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Abstract

T

he success rate of immediately placed
solid screw type implants into fresh
molar sockets was described in the
present private practice clinical investigation. Ninety-five patients, 42 female and 53

male began and completed the study. Age of
patients ranged from 19 to 75 years, with a
mean age of 50.5 years. Ninety-seven solid
screw type implants were placed with 100%
success rate over a 3 year range of treatment.
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Introduction
Immediate dental implant placement has
been an acceptable procedure for at least
the past two decades.1-4 Commonly, immediate implants have been reserved for the single
rooted anterior tooth and single or bi-rooted
premolar tooth. Perhaps the most important
aspect of any implant surgery in accordance
with the successfulness5,6 of the procedure is
implant stability and bone to implant contact
(BIC). Removal of molar teeth provides a challenging and intriguing dilemma due to multiple
root morphology. In the case of extraction and
immediate placement of dental implants preserving alveolar bone proper, particularly that of
the labial and lingual plates of bone is essential in providing the optimal environment for
maximizing BIC and implant stability. Also, the
position of the final restoration must be considered, in relation to intra and inter arch position, occlusion, function and esthetics. Thus
minimal alveolar bone removal should be considered and attained to aid in the above factors
in order to provide an acceptable surgical site
for successful placement of the dental implant.
Finally, and perhaps most importantly when considering immediate molar implant placement,
removal of the intra-alveolar septum or reduction of this structure should be avoided to aid
in increasing BIC and allowing the attainment of
initial implant stability at the time of placement.

Materials and Methods
In the present investigation, 95 patients were
treated for at least a single molar tooth removal
and immediate implant placement of a single
stage implant. More specifically, 42 female
and 53 male patients began and completed the
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study. Age of patients ranged from 19 to 75
years (mean age 50.5 years). Patients were
not excluded due to chronic illnesses except
in the case of uncontrolled diabetes. A distinction of smokers or nonsmokers was not
considered in this investigation. Patients on
blood thinners were treated according to the
most current guidelines7 in order not to place
the patient at any risk of bleeding. Acute or
chronic infections either periodontal or periapical were not excluded. Only when labial
or lingual plates of bone were completely
resorbed due to the above types of infections,
these sites would be excluded from the study.
A total of 97 solid screw type implants were
inserted, either Straumann (Straumann USA
LLC, 60 Minuteman Rd. Andover, Massachusetts, USA) or Blue Sky Bio (Blue Sky Bio, LLC,
888 E. Belvidere Rd., Grayslake, Illinois, USA)
brand. Each participant required a periapical
film, panoramic radiograph and computerized
tomography scan as necessary. Panoramic
radiographs were utilized to evaluate position
of maxillary sinus and mandibular canal. At
the time of surgical extraction labial and lingual soft tissue flaps were avoided. Removal of
a minimal amount of alveolar bone was always
attempted to aid in maintaining maximum BIC.
Thus, extraction was always done carefully with
the use of elevators to remove molar roots without reducing intra-alveolar septum, interdental
septum or labial or lingual boney plates. Careful probing of the socket was utilized to evaluate
socket integrity.8 Inflamed tissue was removed
from the socket walls, but not intentionally
removed from periapical lesions, if present. Following complete removal of root structures and
inflamed soft tissues, the socket was inspected
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Figure 1a: Pre-op radiograph.

Figure 1b: Implant placement.

otic coverage for 5 days. Patients were advised
to avoid chewing directly on the implant cover
screw with any hard food substance for a period
of 2 weeks. Patients were seen on follow-up at
1, 4, 12, and 16 weeks post-implant placement.
As a general rule, implants underwent abutment placement and final torquing of 35 Ncm,
at 12 or 16 weeks post-implant placement.

Results
Figure 1c: Final restoration.

to find the most ideal position for implant placement, and occlusion with the opposing arch,
was also closely considered for implant position.
Following placement of the single stage implant
and implant stability found to be favorable, the
socket labial and lingual marginal tissue borders
were sutured over the blood clot or, mineralized
bone was placed between the titanium implant
surface and the interior walls of the socket.
All patients were prescribed an analgesic,
chlorhexidine 0.12% mouth rinse and antibi-

Ninety five total patients participated in the
study with 42 female and 53 male patients.
Age of patients ranged from 19 to 75 years
(mean age 50.5 years). Following a 3 year
range of treatment in the present clinical investigation, a survival rate of 100% was reported
for all implants placed. Survival rate time range
was 3–38 months post implant placement.
Minimal post-operative discomfort and satisfactory wound healing was observed. Ceramic to
metal full coverage restorations were placed
at a minimum of 14 weeks post-implant placement by the restorative dentist. Five sample cases are shown in figure series 1–5.
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Figure 2a: Pre-op radiograph.

