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WIFI: TeachingCentre
Course outline,
handouts, etc.

Password: PEDguest
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The new
“textbook”

4th Edition,
now avail
~$260

www.for.org
Most don’t buy it.

The Foundation for
Oral Rehabilitation

$0.00
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Course schedule:

Course objectives:

SESSION 1
Friday October 15th
Saturday October 16th

• To be able to recognize when an implant case is
straightforward, and when to refer out
• To feel comfortable treatment planning, placing,
and restoring single tooth implants (STIs) in these
straightforward cases
• To receive and use the tools to integrate this in
your day to day practice
• To recognize and manage common complications

SESSION 2
Friday November 19th  note days
Saturday November 20th 
SESSION 3
Saturday December 4th
Live Surgery Day
Dinner later that evening (hopefully)
SESSION 4
Sunday December 5th ~4½ hours

(note that session 4 is a Sunday)
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Course schedule for today:
The origin of the species—
a short history of implant dentistry

SESSION 1, DAY 1.
Friday October 15th
Morning
Introductions and welcome
Course outline and handouts, objectives, and disclaimers
(A very brief) History of implant dentistry
What is an implant?
Root form vs other implant modalities
The massive need for implant treatment in society
General concepts for posterior tooth replacement
Afternoon
What is a straightforward case?
Where are implants contraindicated?
How much bone volume is required?
Bone metabolism and quality
Bisphosphonates and MRONJ
Atraumatic extractions and socket grafting
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The real father of implant
dentistry, placing implants
from 1952-2002.
Dr. Leonard Linkow
Per Ingvar Brånemark

The story of
osseointegration
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Metals that will
osseointegrate:
•
•
•
•
•

titanium
zirconium
tantalum
niobium
Platinum

Today: >500,000/yr in
11
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An implant is a medical device
manufactured to replace a missing
biological structure, support a
damaged biological structure, or
enhance an existing biological
structure.

What is an implant?

Medical implants are man-made
devices, in contrast to most graft
material, which is a transplant:
transplanted biomedical tissue.

Why do we care about terminology?

1FA4
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Endosteal
root form
implant,

For our purposes, an
implant is a root-sized
screw.

15

aka fixture
or cylinder
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Crown

Abutment

Implant
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Other implant
modalities

Other implant modalities include:
•
•
•
•
•
•
•

1FA5
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Transosteal implants
Blade implants
Ramus frames
Subperiosteals and CEIs
Soft tissue implants
TADs
Small diameter implants (“mini
implants”)
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Small diameter implants:
• Often called “mini implants”
• By definition, any implant smaller
than 3.0mm OD
• A great tool in specific situations
• High failure rate when used by
inexperienced practitioners
• Often misused 

temporary anchorage
devices, or “TADs”
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The massive need for
implant treatment in our
society

Missing teeth…
• Occurrence ↑ with age
• Frequency ↓ with education
level
• Dx and tx rate varies widely
between practices
• The same population that is
missing teeth tends to visit
their dentist irregularly

1FA6
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Complete edentulism in
Canada

Which is most common?

?

•
•
•
•
•

• Complete edentulism
• Developmentally absent
laterals
• Mx incisor lost to trauma
• Unilateral free end edentulism
• Bilateral free end edentulism

25

47% age 65-69
58% age 70-98
Higher in Quebec and Maritimes
University educated? only 4%
Frequency decreasing BUT
number of patients increasing as
life expectancy ↑
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If you remember nothing
else, remember this…

Single tooth edentulism

44% of adults have at least one
untreated edentulous space

Every dentist in Edmonton that
places implants could work
24/7/365 and not dent the pool
of patients who need this
treatment.

If you have 1000 adult patients
in your practice, on average
you should have 440 untreated
implant patients
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Concept 1:
First molar occlusion
as a treatment goal

Four general treatment
planning concepts

• Second molars are more
challenging sites
• Patients with at least one functional
molar in each quadrant do well
• Treat the WHOLE CASE, properly,
or don’t do implants…they will
overload and fail
• Beware the pt with “Less
Syndrome”

1FA7
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J Oral Rehabil 2017 Jul;44(7):563-572.

