

1. Extract the tooth, wait 6 weeks to heal and
after healing making a bone graft. After 4-6
months place an implant.

2. Extract the tooth and make an immediate
bone and soft tissue graft. After 4-6 months
of healing place an implant.

3. Extract the tooth, wait 6 weeks and place
an implant with simultaneous soft and hard
tissue grafting.

4. Extract the tooth and make an immediate
bone and soft tissue graft with immediate
implant placement.

' Graduated in 2003 from Coimbra's University, Faculty of Medicine, Department of Dentistry, Portugal

The proposal made to the patient was to extract
the tooth and to place an implant-supported
all-ceramic crown. The patient did not have
any significant health problems and was
a non-smoker. He had good oral hygiene
habits. (Fig 1)

After the extraction of the tooth with minimal
trauma, it was noted that it had an apical
defect. (Fig 2)

The next step was to clean the socket with a
curette and analyze the post extraction socket
with a probe in order to classify the bony defect
that we were facing. Apart from the obvious
lack of soft tissues we observed that there
was also a loss of the buccal plate. We were
facing a combined bone defect, horizontal as
well as vertical, with loss of the soft tissues.

The most predictable treatment was immediate
delayed implant plus GBR and subepithelial
connective tissue grafting. The option of
immediate implant placement with GBR and
subepithelial connective tissue grafting was
made because we were facing a thick gingival
biotype, a large width of keratinized gingival, and
a favorable socket morphology. In our opinion
we were facing a moderate risk of esthetic
achievement. The patient was aware of the risk
and signed a consent form. He preferred not
to go through two surgeries. (Fig 3)

Access was obtained through a total thickness
flap with a vertical releasing incision on tooth
22. An oblique incision up to the concavity
between teeth 22 and 23 was used in order
to avoid future gingival defects or scars.

On tooth 11 a tunnel® was made (partial
thickness flap) to receive a connective tissue
graft from the palate that would cover the
gingival recession. Because there was enough






