
Dental implants are currently well
accepted as a safe and effective means for
tooth replacement.1 One common ap-
plication of implant rehabilitation is
the replacement of a missing tooth or a
failing single tooth. Despite the excellent
treatment outcomes typically obtained,
patients can be resistant to the extended
time of conventional implant treatment.
Dental implant treatment typically in-
volves long healing periods between var-
ious treatment steps. This has historically
presented a potential barrier to treatment
for our patients. New protocols using
placement at the time of extraction with
immediate function and temporization
have eliminated this obstacle to treatment
and have increased patient acceptance.

Immediate function was first shown
to be an acceptable treatment in the com-
pletely edentulous mandible2 and then
in other areas of the mouth. Wohrle3

conducted one of the first multi-center
studies to report the feasibility of immedi-
ate function in the single-tooth implant,
and many authors have since demon-
strated this.4 What can be concluded from
these studies is that immediate function
is very effective when:

1. Occlusal loads are controlled.5

2. An osseoconductive implant surface
is used (eg, TiUnite® Nobel Biocare,
Yorba Linda, CA).6

3. Initial placement stability of the im-
plant is at/or greater than 35 Ncm.7

Initial stability of the implant at the
time of placement is determined by the
ability of the practitioner to engage exist-
ing bone and by the design of the implant
to be stabilized in this bone. Many prac-
titioners have shown that the use of ta-
pered implants allows for better initial
stability in the bone.8 This stability can
be increased by changing the shape of the
osteotmy relative to the implant geometry.

Implant placement at the time of ex-
traction not only shortens the time of
treatment but also prevents collapse of
the alveolar bony complex that has been

reported to be up to 60% volume of the
socket and 3 mm to 4 mm of bone loss in
both the buccal-lingual and apico-gin-
gival directions.9 By placing the implant
and associated grafting material, the ini-
tial collapse can be prevented and, thus,
the crestal bone architecture can be main-
tained at pre-extraction levels.

CASE REPORT
A 30-year-old woman presented to the
authors’ clinic with a chief complaint of
internal resorption in a maxillary central
incisor secondary to previous trauma and
discoloration of the adjacent tooth (Fig-
ure 1 and Figure 2). One of the patient’s
concerns was the transition from tooth
to final restoration and not having to
wear a removable temporary appliance.
A treatment plan was developed to ex-
tract the hopeless tooth and immediately
place a dental implant with immediate
temporization.

On the day of the procedure, the pa-
tient was anesthetized and an atraumatic
extraction was performed using perio-
tomes and forceps to elevate the tooth
without damaging the surrounding bone.
After thorough curettage of the socket to
verify the presence of bone and removal
of any soft tissue remnants, a 2-mm pilot
drill was used to redirect the axis of the
implant into the mid alveolus. An x-ray

was taken to verify direction. The site was
then enlarged to a 5-mm diameter using
the NobelReplace™ Tapered (Nobel Bio-
care) drilling protocol. Placement was
such that the implant neck was at least
0.5 mm palatal from the crestal bone
and even with the labial crestal margin
apical-coronally. Initial stability was ver-
ified with a manual torque wrench to ver-
ify 35 Ncm of resistance and an Immediate
Temporary Abutment (Nobel Biocare)
was placed. A full contoured temporary
restoration was fabricated. Care was taken
to eliminate all centric and excursive con-
tacts and a combination of the patient’s
own bone, collected during the osteoto-
my preparation, and bovine hydroxyap-
atite was used to occlude any excess space
around the neck of the implant. The tem-
porary restoration was cemented with
TempBond™ (Kerr Corporation, Orange,
CA) temporary cement and the patient
was instructed not to eat directly on this
area for at least 8 weeks. Postoperative
medications included appropriate anal-
gesics and oral antibiotics (500 mg peni-
cillin VK four times per day [qid] for 1
week or 150 mg clindamycin qid for 1
week). The patient was also instructed to
apply chlorhexidine rinse topically to the
area throughout the healing period.

After 12 weeks of healing time, the tem-
porary crown was removed and a stable

implant biologic width was noted. The
adjacent tooth was prepared for a Nobel-
Procera™ Alumina (Nobel Biocare) veneer
(Figure 3). An implant-level impression
was taken capturing both the implant po-
sition and the veneer preparation. The im-
pression was then sent to the laboratory
for fabrication of a custom zirconium
abutment, a corresponding NobelProcera
Zirconia crown, and the adjacent Nobel-
Procera Alumina veneer.

At the time of delivery, the temporary
restorations were removed and the final
abutment was placed on the implant. A
radiograph was taken to verify proper
seating of the custom abutment and the
NobelProcera Zirconia crown was check-
ed for contacts and occlusion. After ad-
justments, the abutment was torqued to
35 Ncm and the final crown was cemented
with Improv (Alvelogro, Snoqualmie, WA)
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Figure 1 Preoperative presentation. Figure 2 Preoperative x-ray.
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provisional cement. The NobelProcera
Alumina veneer was bonded to the tooth
using Calibra® (DENTSPLY, York, PA)
bonding cement (Figure 4 and Figure 5).

Practitioners are often faced with the
dilemma of restoring patients as quickly
as possible. However, it often takes time
to provide optimal treatment. Implant
treatment, although the treatment of
choice for single-tooth replacement, is
not always the quickest. By incorporat-
ing new techniques and materials, we as
practitioners are able to treat our patients
with the most optimal treatment with-
out making sacrifices due to the length
of time it has previously taken to accom-
plish this treatment. A conventional 3-
unit bridge would allow for a more stable
temporary phase compared to the time it
takes for conventional implant treatment
as described by Brånemark.10 By using
immediate placement and immediate
function we can bring our patients through
treatment in a stable, natural manner while
better supporting the biological complex.
The final restoration can take advantage
of newer biologically compatible materi-
als and provide a longer-lasting, more
esthetic end result.
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Figure 4 NobelProcera Zirconia crown and NobelProcera Alumina veneer. Figure 5 Post restoration, 1-year follow-up x-ray.

Figure 3 Stable implant biologic width and veneer preparation.