Shortened dental arch (SDA)

Shortened dental arch and prosthetic effect on oral health-related
quality of life: a systematic review and meta-analysis

• Research tells us second bicuspid
occlusion is still functional

K Fueki 1, K Baba 2

• W.H.O. says this is the minimum
• More appropriate for the older
patient
• Lower bicuspids take more wear, not
clear why
• Option to drop to single bi31+ molar

31

This systematic review aimed to compare oral health-related quality of life
(OHRQoL) between two tooth replacement strategies - the shortened dental
arch (SDA) concept and conventional treatment with removable partial dental
prosthesis (RPDP) or implant-supported fixed partial dental prosthesis
(IFPDP) - for distal extension of edentulous space in the posterior area. We
{…}
There was no statistically significant difference in OHIP summary scores
between SDA and RPDP at 6 (SWMD = 0·24) or 12 (SWMD = 0·40) months
post-treatment. Only one non-RCT had reported higher OHRQoL with IFPDP
than with SDA; however, because of the small sample size, there was no
significant difference in OHIP summary scores…

In the short term, we can “get away with” second
bicuspid occlusion, although it is not ideal.

32

Whenever we see a patient who
is missing one or more teeth, our
starting point should be

Do we replace second molars?
It depends on the situation.
• Available bone present (and at usable
position/angle)

“How can I get this
patient back to first
molar occlusion?”

• Adequate keratinised gingiva
• Opposing occlusion present
• Third molar present in function
• Patient can open wide enough
33
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Concept 2: Implants are only one
of several options

Disadvantages of a
removable partial denture

So what are our options to
replace missing teeth?

• Damage to abutment teeth
• Inconvenient
• Can be unhygienic

(hint: there are four flavours)

• Limited function
• Issues with speech

—patients tend to wear them in their pocket
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Disadvantages of a bridge

Lifespan of a bridge

• Hygiene under pontic can be challenging

• Estimated mean lifespan of FPD = 10 years

• Requires preparing adjacent teeth

• Most common cause of failure: caries

• If one abutment tooth has problems, you have a
multi-tooth problem to deal with

• Abutment tooth failure rate: 12% @ 10yrs
• After preparation, 15% of abutment teeth
eventually require RCT

• Pontic will not stimulate bone, so continued ridge
atrophy (both quantity and quality) expected

• Only 20% of teeth adjacent to space already
have crowns on them

• But the key drawback of fixed
bridgework is longevity

* Schwartz NL, Whitsett LD, Berry TG. Unsrvicable crowns and fixed partial
dentures: lifespan and causes for loss of servicability. J Am Dent Assoc
81:1395-1401
* Shugars DA, Bader JD, White BA, Servival rateds of teeth adjacent to
treated and untreatedposterior bounded spaces. J Am Dent Assoc:129: 1085
- 1095.
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There are four options to
deal with a missing tooth

What about a Maryland bridge?
• Esthetics – display of metal wings
• Strength – limited, dependent on bond

1.
2.
3.
4.

• Issues with debonding
• Most appropriate for lower anteriors

Removable partial denture
Fixed bridgework
Implant retained crown
Do nothing
Remember, not all missing teeth
need to be replaced, and implant
placement is an elective procedure

Clinical case courtesy of Dr. Baldwin Marchack
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Concept 2: Implants are only one
of several options

One common thing we
recommend to patients…

• Remember:
denture-bridge-implant-nothing
• Implant placement is elective treatment
• No guarantee your implant will succeed
• Neither implants, nor teeth, are forever
• Forward compatibility is important
• Aside from bone loss, a denture or
retainer doesn’t burn any bridges

1. Save the tooth with RCT and/or
a crown! (kind of another
form of “do nothing”.
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!!!

Concept 3: Dental implants are

So whenever you see an edentulous
space, ask yourself—

SECOND STAGE THERAPY

“Would this pt benefit best
from a partial, a bridge, a
single tooth implant, or no
treatment?”

and should be placed after stage one
(disease control) therapy is
complete, including cleaning, minor
restorative, extractions, and
endodontic treatments.

You will find a LOT of untreated
implant cases—hiding in plain sight—
in your general practice!
43

43

And also after any orthodontic tx.
44
Cast partials, C&B: also stage
two.
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Concept 3: Implants are
Stage 2 treatment!

