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The aim of this article is to present the case of an early implant placement with immediate loading in the mandibular anterior
region as a rapid solution to edentulism. A 40-year-old healthy male patient reported with a chief complaint of loosening of
tooth in the lower front region of the jaw. On intraoral examination, there was a mobile tooth with respect to 41. The mobile
tooth was extracted, and early implant placement was done along with Bio-Oss bone grafts to fill the jumping distance with no
barrier membrane. Immediate provisionalisation was done on early-placed dental implants. After 5 months of the healing
period, the final implant-level impressions were made, and the provisional crown was replaced with the final zirconia crown.
This case report demonstrates satisfactory esthetic and functional outcomes along with various other advantages.

1. Introduction

Brånemark et al. [1] introduced the classic protocol for den-
tal implant therapy according to which postextraction heal-
ing period of at least 6 months was allowed before implant
placement. Since complete soft and hard tissue healing after
tooth extraction is required to achieve successful osseointe-
gration, classic protocol was followed [1, 2]. In the present
time, esthetic outcome is influenced by the timing of implant
placement postextraction in the esthetic zone [3]. The clini-
cian has four different treatment options, as defined by two
ITI Consensus Conferences 2003 and 2008 [3, 4]. One of
these options is early implant placement in which implants
are placed after 4 to 8 weeks of soft-tissue healing [5].

Early implant placement is a viable treatment alternative
in which implant is placed following complete soft tissue
coverage of the extraction socket [4]. This allows for the

resolution of local pathology and provides enhanced soft
tissue volume [6, 7]. According to various studies, clinical
outcomes for implants placed following early placement
protocol are promising [7–10].

According to Anibali et al., early placement can be
regarded as an appropriate alternative to immediate place-
ment when clinical outcome of immediate implant placement
could be affected by unfavourable conditions at the time of
extraction [11]. When compared with the delayed implant
placement protocol, early dental implant placement offers
advantages in the preservation of soft and hard tissues [12].

This case report showcases a technique involving early
implant placement with immediate loading in the mandibular
anterior region, offering a prompt and effective approach to
address edentulism while preventing any potential loss of hard
and soft tissues. This method also ensures optimal esthetics
and functionality, providing a swift solution to the issue.
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2. Case Presentation

A 40-year-old male patient reported to the Department of
Periodontology, Kantipur Dental College, Kathmandu,

Nepal, with a chief complaint of loosening of tooth in the
lower front region of the jaw.

On taking history, the patient had mobile tooth in the
lower front region of the jaw for 6 months. There was no

(a) (b)

(c)

Figure 1: (a, b) Cone-beam computed tomography (CBCT) in sagittal section with dental implant planning with respect to 41. (c)
Mesiodistal measurement at the proposed implant site.

(a) (b)

Figure 2: (a, b) Preoperative view of the partially edentulous site with respect to 41.
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significant medical history of the patient. During the intraoral
examination, it was observed that the patient had good oral
hygiene, mobility in tooth 41, and a satisfactory amount of
keratinized tissue surrounding the missing tooth. An intraoral
periapical radiograph was advised which revealed periapical
lesion w.r.t 41. An array of treatment options was discussed
with the patient for the replacement of the missing tooth after
extraction. A detailed explanation of the benefits and draw-
backs of each treatment option was provided to the patient,
after which he chose the dental implant therapy.

Cone-beam computed tomography (CBCT) was indi-
cated for the patient, and the report revealed sufficient

mesiodistal and buccolingual width, as well as a safe distance
from vital structures (Figures 1(a)–1(c)). CBCT revealed
mesiodistal dimension at bone crest level and incisal edge
as 7mm and 5.5mm, respectively. Similarly, there was ade-
quate buccolingual width of 5.1mm present w.r.t. 41. Conse-
quently, the recommended course of action involved tooth
extraction, followed by early implant placement. The patient
was referred to the Department of Oral Surgery for atrau-
matic extraction, during which granulation tissues were
meticulously removed using a bone curette. Subsequently,
the patient’s progress was monitored through regular
follow-up appointments.

(a) (b)

Figure 3: (a, b) Diagnostic cast with mock-up using acrylic tooth w.r.t 41.

(a) (b)

(c)

Figure 4: (a) Midcrestal incision, (b) full-thickness mucoperiosteal flap reflection, and (c) preparation of osteotomy site.
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At 4 weeks postextraction, the intraoral examination
revealed good soft tissue healing with respect to 41
(Figures 2(a) and 2(b)). At the same appointment, a diag-
nostic impression was made with irreversible hydrocolloid
and poured in dental stone. The obtained cast was used for
mock-up using acrylic tooth w.r.t 41 (Figures 3(a) and
3(b)). After evaluating the CBCT results, 3 0 × 11mm of
implant size (NobelReplace® Conical Connection, Nobel
Biocare Services AG, P.O. Box, CH-8058 Zürich-Flughafen
Switzerland) was planned for the patient.

