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Abstract: Provisionalization of dental implants at place

ment has become more prominent in the field of implan

tology over the past several years, especially in the esthetic 

zone. The benefits of this treatment option include imme

diate tooth replacement, formation and maintenance of 

esthetic soft-tissue contours, containment for bone-graft

ing and tissue-regenerative procedures, and an improved 

sense of the patient's perception of the implant process. 

The blending together of the surgical and prosthetic/ 

esthetic phase has never been more important as implant 

systems, abutment options, and surgical techniques have 

helped optimize procedures that can be accomplished at 

the surgical visit. This article reviews the guidelines for sur

gical success first described by the author in 2003 and ex

pands upon those results. This article highlights the results 

of more than 3,200 immediately restored implants placed 

in edentulous, fresh extraction sockets, and sinus-grafted 

sites, over an 8-year period, and presents a case for each 

area of placement. 

Incorporating dental implants into the treatment-planning 

process for replacement of missing teeth has become com

mon place in the contemporary surgical and restorative 

practice because of their high success rates.1
-
3 The conven

tional multistage approach to implant reconstruction has 

accounted for the bulk of implant protocols that have 

amassed these success rates.1-3 While these procedures are 

predictable and reliable, because of the multiple surgical 

procedures they often require, esthetics can be compro

mised. Additionally, these treatment plans require addi

tional time because each procedure requires time to heal. 

Further, these protocols often require a removable provi

sional prosthesis or no provisional is provided. 

Advancements in surgical protocols have allowed im

plant surgeons to provide the restoring dentist and patient 

with a fixed, nonloaded restoration during surgery.4 Wohrle,4

Salama and colleagues,5 Saadoun and LeGall,6 and Petrw1-

garo7 have presented guidelines for surgical protocols chat 

allow the implant team to place predictable and esthetic 

provisionals during surgery. Placing a fixed provisional at 

implant placement has been shown to contribute to the 

early foundation for esthetic final implant-supported res

torations by aiding in the creation of esthetic soft-tissue con

tours and emergence profiles. 8

Several authors have documented the importance of the 

dento-gingiva-implant complex,9 describing how parame

ters for success with restorations on natural teeth, regard

ing the foundation for soft-tissue emergence profiles along 

with a healthy, mature biologic width, JO can be extrapolat

ed to implant-supported restorations placed within the 

natural tooth space (single-tooth replacement) or implant

implant space11 (multiple adjacent implant sites). Before 

the inception of surgical procedures, clinicians must incor

porate, with esthetic considerations, the dimension for the 

final prosthetic restoration.12 Use of a surgical stent de

signed to allow the surgeon to translate the dimensions of 
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the flnal restoration to the surgical fleld have been shown 

clinically to be effective in fostering rhis type of communica

tion within the implant team.13 Kan and Rungcharas

saeng, 14 and Saadoun, 15 have presented and established

surgical rationales for immediate placemenc and provision

alization of ancerior single-tooth implants. Petrungaro has 

presented a surgical protocol for posterior implants in the 

sinus-grafted region as well. 8• 1 6 This article will review a

surgical protocol for the immediate placement and provi

sionalization of dental implants in single and multiple sites. 

(The surgical protocol was first described in Petrungaro PS. 

Immediate implant placement and provisionalization in 

edenculous, extraction, and sinus grafted sites. Compend 

Contin Educ Dent. 2003:24(2):95-113.) The guidelines pre

sented are applicable to edenculous, extraction, and sinus

grafted sites. Table 1 and Table 2 report the success rates for 

more than 3,200 implants placed over an 8-year period. 

Three cases will demonstrate the presented protocol. 

PRETREATMENT PLANNING 

The implant ream should conduct a complete medical and 

dental evaluation before performing any surgical protocols. 