How to get yourself in trouble with
dental implants—a recipe.

• Titanium is part of a complete
breakfast treatment plan
• Get the damned teeth cleaned first.
Yeesh.
• Restorability of other teeth needs to be
clear as well
• Placing implants when other infection is
present increases failure risk
• Complete treatment plans include both
45
arches

45

1. Don’t do a complete
examination
2. Don’t formulate a (written)
treatment plan
3. Place the implants first
4. Treat one side/arch at a time
5. The “implant of the year” club
46
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Concept 4: (a quick one)
Implants stand alone

Concept 4: Implants stand alone
• A bridge between teeth is fine
• A bridge between implants is fine
• A bridge between teeth and
implants should be avoided
while learning

Implants are best
NOT SPLINTED TO TEETH
esp while you are learning.
We will do so sometimes in specific
cases. For now, just say no.

47
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One more thought:

So our four general tooth replacement
TXP concepts are:

Implant treatment planning
is “restorative driven”

FIRST MOLAR OCCLUSION

• A bit of a cliché, but a concept that helps
describe our philosophy
• The implants need to go where they can
support the prosthetic teeth
• Implants were not always done this way, and
in many cases, still aren’t
• Implant cases that can’t be properly restored
are failures, even if the implants are
properly integrated and healed
• All cases in dentistry need a “quarterback”50

ONE OF FOUR OPTIONS
SECOND STAGE THERAPY
IMPLANTS NOT SPLINTED TO
TEETH
49
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And remember:
What is a straightforward case?
Implants are not for everyone
• This is elective treatment
• Some patients are
contraindicated
• Some patients are just not good
candidates
• An implant is not always our
treatment of choice
No one ever got in trouble for declining to treat.

51
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looking for the “single canal endo” of implant cases
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Medical history

“To seduce the practitioner, manufacturers have given
the impression that little skill is required and that all
jaws are predictably restorable at minimal risk.”

1. Smoking reduces success rates

-Dr. Carl Misch

Interestingly, the research on this
is not clear. We quote our
patients an increased failure rate
of 6% (instead of background 3%)
but this is a synopsis of multiple
studies and our own anecdotal
experience.

“The mark of a responsible clinician is that they don’t
embark on creating any mess that they can’t clean up
themselves.”
-Dr. Ken Hebel
“Good case selection will make you a hero; bad case
selection will make you a goat. Don’t be a goat.”
-dr. bill
53
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Medical history

Medical history

2. Hyperglycemia impairs healing.

2. Hyperglycemia impairs healing.

If in doubt, refer for HbA1C (or check
on Netcare).

Again, research does not provide us
with clear guidance. A rule of
thumb when you are starting is not
to place in patients with HbA1C of
7.8 or higher.
Remember, this is an average and
they could be spiking higher.
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Medical history

Medical history

3. Uncontrolled hypertension impairs
healing.

4. Advanced osteoporosis is bad,
especially when working on maxilla

When to abort surgery?
When to be concerned about
healing?
Pre-operative BP, use of wrist
cuff.

More to
come on
bone in
the next
section
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Medical history

Medical history

5. No bleeding disorders or serious
anticoagulation medications

5. No bleeding disorders or serious
anticoagulation medications

A. Simple: Platelet aggregation inhibitors

B. Moderate: Coumadin (warfarin)

Most common in Alberta is
Aspirin (ASA) (note 81mg vs 325mg)
Plavix (clopidogrel)
or a combination of these two

Most patients are anticoagulated between
INR 2.0 and 3.0, unless on a
mechanical valve.
Most of these pts will know their current
INR as they are tested regularly.

