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Abstract: The immediate postextractional implant insertion is a specific way of surgical approach to 

implanto-prosthetic treatment. This article addresses the indications, advantages, and surgical 

techniques of immediate postextraction insertion, illustrated with a clinical case. Objectives: 

presentation of the indications, advantages and surgical procedure of immediate postextractional 

implant insertion. Materials and methods: The present study considered the presentation of a case in 

which we opted for the insertion of implants immediately postextractionally as a therapeutic attitude. 

Results and discussions: The advantages and disadvantages of this therapeutic technique were 

represented as follows. The advantage of this technique is given by the shortening of the time 

necessary to complete the treatment until the prosthetic phase, the disadvantage being represented by 

the insertion of the implant in positions sometimes less advantageous to the prosthesis. Also, the fact 

that we could not preserve the alveolar ridge, keeping the bone volume necessary to insert the implant 

in the best position of the prosthesis by complying with the biomechanical principles, made over time, 

a series of complications that occurred due to vicious insertion of the implant and non-compliance 

with those biomechanical principles. Conclusions: The analysis of the case as a whole, represents the 

main premise from which any dental treatment must be started, so that the functionality of the 

prosthetic and aesthetic reconstruction will have to be taken into account when we choose the best 

treatment option. 
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INTRODUCTION 

Postextractional resorbtion of the alveolar process is 

an undesirable physiological phenomenon, which creates further 

difficulties in the aesthetic and functional restoration of 

edentulism.  

To prevent the unwanted consequences of edentulous 

ridge atrophy, many practitioners have tried to preserve the 

alveolar ridges by inserting implants inside the dental alveoli 

immediately after the extraction of irrecoverable teeth.  

Regarding the posterior area, due to the increased lack 

of aesthetic risk, therapeutic conduct could be considered easier. 

Often, the two-stage approach to treatment is preferred, with or 

without the use of alveolar preservation techniques after the 

extraction. On the other hand, the immediate insertion of 

implants into the alveoli of the pluriradicular teeth was 

presented as a predictable alternative to the two-stage protocol, 

using various techniques and protocols, such as transgingival 

healing or primary closure, with or without the use of grafts or 

membranes, whether or not followed by immediate loading in 

the case of transgingival healing, using both bone level and 

tissue level implants.(1,2,3) 

One of the most important decision factors regarding 

the treatment protocol approached in the aesthetic area is 

represented by the degree of gingival recession and the presence 

or absence of the buccal cortical bone. Some authors have issued 

recommendations regarding immediate implantation and the 

need for concomitant augmentation, depending on the 

morphology of the resulting postextractional alveolus.(4) 
This implant placement modality is indicated only 

when all of the socket walls are preserved and also when the 

removed teeth are no active suppuration. 

The pathology which corresponds to these conditions 

is represented by: 

 dental traumatism with the preservation of socket walls 

 parodontal chronical diseases with the preservation of 

minimum 2/3 of the initial height of socket walls. 

Another essential condition is the presence of 

available bone at least of 4 mm beyond the apex of the alveolus. 

So, it is recommended to avoid immediate implant 

placement for replacing teeth who was in contact or in close 

proximity with maxillary sinus, mental foramen or mandibular 

channel. 

The favorable results reported from many studies are 

explained by observing the indications and specific surgical 

protocols of immediate implant placement.(5,6) 

 

CASE PRESENTATION 

The first operation of the surgical protocol consists in 

the atraumatic extraction of the tooth. This is done by sectioning 

the circular ligaments with the help of the syndesmotome and by 

performing small, well-dosed dislocation movements. In the 

case of an ankylosed tooth, it will be sectioned longitudinally 

with a bur, the resulting fragments being extracted in turn. 

After checking the integrity of the alveolar walls, a 
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thorough curettage of the alveolus will be performed, in order to 

remove the remaining periodontal ligaments and the granulation 

tissue present in the case of teeth with chronic marginal or 

periapical periodontal pathology. 

The alveolus will be abundantly irrigated with 

physiological serum and the preparation of the implant 

neoalveolus will begin by bone milling. This will correspond to 

the alveolus of the extracted tooth, but in order to obtain an 

adequate primary stability of the implant, it will be necessary to 

drill a bone tunnel of 2-3 mm beyond the apical extremity of the 

dental alveolus. Milling will be performed with burs provided 

with internal and external cooling, driven at speeds of 500-800 

rpm. 

Obtaining an optimal primary stability is also achieved 

by choosing a self-tapping screw implant with a rough surface, 

conical shape, similar to the morphology of the alveolus and 

with the diameter as close as possible to it. Thus, a contact is 

made between the implant and the bone walls for at least 2/3 of 

the length of the implant. 

The implant will be inserted initially with the manual 

key, and then with the ratchet key, until the end of the bone 

tunnel created by milling. 

Especially at the level of the maxillary frontal area, for 

aesthetic reasons, the cervical extremity of the implant body will 

have to be located at the same level as the neck of the 

homonymous tooth or of the neighboring teeth. 

After the complete insertion of the implant, depending 

on the size of the space between the implant and the alveolar 

walls, the therapeutic attitude will be different. 