Figure 2c: Final restoration.

Discussion
In
the
present
investigation
immediate molar implant wound healing progressed favorably. Implant survival rate,
ranging from 3 to 38 months postimplant
placement was 100%. None of the immediate
implants were immediately loaded in the
present investigation.9
The term immediate implant placement refers to the placement of dental implants at the time of tooth
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Figure 2b: Implant placement.

removal.10
Immediate placement benefits
include, reduction in surgical procedures, preserving esthetics, conserving bone height and
width and improving patient comfort, acceptance and satisfaction.11-13 Furthermore, the
healing capability of the fresh extraction site
and implant surface characteristics provide
improved opportunity for osseointegration.14
In the case of immediate molar placement
into molar sites provide a larger challenge. This
challenge mainly involves site anatomy, occlusion and biomechanical issues. According to
Atieh et al.15 the possibility of predictable outcomes with immediate molar sites is additionally
compromised because of the larger extraction
sockets, poor quality of bone particularly in
the maxillary molar regions. In 2004, Hammerle et al.4 suggests that implants should not
be placed at the time of tooth extraction if the
residual tooth socket morphology precludes
attainment of primary stability. Further, the
above authors advise against implant placement if the labial plate is completely resorbed,
requiring augmentation and regeneration. In the
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Figure 3a: Pre-op radiograph.

present investigation achieving primary stability was paramount, regardless of presence of
infection, suppuration or apical periodontitis, or
infection due to root fracture. Moreover, BIC
was attempted to be maximized through minimal
bone removal, thus aiding in implant stability.
In support of the above, a study involving immediate implant placement after tooth
extraction with signs of chronic periapical infections, pain, periapical radiolucency, fistula and
suppuration demonstrated significant bone
regeneration with a high rate of success.16,17
Hypothetically, high success rates of immediate placed implants, whether in chronic or
acute lesions may be explained by endodontic
infections, dominated by a variety of anaerobic bacteria commonly found in the infected
tooth canals.18
Extraction of teeth associated with periapical infections with proper
socket degranulation leads to eradication of
microorganisms, which is beneficial in success rates of immediate implant placement in
single root or multiple root sockets.19 Novaes
et al.14 studied immediate implant placement

Figure 3b: Implant placement.

Figure 3c: Final restoration.

of implants in chronically infected sites and
found, that this is not contraindicated if appropriate procedures such as, antibiotic is prescribed, meticulous debridement and alveolar
bone preparation prior to implant placement.
In support of the above study, Crespi et al.20
found in recent investigation of 30 patients
each receiving one immediate implant associated with a chronic periapical lesion did not
demonstrate and increase rate of complications, but showed favorable soft and hard tissue
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Figure 4a: Pre-op radiograph.

Figure 4b: Implant placement.

results. The authors strongly support further
studies to evaluate the clinical and histological results of immediate implant placement in
molar sockets whether or not infection exists.
Most definitely, stability and proper surgical
placement of the dental implant is paramount. ●

Figure 4c: Final restoration.

42 •

Vol. 3, No. 6

•

October 2011

Gargiulo et al

Figure 5a: Pre-op clinical photo.

Figure 5b: Extractions of teeth. Note bone preservation.

Figure 5c: Immediate implant placement.

Figure 5d: Three Weeks healing.

Figure 5e: Pre-op radiograph.

Figure 5f: Final restoration radiograph.

The Journal of Implant & Advanced Clinical Dentistry

• 43

Gargiulo et al

ADVERTISE
ADVERTISE WITH
TODAY!
Reach more customers
with the dental
profession’s first
truly interactive
paperless journal!
Using recolutionary online technology,
JIACD provides its readers with an
experience that is simply not available
with traditional hard copy paper journals.