Remember: lifespan of a platelet is
9-10 days.
59
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Medical history

Medical history

5. No bleeding disorders or serious
anticoagulation medications

Other mild relative contraindications
These probably aren’t harmful by
themselves, but could be additive (or
synergistic) with other risks
- penicillin allergy
- taking SSRIs (e.g. Celexa,
Paxil, Prozac, Zoloft)
- previous implant failure

C. Modern complex drugs (“NoACs”):
Xarelto (rivaroxaban)
Eliqis (apixaban)
Pradax (dabigatran) (now rare in Alberta)
Some atrial fibrillation patients will be on
these; no INR monitoring required, 30
minutes onset, 12 hours half life , but
co$tly.
Not easily reversible in the emergency
department. :-o
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Medical history

Medical history

6. Not nutritionally impaired

7. Is age a factor?
Actually the bigger concern is in the
younger patient who may not have
completed growth. We will cover this
in the next session.
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Medical history
1.
2.
3.
4.
5.
6.
7.

Bottom line on medical history…
Implants are titanium
cylinders

Smoking
Hyperglycemia
Hypertension
Osteoporosis
Bleeding
Diet
Age

If patient is healthy enough to have an
extraction, they can get an implant.
But: if their health would limit healing of
a bone fracture, they will have a
higher risk of the implant not
integrating

This covers the vast majority of
medical issues we face.
65

65

Drs. Holden and Afshar

66

66

11

Implant mentor program

2021 10 15

Absolute medical
contraindications to
implant placement
1.
2.
3.
4.

Active drug or alcohol abuse also
falls in this category.

Recent MI or stroke
Current tx for malignancy
Bone metabolism disorders
Uncontrolled DM or HBP
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5. The aesthetic zone is NOT where you want
to learn! Test and record incisal display.

What is a straightforward case?
Implants are titanium
checklist of ten factors
1. cylinders
Unremarkable medical history

2. Stable psychologically / socially
3. Lots and lots and lots of good bone
4. Lots of attached gingiva
5. Outside the aesthetic zone
6. No parafunctional habits
7. Local infection controlled, no cystic tissue
8. Adequate interocclusal space for crown
9. Good mouth opening for room to work
10. Not your mother-in-law
70
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6. Parafunction kills implants and the restorations
thereon…

7. Local infection is controlled

…no PDL is present to “give”, and no proprioception

72
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9.Adequate opening for access

Homework project

?

• Vertical space where you will have to drill

How wide is the head of your
mouth mirror?

• Also oral aperture and tissue retractibility

?
How long is your perio
probe from tip to hilt?
?

73
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Think of it as the “Molt 7/4 Curet”

75
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When are implants
contraindicated?

10.Not your mother-in-law!

1FP2
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Remember our
absolute medical
contraindications to
implant placement

When are implants contraindicated?
Implants are titanium
cylinders
 Remember, there are absolute and relative




contraindications
Relative contraindications add
synergistically
Relative contraindications can often be
managed by appropriate referral

1. Recent MI or stroke
2. Current tx for malignancy
3. Bone metabolism disorders
(Paget’s, multiple myeloma, FD)
4. Uncontrolled DM or HBP
---also really any pt ASA IV--79

79
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ASA Physical Status Classification System

Important to understand what
ASA III versus ASA IV means

• ASA I - A normal healthy patient
• ASA II - A patient with mild systemic disease

78 year old male taking ramipril,
omeprazole, atorvastatin, ASA 81mg

• ASA III - A patient with severe systemic
disease

What if he is also on furosemide?

• ASA IV - A patient with severe systemic
disease that is a constant threat to life

What if he is also receiving dialysis?

• ASA V - A moribund patient who is not
expected to survive without the operation
• ASA VI - A declared brain-dead patient whose
organs are being removed for donation
(prob not ideal implant pt at that point)
81

81

82

82

Can we do implants during pregnancy?

Examples of ASA IV pts
• unable to walk up one flight of stairs or two
level city blocks
• distress is present even at rest
• history of unstable angina pectoris,
myocardial infarction or cerebrovascular
accident within the last six months
• severe congestive heart failure
• moderate to severe chronic obstructive
pulmonary disease
• uncontrolled diabetes
• uncontrolled hypertension
• uncontrolled epilepsy
• uncontrolled thyroid condition

If so, when is best?

83
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Do I have enough bone?

The bottom line:

Required ridge volume for
implant placement

Is the patient healthy enough for
impacted wisdom tooth removal?

?