If this space is less than 1 mm, only the implant and 

the alveolus will be covered with a barrier membrane, to prevent 

the migration of epithelial tissue inside the alveolus and to allow 

the space to be filled only with osteoblast cells. Caudill and 

Knox observed defects in the case of initial peri-implant spaces 

larger than 0.5 mm, not covered with membrane. 

In the case of a space larger than 1 mm, it will become 

mandatory to fill it with bone graft particles, covering 

everything with membrane. It is recommended to use 

autogenous bone graft, alone or in combination with other types 

of graft. A mixture of platelet-enriched plasma alloplastic graft 

can also be used, all of which have the role of stimulating bone 

regeneration. 

It is recommended to completely cover the implant 

with a sutured mucoperiostal flap tightly, but without excessive 

tension, in order to prevent the appearance of soft tissue 

dehiscences and the exposure of the barrier membrane, with the 

possibility of consecutive infections. 

Immediately postextractionally, the complete soft 

tissue covering of the barrier membrane is difficult to achieve 

due to the increased width of the alveolus and requires complex 

manipulations of the mucoperiostal flap, similar to those 

performed to close oral-sinus communications. 

For this purpose, a vestibular trapezoidal 

mucoperiostal flap will be created, which will be adequately 

mobilized to be sutured tightly to the palatal gingival mucosa of 

the postextractional alveolus. 

Some practitioners have tried to simplify the complete 

coverage of the barrier membrane by using free gingival grafts, 

harvested from the palatine mucosa. These grafts are circular or 

elliptical, depending on the shape of the defect that needs to be 

covered and have a thickness of 3-4 mm, including part of the 

submucosa. They will be slightly wider than the size of the 

defect, so as not to be tensioned and will be fixed with 4-6 

separate sutures, located circumferentially. 

For the complete maturation of the bone tissue formed 

between the implant and the alveolar walls, a period of 6 months 

will be necessary, in which the implant and the postextractional 

alveolus must be completely protected by the barrier membrane 

and the mucoperiostal flap.(7,8) 

A 28-year-old patient presented with a mobile corono-

radicular reconstruction at the level of tooth 1.2. Radiologically, 

a longitudinal root fracture of this tooth was observed, caused by 

the corono-root restoration being too wide, which led to the 

undermining of the resistance of the root walls. 

It was decided to extract the root fragments of tooth 

1.2 and immediately replace this tooth with an implant. 

The phases of the immediately postextractional 

insertion of the implant that replaces the 1.2 tooth are shown in 

several images, below. 

 

Figure no. 1. Immediately post-extraction insertion of the 

implant and installation of the temporary abutment 

 
 

Figure no. 2. Checking the prosthetic abutment on the 

implant in relation to the antagonist. 

 
 

Figure no. 3 Temporary prosthetic applied on the implant 

inserted immediately postextractionally 

 
 

DISCUSSIONS 

The study was carried out within the Dental Office of 

Sibiu Military Emergency Hospital clinical structure of “Lucian 

Blaga” University, Faculty of Medicine Sibiu. The implant was 

inserted in a single tooth edentation, the patient being recorded 

throughout the study period of 18 months, then following the 

protocol of prosthetic works on implants. Following the 

investigations of this case, we did not observe any plaque index, 

or periodontal bleeding following the periodic controls. 

Periodic tests at one and a half years have shown that 

if the patient follows the rhythm of the regular check-up and oral 

hygiene techniques (mouthwashes, mechanical brushing) the 

results are predictable. Immediate loading of the implants 
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contradicts the hypothesis of “clinical calm” of 4-6 months 

necessary for bone healing.  

Authors such as Federmann on a study of 411 patients 

with 1523 immediately loaded Strauman implants had a 92.8% 

success rate in 1998. In a study by Randow et al. on 88 implants 

placed interforaminally in 16 patients and immediately placed, it 

was found that also 18 months after insertion, they were in place 

and clinically stable.  

By correlation with the other studies, our results are 

similar, but by comparison, this study used a smaller number of 

implants, being a multicenter study, and follows the evolution of 

implants in a shorter period of time. However, this study is part 

of a larger research program and will continue. 

 

CONCLUSIONS 

Based on these results and those obtained in other 

clinics, it can be seen that in partially edentulous patients, 

Villand implants with immediate loading applied in areas with 

favorable bone supply can provide excellent results at least in 

the short term. 

Thus, it was done immediately and there was no need 

for healing (4-6 months) uncomfortable and difficult to 

overcome for most patients. 

All this was possible with: 

• a high-performance implant 

• observed surgical protocols 

• gradual loading protocols and well-known temporary 

restorations  

• elimination of occlusal stress and repeated inflammatory 

complications 

• postoperative protocols to be strictly followed 

The favorable result of the immediate implant 

placement is depended especially on the atraumatic surgical 

procedure and on the obtaining of a suitable primary stability for 

the implant. 

So, the immediate implant placement has proved to be 

a reliable therapeutic option that allows the preservation of the 

ridge through prevention of the bone resorption that occurs after 

the extraction of teeth. Also, this method could shorten the 

therapeutic period through superposition of the time necessary 

for the healing of the socket with the time necessary for the 

osseointegration. 
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