WWW.JIACD.COM
44 •

Vol. 3, No. 6

•

October 2011

Correspondence:
Dr. Alphonse V. Gargiulo
1960 Lincoln Park West
Chicago, IL 60614
Tel: 773-327-3131

Disclosure
The authors reported no conflicts of interest with this article.
References
1. DeRouck T, Collys K, Cosyn J. Single tooth replacement in the anterior maxilla
by means of Immediate Implantation and provisionalization. A review. Int J Oral
Maxillofac Impl. 2008:25:897-904.
2. Acocella A, Bertolai R, Sacco R. Modified insertion Technique for immediate
implant placement into fresh extraction socket in the first maxillary molar sites:
A 3-year prospective study. Impl Dent. 2010:19:220-224.
3. Grunder U, Pollizi G, Goene R, et al.. A 3-year Prospective multicenter follow‐
up report on immediate and delayed-immediate placement of implants. Int J
Oral Maxillofac Impl. 1999: 14:210-216.
4. Hammerle C, Chen S, Wilson T. “Consensus Statements and recommended
clinical procedures regarding the placement of implants in extraction sockets.
Int J Oral Maxillofac. Impl. 2004: 19: 26-28.
5. Buser D, von Arx T, Bruggenkate C. Basic principles with ITI implants. Clin
Oral Impl Res. 2000:11:59-65.
6. Buser D, Mericske-Stern R, Dula et al. Clinical experience with one-stage, non
submerged titanium dental implants. Adv Dental Res. 1999:13:153-158.
7. P
 icard A, Zwetchkenbaum S, Morgenstern L. Dental implications of acute
stroke therapy and anticoagulation for stroke prevention. Comp Cont Ed
Dent.2010:31:10-15.
8. Magee G. Immediate single –tooth replacement, provisionalization. Impl Trib.
2010:5:1-7.
9. Ganeles J, Rosenberg M, Holt R, Reichman L. Immediate loading of implants
with fixed restorations in the completely edentulous mandible: Report of 27
patients from a private practice. Int J of Oral Maxillofac Impl. 2001:16:426430.
10. L
 azzara, R. Immediate implant placement into Extraction sites: Surgical and
restorative advantages. Int J Periodontics Restorative Dent. 1989:9:333-343
11.Crespi R, Cappare P, Gherlone, E. Fresh Socket implants in periapical
infected sites in humans. 2010:81:378-383.
12. A
 nson, D. The changing treatment planning paradigm: Save the Tooth or
Place and Implant. 2010. 30:506-5-17.
13. L
 ekholm U, Zarb G. Patient selection and preparation. In: Branemark, PI Zarb
G, Albrektsson T. eds, Tissue integrated prostheses. Osseo-Integration in
Clinical Dentistry. Chicago: Quintessence Publishing Co. 1995.
14. N
 ovaes A, Vidigal G, Novaes A, Grisi M, Polloni S, Rosa A. Immediate
implants placed into infected Sites: A histomorphometric study. Int J Oral
Maxillofac Impl. 1986:13:422-427.
15. A
 tieh M, Payne A, Duncan W, de Silva R, Cullinan M. Immediate placement
or immediate restoration Loading of single implants for molar tooth
Replacement: a Systematic Review. 2010:25:401-415.
16. S
 iegenthaler D, Jung R, Holderegger C, Ross M, Hammerle C. Replacement
of teeth exhibiting Periapical pathology by immediate implants: A Prospective
study, controlled clinical trial. Clin Oral Implant Res. 2007:18:727-737.
17. L
 indeboom J, Tjiook Y, Kroon F. Immediate placement of implants in periapical
infected sites: A prospective randomized study in 50 patients. Oral Surg Oral
Med Oral Path Oral Radiol Endod. 2006:101:705-710.
18. P
 eters L, Wesselink P, Winkelhoff, A. Combinations bacterial species in
endodontic infections. Int Endod J. 2002:35:698-702.
19. S
 undqvist G. Associations between microbial species in dental root canal
infections. Oral Microbiol Immunol. 1992:257-262.
20. C
 respi R, Cappare P, Gherlone E, Romanos G. Immediate versus delayed
loading of dental Implants placed in fresh extraction sockets in the Aesthetic
zone. 2008:23:753-758.