85

85
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How much bone is enough?
Use the 1237 rule
• 1 mm of bone buccal and lingual
to implant (1.5 is better)
• 2 mm of bone between implant and
adjacent root (1.5 acceptable)
• 3 mm of bone between two
adjacent implants
• 7 mm of interarch space

A

The sublingual and submandibular
fossae are not good places to visit.

87
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Bone height (implant length)

How much bone is enough?

Implants are titanium
cylinders

Implants are titanium
cylinders

• 08 mm implants are the shortest you
should be using
• a “Safety Zone” is required away from vital
structures
• If using 08 mm implants, do not use the
smallest diameter (3.5 mm or 3.3 mm)
when learning

•
•
•
•

Ridge width
Distance between adjacent teeth/roots
Maxillary sinus and nose
Mandibular canal incl. anterior loop
Submandibular fossa

• i.e. if you have to stop at 08 mm length, you
want to go up to 4.3 or 4.1 width
• we will push this envelope sometimes but
usually with splinted implant situations
89
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Decent radiographs are essential
A word about CBCT scans
Get in there with your fingers and feel!
Limiting factors are:
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So what is the minimum
size site for a STI?

So can we calculate the minimum space needed
between teeth for a single-tooth implant?

Smallest implant is 3.3 or 3.5 mm diameter
4.3mm

We need 2 mm to the adjacent root, so
STI + 2 + 2 = 7.3 or 7.5 mm between roots
We need 1 mm bone B and L, so
STI + 1 +1 = 5.3 or 5.5 mm ridge width
~1.5mm on each side of implant, 2mm is better for soft tissue

Shortest implant is 8mm, drill is ~9 mm long
We need 8 mm height of bone mx, 10 mm mand92
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Evaluating residual ridge width clinically

Ridge Mapping
• Simple method to determine ridge width
• May help to plan for appropriate implant to
keep inventory down
• Utilizes instrumentation common to
restorative practice

• Remember, narrowest implant 3.3 or 3.5 mm
diameter, but…
• For posterior jaw, 4.1 or 4.3 mm diameter implant is
usually minimum, so need 6.1 or 6.3 mm width
• Width may vary at different points—use your fingers
• In a pinch, anaesthetise and sound bone depth with a
needle and endo file stopper—”ridge mapping”

The “Poor man’s CT scan”

93
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While we are talking about available bone…

A quick note on immediate
placement and restoration

What are the pros and
cons of immediate
placement here?

• Initial stability is everything
• Can save gingival architecture in
certain situations
• Specific implant designs may help
• Never promise patient it is possible!
• Immediate placement cases are
NOT your first choice while learning

How about immediate
restoration?
How can we get initial
stability here?

95
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Average mesiodistal widths of teeth

Mesiodistal spacing: how do we
plan out our implant crowns?



Measurement is at the contact point, not the
cervical
Opposing arch will often dictate
Contralateral tooth, when present, is a more
accurate starting point than averages
Waxup (physical or virtual) most effective



When planning, use the Rule of 7s and 10s
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Sometimes losing a bit of bone
during extraction is unavoidable.

Which factor is the most likely
to limit your ability to do a
given case???

“Atraumatic extraction” techniques
help us save as much as we can.
These techniques require:

• Patient finances
• Patient fears

• specific instruments

• Available bone quantity

• skill and experience

• Available bone quality

• actually giving a damn.

So let’s quickly look at quantity first

99
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Bone Quality

Inadequate bone can be
due to

Type I: anterior mandible & resorbed ridges
Type II: lower bicuspid, maxillary anterior
Type III: posterior mandible and maxilla
Type IV: posterior maxilla

• Trauma
• Iatrogeny during tooth removal
Often a
combination
of factors is
responsible

• Disuse atrophy (resorption) following
tooth removal
• Failure to develop
• Bone present, but not in a useful
location

Which type(s) of bone is/are best for implant placement?

• Infection or other pathology

101
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Osteoporosis
• Quantification is by DXA, “dual energy
x-ray absorptiometry”
• T-Score -1 to -2.5 is considered
osteopenia
• T-Score below -2.5 is osteoporosis
• Occasionally you will also see LVA, a
“lateral vertebral assessment”

103
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What is a “sigma” as it
relates to bone?
• More correct term is “bone
remodeling period”
• Complete turnover of an area of bone
by resorption/apposition
• Requires healthy osteoclasts, not just
osteoblasts
• Important for determining healing
period of both implants and grafts

Really refers to the lifespan of a BMU (basic multicellular unit).
Typical BMU is only 200 microns in diameter.
106

105
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What if we could stop
osteoporosis?