Maxillary and mandibular study models should be obtained 

and mounted on an articulator. Evaluation of the surgical 

Table 1: 
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site involves a prescription to the dental laboratory for a 

diagnostic wax-up of the hard and soft tissues chat need to 

be replaced. After evaluating the diagnostic wax-up, the 

laboratory technician converts it to a surgical guide/tem

porary restoration. The TempStent Ir" merhod, 17 which che

author developed, allows the restorative dentist to commu

nicate to the surgeon the parameters necessary for a suc

cessful and biologically sound implant-supported res

toration. It also enables the surgeon to predetermine the 

angulation and spatial position of the implant, as well as to 

visualize the position of the implant collar and its relation

ship to the sulcular portion of the planned restoration and 

interimplant bone contours. Additionally, stock titanium 

or zirconia abutments can be prepared and the temporary 

approximated before the initial surgical visit. Radiologic 

analysis should consist of periapical and/or a panoramic 

radiograph at the site(s) to be treated. Additionally, the in

corporation of cone-beam imaging techniques can increase 

greatly the implant team's knowledge of the type of ridge 

contours chat exist before treatmenc. Imaging software can 

allow the implant team to plan appropriate sizes and di

mensions of implant fixtures, determine where grafting 

will be required, and fabricate surgical guides that can sim

plify the implant surgical process. 

Immediate Restoration Procedure Success Rates (All Sites) 

Immediate 
Extraction, 

Implant 
Placemant 

1636 

Table 2: 

1053 651 3315 

Immediate Restoration Procedure Success Rates 

Immediate Extraction, 
Implant Placement 

Immediate Restoration 

Sinus Elevation 
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1636 

1053 

651 

1614 

1053 

651 

3340 

1636 

1053 

651 

3340 

1636 

1053 

651 

15 

5 

11 

31 98.9% 

99.0% 

99.5% 

98.5% 
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Practical Applications 

Table 3: Preoperative Antibiotic 
Administration Protocol 

Antibiotic Administration, day before surgery 

• Combination amoxicillin and clavulanic acid, 875 mg.
One tablet every 12 hours.

If allergic to penicillin derivatives: 

• Clindamycin, 150 mg. One tablet every 8 hours.

Table 4: Substances Released 
by Degranulation of Platelets 

• Platelet-derived growth factor (PDGF)

• Transforming growth factor-beta (TGF-�)

• Platelet-derived epidermal growth factor (PDEGF)

• Platelet-derived angiogenesis factor (PDAF)

• Insulin-like growth factor (IGF)

• Vascular endothelial growth factor (VEGF)

SURGICAL TECHNIQUE 

• Preoperative antibiotic administration, Table 3
• Atraumatic tooth removal, sinus elevation, or edentu

lous site preparation with care given to preserve the fa
cial cortical plate in extraction sockets 

• Debridement of existing periodontal/periapical infec
tion and/or periodontal ligament by mechanical and
rotary instrumentation (eg, high-speed handpiece with
a round No. 6 or 8 surgical diamond using copious wa
ter irrigation)

IMPLANT SELECTION AND PLACEMENT 

First, the implant of choice for this technique should be 
one with a self-tapping thread design. Second, the implant 
should be tapered, which provides the best chance for ob
literation of the coronal portion of the socket and mimics 
the root's natural convergence to the apical portion of the 
socket. Third, the implant surface should be roughened, 
with surface enhancements to promote a rapid integration 
and enhance the initial stabilization of the fixture. Last, as 
the procedure has continued to evolve, the author has ob
served that the polished implant collar should be no greater 
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than 1 mm in height. This height allows the final position 
of the implant to have the polished collar in a position just 
superior to the crest of the bone. This collar position al
lows the soft tissue to attach in the region of the collar, 
while the enhanced, roughened implant surface at the first 
thread, or at its smooth transfer from the polished collar 
into the roughened surface, allows for bone attachment. 
The implant collar should be placed with the superior 
position of the polished collar equal to the line drawn from 
the facial height of contour (buccal bone height at the 
midfacial point) of the contralateral tooth to be replaced 
(ie, central/central, lateral/lateral, etc). Placing the implant 
in this fashion has been clinically observed to eliminate the 
"dieback" phenomenon and preserve the interdental bone 
and soft tissues. 

GRAFTING MATERIAL 

Autogenous bone is the best grafting material available. It 
is osteoconductive, osteoinductive, and osteogenic. 18-2 1 

However, a drawback of autogenous bone is the required 
second surgical site for harvesting the bone tissue. Many 
harvesting techniques require complicated surgical pro
curement and add significant surgical time and morbidity. 
Other options include the use of allogenic, alloplastic, and 
xenographic22•23 grafting materials, either with or without 
the use of various regenerative barriers. The use of these 
options has been well documented.24 If a nonautogenous
grafting material is to be used, it should be biocompatible 
with the host tissue, osteoconductive, 25-29 osteoinduc
tive, 30,31 and osteotrophic.32•33 Nor all allogenic or allo
plastic grafting materials have these important qualities. 
Some must rely on a vehicle to reconstitute their granular 
form. The author34-36 and others37-39 have observed that
platelet-rich plasma (PRP) can enhance the osteoconduc
tive-;--and possibly the osteoinductive-properties of vari
ous allogenic, alloplastic, and xenographic materials. 