After about 5 weeks of extraction, patient was recalled
for early implant placement. We followed the standard sur-
gical protocol for early implant placement by Buser et al.
[7–10] in which their various publications were taken into
consideration for better clinical outcomes. Informed as well
as written consent was taken from the patient prior to the
treatment. Anesthesia was achieved through the local infil-
tration of 2% Lignocaine HCl with 1 : 200,000 epinephrine.
A midcrestal incision was performed using a number 15
BP blade (Figure 4(a)), and a full-thickness mucoperiosteal
flap was gently raised to visualize the available alveolar bone
in both the mesiodistal and buccolingual directions
(Figure 4(b)). The soft tissue remnants from the implant sur-
gical site were cleared and irrigated with normal saline. Sub-
sequently, the osteotomy site preparation was performed
with respect to tooth 41 (Figure 4(c)). Initial pilot drill of
2.0mm from the implant surgical kit (Nobel Biocare Services
AG, P.O. Box, CH-8058 Zürich-Flughafen Switzerland) was
used as the first drill. Next, a guide pin was placed into the
osteotomy site to ensure its alignment parallel to the adja-
cent tooth (Figure 5(a)) which was confirmed with intraoral
periapical radiograph (Figure 5(b)). Final implant placement
was then done, and again, intraoral periapical radiograph
was taken (Figure 6).

With temporary abutment in place, closed tray impres-
sion was made using putty and light body (Figure 7) and
sent to the lab for provisional crown fabrication. Healing
cap was screwed into the implant. Jumping distance was
filled with Xenografts (Geistlich Bio-Oss®, Geistlich Pharma
AG, Bahnhofstrasse 40, CH-6110 Wolhusen, Switzerland)
(Figure 8(b)), and two interrupted 3-0 silk sutures (ETHI-
LON®, Ethicon Inc., Johnson & Johnson, Piscataway, NJ,
USA) were placed w.r.t 41 (Figure 8(b)). The patient was
well informed about the possible risks associated with
implant surgery. Mouthwash with 0.2% chlorhexidine gluco-
nate (CHX oral rinse—100ml mouthwash) 10ml twice daily

for 21 days was advised. Nonsteroidal anti-inflammatory
drugs (NSAIDs) (ibuprofen 400mg and paracetamol 375mg,
Flexon tablet, Aristo Pharmaceuticals Pvt., Ltd.) (23-A, Shah
Industrial Estate, Off Veera Desai Road, Andheri (West),

(a) (b)

Figure 5: (a) Paralleling pin placement. (b) Intraoral periapical radiograph with guide pin.

Figure 6: Postoperative intraoral periapical radiograph of dental
implant.

Figure 7: Closed tray impression for provisional crown.
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Mumbai, 400053, India) as per need and antibiotics (Clavam
625mg tablets, amoxicillin 500mg+clavulanic acid 125mg,
Chennai, Tamil Nadu, India) three times a day for five days
were prescribed to the patient. After provisional crown fabri-
cation, occlusal adjustments were done so that no contact is
established with opposing teeth, and immediate loading was
done (Figures 9(a) and 9(b)). After one week following sur-
gery, the patient was recalled for suture removal and evalua-
tion of the surgical site. Regular follow-up visits at 2 and 3
months were scheduled for the patient (Figures 10(a)
and 10(b)). On reevaluation during follow-up visits, soft
tissue healing was found to be satisfactory. The patient
was then recalled after five months for the final prosthesis
(Figures 11(a)–11(c)).

At 5 months, the temporary crown was removed,
impression coping was connected to the implant fixture
(Figure 12(a)), and the final impression was made using
putty and light body using a closed tray technique
(Figure 12(b)). The implant analogue was then attached to
the impression coping (Figure 12(c)). Shade selection was
done, and the impression was sent to the lab for the final zir-
conia prosthesis. After occlusal adjustments, the final pros-
thesis was cemented w.r.t 41 using type II GIC as a luting
agent (Figures 13(a) and 13(b)). The patient was kept on
regular follow-up visits.

3. Discussion

Implant placement and loading protocols are considered as
key elements in implant treatment planning. In the past,
implant therapy was typically conducted in fully healed areas
of patients with complete tooth loss [13]. But this conventional
therapy was not accepted well by the clinician as well as the
patient because of increased treatment time. Furthermore,
achieving favorable esthetics was particularly challenging due
to the alveolar bone remodeling that occurs after tooth extrac-
tion [13]. In 2003 and 2008, the International Team for
Implantology issued comprehensive guidelines regarding the
timing of implant placement [3, 4]. These guidelines encom-
passed various approaches: immediate implants placed on
the same day of extraction, early implants with soft tissue heal-
ing between 4 and 8 weeks after extraction, early implants with
partial bone healing between 12 and 16 weeks after extraction,
and delayed implants placed after 6 months following extrac-
tion [3, 4].