Bisphosphonates and MRONJ

• Bone mineral is constantly being laid
down and resorbed
• Early in life, we lay down more mineral
• Later in life, we “withdraw from the bone
bank”
• Osteopenia / osteoporosis results in
vertebral and pelvic fractures, as well as
other less catastrophic problems
1FP4
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What are bisphosphonates?
• Synthetic pyrophosphates with high
affinity for bone.
• Short half-life in the bloodstream
• Bind to bone surface, with long bone halflife and bioavailability (think five years).
• This medication essentially kills
osteoclasts, so you make more bone
than you break down. Will not reverse
bone loss, but can help arrest it.
• Anti-angiogenic and anti-cancer
properties described more recently

• If we can slow/stop resorption, we can
arrest bone loss
• Bisphosphonate drugs kill osteoclasts!
(actually, they irreversibly affect them so that they cannot express Cathepsin K)

• Let’s use them!

109
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BRONJ
Bisphosphonate
Related
Osteo
Necrosis of the
Jaws

(Didrocal)

MRONJ
Medication
Related
Osteo
Necrosis of the
Jaws

111
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So what do you need to know?

BRONJ incidence:

1. BRONJ incidence with weekly IV
bisphosphonates is 6-12%. DO NOT
PLACE IMPLANTS ON THESE PTs

“…If extractions were carried out, the
calculated frequency was 1 in 296 to
1,130 cases (0.09% to 0.34%)…”

2. Zero risk with etidronate (DidroCal)
3. Very low risk with Fosamax, Actonel
4. Risk ↑ with > 5 years on the drug
5. Stopping the drug probably of little value
Generally you can warn pts and proceed
114
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Drugs suggested to  MRONJ

What about q 6 month IV?
Seems to be similar to oral.

Humanised monoclonal antibodies
(names end in –umab), e.g.
denosumab, bevacizumab

What about Prolia?
Prolia (denosumab) is a monoclonal
antibody (RANKL inhibitor). Risk seems
to be higher than with oral meds.

Rapamune (generic = sirolimus)
Tyrosine kinase inhibitors
patients on chemotherapy
shouldn’t be getting implants
anyway

All of the “mabs” have similar, but not
identical, risk profiles.
May not be worth doing in your office.

115
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The mab explosion
sdabciximab (Reopro)
adalimumab (Humira, Amjevita)
alefacept (Amevive)
alemtuzumab (Campath)
basiliximab (Simulect)
belimumab (Benlysta)
bezlotoxumab (Zinplava)
canakinumab (Ilaris)
certolizumab pegol (Cimzia)
cetuximab (Erbitux)
daclizumab (Zenapax, Zinbryta)
denosumab (Prolia, Xgeva)
efalizumab (Raptiva)
golimumab (Simponi, Simponi Aria)
inflectra (Remicade)

Both BRONJ and MRONJ are associated with poor
oral hygiene. Be more cautious with these patients.

ipilimumab (Yervoy)
ixekizumab (Taltz)
natalizumab (Tysabri)
nivolumab (Opdivo)
olaratumab (Lartruvo)
omalizumab (Xolair)
palivizumab (Synagis)
panitumumab (Vectibix)
pembrolizumab (Keytruda)
rituximab (Rituxan)
tocilizumab (Actemra)
trastuzumab (Herceptin)
secukinumab (Cosentyx)
ustekinumab (Stelara)d

There are specific considerations for ideal timing to place implants in
these patients, and the risk of any infection is higher, not just MRONJ.

117
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Atraumatic extractions and
socket grafting

Other medications that impair
bone metabolism/healing
It’s a long list, including...
nicotine

alcohol

HRT

oral contraceptives

MTX

some diuretics

statins

SSRIs

glucocorticoids

proton pump inhibitors

some NSAIDs (not ibuprofen)
***Effects are additive and possibly
synergistic to increase implant failure rates.

