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_Introduction

Time does not heal all! Planning and meticulous
execution are always the fundamental basis of treat-
ment success. Combine this with the merits of each

case, whilst aiming for realistic goals, then the final
result is already starting to take shape in the distance. 

Some cases can be treated very efficiently indeed,
with the end result mimicking natural harmony. Gen-
erally speaking, such cases have already met the pre-
requisites for aesthetic success, such as favourable:
_ surrounding bone levels
_ soft tissue height, contour and type 
_ absence of acute infections
_ occlusion
_ lip line position, ie low to medium lip/smile line
_ general health.

These criteria have been documented many
times, with differing variables within a similar equa-
tion.1–3 On the other hand, demands for “perfection”
are constantly on the rise, and the standards to be
achieved are getting higher and higher.  Osseointe-
gration is no longer the principal concern for the
long-term outcome of implant therapy. The soft tis-
sues and emergence profiles must now also mirror
the adjacent teeth as closely as possible, and stabil-
ity over time should be without question. To presume
this to be a formality in the anterior aesthetic zone
would be naive to say the least. Achieving pre-
dictable outcomes requires an understanding of lim-
iting factors. With biology being the biggest of them
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Modern dentistry has seen trends being constantly developed and revised, striving to acceler-

ate treatment programmes to gain the picture perfect ending with the minimal number of stages

over the shortest possible time period. This approach may be more cost effective for the practi-

tioner and seemingly more beneficial to the patient, but to consistently achieve superior clinical

aesthetic outcomes in a significant number of cases, biology teaches us a painful lesson that

sometimes patience is a virtue.

Fig. 14
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I 31

case _ report I

implants
4_2008

all. Without accounting for biology, the door is
opened to a multitude of hard and soft tissue heal-
ing problems, not to mention the minutiae that sep-
arates excellence from good.

Taking time to stage certain cases and watch them
develop gives time to evaluate each phase before the
next step is carried forward. This in turn gives time for
the body’s biology to harmonise, and with this, sta-
bility will come hand-in-hand. Whilst waiting for
maturation of grafted tissues, good provisional
restorations can often take the impulse from the pa-
tient and the clinician to finish the case as quickly as
possible, thereby buying more time for nature to take
its course. The following case illustrates the need, in
the author’s opinion, for staging treatment to face
the challenges of high aesthetic demands.

_Case Study

A 28 year old female patient was referred to the au-
thor’s practice with a failing upper right central inci-
sor. She presented with:
_ Skeletal class II
_ Facial thirds in approximate proportion
_ High lip line and gummy smile with more than 3mm

gingival display
_ Class II anterior open bite occlusion with an over jet

of 3mm
_ Negative smile curve
_ Occlusal guidance was all posterior group function

with non working side 
interferences
_ No TMJ symptoms
_ No problems with eating
_ Maximum opening 48 mm
_ Clear medical history.

The patient’s complaints were the aesthetics of
both central incisors and their respective differing
gum levels. Tooth 11 was occasionally tender to bite on
but getting increasingly more mobile and at presenta-
tion had a buccal sinus (Fig. 1, X-ray 1). After the initial
consultation the patient stressed that she did not wish

to undergo any orthodontic treatment, especially with
the possibility of orthognathic surgery and crown
lengthening to correct the skeletal, occlusal discrep-
ancies and to reduce or eliminate the excess gingival
display, whilst also looking to balance the gingival lev-
els. All options should be presented to each patient be-
fore embarking on a case, thereby giving a fully bal-
anced opinion from which the patient can see the dif-
fering pathways available to achieve their desired end
result. The patient requested that she would like indi-
vidual teeth with an implant to replace tooth 11. She
did not want to have any fixed bridge work, regardless
of design or type.

At further clinical examination, the rest of the
teeth were all clinically and periodontally sound, ex-
cept tooth 11, which had a mid facial pocket of 8 mm
and large apical amalgam tattoo. Fortunately, the
amalgam tattoo was hidden under the patient’s up-
per lip, even with her excessive gingival display dur-
ing a full smile. Both upper central incisors had been
restored with porcelain fused to metal crowns. Tooth
21 was vital, whereas tooth 11 had been apicected and
root-filled as previously mentioned. The patient was
already well informed of treatment options from her
referring dentist when she attended the author’s
practice.  She was even made a metal ceramic rochette
bridge by her referring dentist, which was ready to re-
place tooth 11 when it was extracted. 

_Treatment Plan

_ To extract tooth 11 and wait 6–8 weeks and fit the
rochette provisional

_ Graft the area and possibly place the implant simul-
taneously 

_ May need further grafting of soft or hard tissue or a
combination

_ Provisionalise teeth 11 and 21 and evaluate
_ Final restorations.

Each phase was to have healing periods to evalu-
ate success before the next phase. Meanwhile, the pa-
tient’s routine dental care was undertaken by the re-
ferring dentist.

Radiographs

1_ Pre-operative.

2_Six weeks after extraction.

3_Implant in position with graft.

packed level with short healing abut-

ment.

4_Fit day of the Zirconia abutment

and provisional crowns. 

5_Eleven implant been placed for

two years.
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_Stage 1—Extraction

Tooth 11 was extracted as atrau-
matically as possible, the socket
was thoroughly curetted and
flushed through with sterile saline.
The socket was carefully examined
and almost the entire labial plate of
bone up to the apex of 11 had been
lost, this was 8 mm from the gingi-
val margin. Thus the decision was
made to just place a collagen plug
into the socket and allow for com-
plete tissue healing and then to re-
visit the site six to eight weeks later
for a bone graft. The rochette bridge
was cemented to replace the miss-
ing tooth (Fig. 2, X-ray 2).