According to studies, immediate and early implant
placement in the single edentulous site in the anterior max-
illa showed similar results in terms of ridge dimensional
changes and acceptable clinical, aesthetic, and patient-
reported outcomes [14]. However, in comparison to early
implant placement, immediate implants were found to have

(a) (b)

Figure 8: (a) Bone graft placement. (b) Suturing with 3-0 silk sutures.

(a) (b)

Figure 9: (a, b) Provisional crown and immediate loading w.r.t 41.
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a higher incidence of midfacial recession, affecting approxi-
mately 26% of cases [15]. Other studies also reported an
incidence of significantly increased midfacial mucosal reces-
sion with immediate implants (0.85mm) when compared
with early implants (0.06mm) [16].

Early implant placement has been associated with a sig-
nificant increase, reportedly up to sevenfold, in soft tissue
thickness, especially in cases involving thin or damaged
facial walls. This increase results in the formation of a thick
mucoperiosteal flap, promoting better vascularity for improved
healing. Furthermore, the likelihood of flap tears and the
need for soft tissue graft augmentation are reduced as well
[17]. Opting for early implant placement with soft tissue

healing also offers the advantage of obtaining an additional
2-3mm of keratinized mucosa surrounding the implant.
This benefit is attributed to the natural process of spontane-
ous soft tissue healing and apical bone formation that occurs
during this approach [13]. Studies have reported stable soft
tissue conditions in early implant cases after more than 3
years [7].

Immediate loading is defined as a prosthesis being
placed in occlusion within 48 hours of implant surgery
[18] or after 72 hours of implant placement [19]. The sur-
vival rate of implants as well as marginal bone loss was not
affected by the difference between immediate and early load-
ing at 1 or 3 years. So, either the immediate or early loading

(a) (b)

Figure 10: (a) Postoperative 2-month follow-up. (b) Postoperative 3-month follow-up.

(a) (b)

(c)

Figure 11: (a–c) Postoperative 5-month follow-up in different views.
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of the implants should be considered [20]. But patients
always prefer to be rehabilitated as soon as possible, pro-
vided there is less risk of implant failure [20].

The use of xenograft for reduced dimensional alter-
ations of a postextraction site was described in animal
studies [21, 22]. The use of Bio-Oss® Collagen graft to fill
the buccal gap after implant placement has been found to
reduce the buccal vertical resorption from 1 3 ± 0 7mm to
0 1 ± 0 5mm [22].

Several clinical studies demonstrate the use of xenograft
and resorbable barrier membrane in conjunction with early
implant placement with successful results [7, 23, 24].

In contrast to these studies, the rationale for bone aug-
mentation with early implant placement was different in
the presented case. In this case, the jumping gap was filled
with xenograft materials (Bio-Oss), and no barrier mem-
branes was used. Here, no barrier membrane resulted in
reduced surgical time and cost and also enhanced bone
regeneration since the periosteum was not isolated from
the grafted site. The periosteum has a vital role in bone graft
incorporation, healing, and remodeling since it has multipo-
tent mesenchymal stem cells which are the sources of blood
vessels and growth factors, capable of differentiating into
bone and cartilage [25].

(a) (b)

(c)

Figure 12: (a) Impression coping connected to the implant fixture. (b) Final impression with close tray technique. (c) Implant analogue
attached to impression coping.

(a) (b)

Figure 13: (a, b) Final prosthesis and its placement w.r.t 41.
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The case presented demonstrated outstanding functional
and aesthetic results, showcasing the notable benefits of early
implant placement with soft tissue healing. These benefits
encompassed the lack of soft tissue recession, no vertical
bone loss observed six months postimplant placement, and
the presence of an ample soft tissue barrier surrounding
the implant in all directions. Both extraoral and intraoral
structures play a crucial role in meeting the esthetic needs
of patients [26, 27]. Specifically, early implant placement is
essential for maintaining the intraoral soft tissue condition.

There are few limitations of early implant placement like
more surgical time required, multiple surgical procedures
starting from extraction to implant placement, and more
invasive as compared to immediate implant placement [28].
Similarly, the survival rate of early implant placement with
immediate loading (first-year survival rate = 98 3%) is slightly
higher as compared to immediate implant placement with
immediate loading (first-year survival rate = 94 6%) [29].

4. Conclusion

There are four different treatment options available for clini-
cians for postextraction implant placement. In the anterior
region, the esthetic outcome and its long-term esthetic sta-
bility are of paramount importance which is the most
important goal of implant therapy followed by proper func-
tion and phonetics. Early implant placement with soft tissue
healing allows for 4-8 weeks of healing period following
extraction before implants are placed (Table 1). This is used
when the facial bone wall is thin or damaged and local bone
anatomy allows proper 3D implant position providing good

primary stability. This method averts the occurrence of ver-
tical collapse near the implant sites, introduces keratinized
tissue on all sides, and facilitates simpler apical engagement.
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