119
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Extraction instruments have
come a long way

Our favourite extraction toys

• Periotomes/blades, powertomes
• Bone preservation elevators, luxators
• Piezosurgery and ultrasonic surgery
• Sectioning and collapsing teeth
• Extraction machines
The biggest change is in dentists’ attitude
towards their patients’ wellbeing
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Physics Forceps

Things we can do
• Early extractions before abscess large
• Choose apicoectomy only when
predictably successful
• Minimal bone removal / fracture / heat
damage during extractions
• Thorough curettage
• Know when to graft socket (and when not
to do so)
123
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Socket grafting concepts

Homework:

• Concept of 3 vs 4 vs 5 walled defects
• Rarely necessary in 5 walled defects
unless socket v large or buccal plate thin

•Download the socket
grafting bible

• Anything we place in the socket will make
it heal more slowly, but can help us
maintain ridge shape

www.cytoplast.com

• Thorough soft tissue curettage is more
important than anything we place in the
socket as a graft
126
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Decision tree after tooth
extraction and curettage

Recipe for socket grafting

Does this socket require
• Just a blood clot?
• A blood clot plus a suture?
• Bone particulate +/- collagen, suture?
• Bone particulate, collagen, nonresorbable membrane, suture?
• Flap and complex GBR?

1. Curet and rinse site
2. Optional: disinfect and re-rinse
3. Membrane to manage missing walls
4. Place bone particulate
5. Collagen or membrane(s) to keep it in
6. Suture
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Do as we say, not as we do!

To do socket grafting you will need…
• Small Miller curet

1. Limit your grafting inventory
2. You should be able to get away
with three products when you
start
3. All of these products have a shelf
life

• Disinfectant (optional)—e.g. Betadine or CAT
• Bone particulate—our choice is MFDBA
• Sterile liquid to rehydrate it—saline or old LA
• Collagen tape and/or plugs
• X linked collagen membranes—typical size is
15x20mm, look for non-expanding aka “flex”
• Resorbable sutures—whatever you use now
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Particulate graft choices

Particulate graft choices—
our recommendation

1. Bovine cortical (e.g. BioOss, NuOss)
2. Human irradiated cancellous chips
(typically from Rocky Mtn Tissue Bank)

Freeze-dried mineralised cortical allograft,
.25-1mm granules, 0.5cc vials

3. Human mineralised cortical granules aka
MFDBA (from PurOs, Oragraft, Creos,
Osprey, MinerOss, etc.)

e.g. LifeNet OraGraft from Surgical
Room or Straumann Canada
e.g. Nobel Creos

4. Human min-demin blends (50-50, 70-30)

also avail in .25cc 1.2cc 2.5cc
grows 40% in volume when
rehydrated

5. Combinations with/without binder
…and 1000 other choices
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in Nalgene or glass dish is best
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Jars are easier to work with, but not critical—you
can always use a Dappen dish or bone dish

Non-cross linked
collagen

Note: we treat
these as a
medicament, not
an implantable
device.

Topic #

4
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You will need a x-linked collagen membrane, these typically
last about 3-4 months in vivo. 15x20 mm is a good size.
Any brand as long as it is non-expanding (ones that expand
when hydrated are much harder to work with).
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Non-resorbable PTFE membrane

Remember, this is the most important
instrument you will use in this procedure
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Take home messages

Collagen tape

1. Atraumatic ext and selective grafting
means more implant cases
2. Thorough curettage is more
important than grafting
3. Not all ext sites need grafting
4. # of defect walls will help you triage
what type of graft to do
5. Stock a minimum # (3?) of products
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Sometimes the implant gods
will let us make more bone

Advanced grafting options

•Particulate grafts to augment ridge
•Block grafts to augment ridge
•Splitting and spreading the ridge
•Distraction osteogenesis
•Orthodontic extrusion
•Grafting of the pneumatised
maxillary sinus
1FP6
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The next grafting skill you
should learn?
•Obviously socket grafting, but then…
•Probably the internal sinus bone graft
(“sinus bump”)
•AFTER you have at least 100 basic
implant placements under your belt
•Even we do not do every type of graft
here in the centre
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