_Stage 2—Bone Graft

A full mucoperosteal flap was
raised to fully expose the surgical
site and the extent of the bone 
dehiscence. At the exposure, it
was assessed that due to the fact 
that tooth 11 had a shortened
root, it was possible to position a 
3.5 mm x 11 mm Ankylos implant
(Dentsply Friadent) and obtain ex-
cellent primary stability due the
presence of apical bone. The only
surface of the implant that was
not fully submerged into bone was
the labial 3–4 mm. Local autoge-

nous bone chips and scrapings were collected from
the nasal spine and used to cover the exposed implant
threads immediately. The cover screw was next re-
moved and a short narrow healing abutment was
placed into the implant. This was not to be transmu-
cosal, but would remain under the flap and act as a
tent for the slowly resorbing membrane (Ossix, 3i ) un-
der which inorganic bovine bone mineral (Bio-Oss
granules, Geistlicht) was carefully adapted.4 The
whole flap was then periosteally relieved, a frenec-
tomy was simultaneously performed and the flap was
passively closed to achieve primary closure (Fig. 3–6,
X-ray 3). The principle of placing the implant and

Fig. 1_ Pre-operative view.

Fig. 2_ View of rochette in situ six

weeks after extraction of tooth 11.

Fig. 3_ View of surgical site 

at exposure.

Fig. 4_ Directional indicator used 

as a positioning guide for implant

placement.

Fig. 5_ ANKYLOS implant in place

with short healing abutment exposed

threads covered with autogenus

chips.

Fig. 6_ Bioss granules adapted prior

to membrane coverage.

Fig. 7_ One year after implant graft

placement with rochette in situ.

Fig. 8_ Chair side cantilever bridge

from 21 adapting the pontic over the

healing abutment.

Fig. 9_ Zirconia abutment torqued in

place.

Fig. 10_ Laboratory made composite

provisionals after one year in situ.

Fig. 11_ Note gingival topography 

after tissue training.

Fig. 12_ Final close up view at three

months.

Fig. 13_ Lateral view.
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grafting at the same visit was utilised to provide 
excellent primary stability. The ANKYLOS implant was
chosen because of its protocols that allow for subcre-
stal placement, which does not affect the final tissue
level to any great extent. But also because of the ab-
sence of a micro gap at the abutment interface, which
in conjunction with a platform switch promotes sta-
bility in bone and gingival tissue levels coronal to the
fixture head position. Once the tissues were sutured
tension free, the rochette pontic was apically reduced
to ensure a passive fit over the sutured flap and only
then recemented.

_Healing period

A minimum healing period of nine months was to be
observed. In actual fact, after suture removal, the pa-
tient did not return for one year. At this review appoint-
ment the tissue level of tooth site 11 was more coronal
than that of 21. The grey shine through was coming
from the healing abutment (Fig. 7). The next phase was
to uncover the implant and place a larger modified two-
piece healing abutment. The two-piece healing abut-
ment was used to start the process of creating the cor-
rect emergence profile. This is part of the “tissue train-
ing” stages (the healing abutment is now transmucosal
and the rochette can be adjusted and recemented once
again). After waiting six weeks for tissue maturation,
tooth 21 was prepared for a full coverage crown and a
chair-side provisional cantilever bridge was made. This
was carefully refaced with composite to create natural
form and an increase in length for both 11 and 21 (Fig.
8). The pontic was carefully adapted to the healing abut-
ment and aesthetic form and emergence profiles re-
assessed. An “A”-silicone impression could now be taken
to accurately translate the information to the labora-
tory technician. The purpose of this was to establish, as
closely as possible, the correct form and length of the
desired final restorations. From here, the technician
who was sent photographs to accompany the impres-
sions could fabricate composite provisionals and also
select a zirconia abutment (Cercon, Dentsply Friadent)
from the transfer impression.

A zirconia abutment was selected to optimise soft
tissue aesthetics, as well as the other well documented
advantages that this very strong metal alternative dis-
plays.5 (Fig. 9) The zirconia abutment was torqued to
15 Ncm and the two provisional crowns were tem-
porarily cemented and left in situ for final tissue mat-
uration. The patient was now happy to leave the cur-
rent situation for a further year until she was ready to
complete the case (Fig. 10, X-ray 4). The final restora-
tions were Lava crowns (3M ESPE), which were defin-
itively cemented. The final post-operative picture
shows the final crowns at three months after fit, but
note that the provisionals had been in place one year
prior to this and the bone graft had been placed one
year prior to the provisionals.6–7 (Fig. 11–14, X-ray 5.)

_Summary

By staging the challenges faced, the author was
able to progress to each following step with added
assurance. Therefore, by the time the final restora-
tions were definitively fitted, the stability of the
graft and tissues had already taken place. Although
this goes against current trends in modern implant
therapy, the destination reached was met with the
warmest gratitude from the patient. As clinicians it
is our duty to appreciate that each case must be ap-
proached on its merit, and that one must cater for
the individual patient. In this case, the time involved
not only placed biology on the clinician’s side but
also helped the patient to spread her cost. This is just
one more factor that can all too often be taken for
granted.

The author is indebted to his technicians and
friends, Eva Forst and Richard O’Brien, for their tech-
nical teamwork involved with this case._
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