PLATELET-RICH PLASMA 

An ideal aurogenous vehicle to reconstitute an alloplastic 
or allogenic substrate is PRP.37,39 PRP (aurologous platelet 
gel) is developed from aurologous blood with a cell separa
tor. The cell separator used in the author's cases has a dual
spin cycle that completes the separation in 12 minutes 
(SmartPreP®, Harvest Technologies Corp, Plymouth, MA). 
Centrification of 55 mL of whole blood results in 10 mL 
of PRP that, when simultaneously mixed with thrombin 

June 2008-Volume 29, Number 5 



and calcium chloride, results in the degranulation of the 

placelecs and subsequent release of growth factors, which 
stimulate both hard- and soft-tissue maturation and pro
mote healing. For this reason, PRP is an ideal vehicle to 
reconstitute the substrate because it enhances the oceocon
ductive qualities, and perhaps osteoinductive properties, of 
the allogenic, alloplastic, or xenographic graft materials. In 
addition, PRP has been observed to accelerate soft-tissue 
maturation, which allows the gingival tissues to heal rapid
ly with minimal poscsurgical contour alterations. Table 4 
lists the substances released by the degranulated platelets. 

However, controversy is present over the use of PRP in 
surgical dentistry. le is important to understand that not all 
PRP preparation systems are the same. PRP preparation 
systems range from simple centrifuges to sophisticated dual, 
one- to five-pin units with variable revolutions. Variations 
on percentages of platelet yield and coefficient of variability 
can alter greatly the effects of the platelets on healing. 

ABUTMENT SELECTION 

An abutment should be selected by using the carrier mech
anism of the implant system, a dedicated provisional abut
ment, a contoured stock abutment (which can be used as a 
final abutment), or a stock zirconia abutment. Before use, 
many of these abutments require preparation. Incorporating 
the temporary/surgical guide system used by the author al
lows for this preparation to be accomplished in advance in 
the dental laboratory. Advanced abutment preparation elim
inates the repeated removal of carrier mechanisms, intraoral 
preparation of the abutment (which can produce heat and 
micromovement via vibration), and the insertion of impres
sion copings for implant indexing at the time of placement. 
It is important to remember that many times, with immedi
ate tooth removal/immediate implant placement (especially 
in sinus elevations), the quality of bone is compromised; 
whatever the surgeon can do co minimize external forces to 
the fixture will be beneficial. In cases where the stock abut
ment provided does not allow for an appropriate path of 
insertion for the restoration because of the angle of implant 
placement, a stock angled abutment that can be easily pre
pared will suffice. 

TEMPORARY MATERIAL 

AND CONSTRUCTION 

As mentioned previously, the temporary, along with the sur
gical guide, is constructed in the laboratory after evaluation 
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of the diagnostic wax-up. T he TempStent II method uses 
the TempStent II surgical guide, which can be retrofitted 
into an esthetic provisional restoration that closely mimics 
that of the planned final restoration in regard to emergence
profile formation, interdental contours, contact points, and 
gingival contour at the facial marginal aspect. 

Because TempStent II surgical guides are constructed co 
the exact parameters of the planned final restoration, the re
lationship to adjacent teeth and/or implants is brought co 
the surgical field, allowing for exact implant placement. 
After the implant has been placed, the surgical guide can be 
retrofitted onto the implant and the parameters for con
struction of the final restoration secured. Conventional sur

gical guides do not allow for this transfer or information, 
including contact-point relationships, emergence-profile 
formation, and parameters for the final esthetic restoration. 

On final placement of the temporary, the patient's oc
clusion must be evaluated carefully. T he author recom
mends that the provisional have no occlusal contact in the 
centric relation position, in addition to no lateral excursive 
or protrusive contacts. At 3 months, or 4 co 5 months 
in sinus-grafted cases, the prosthodontist or reconstruc
tive dentist can proceed with the fabrication of the final 
implant-supported restoration. After the final impression 
appointment, the temporary restoration can be recement
ed with temporary cement and, again, confirmation of 
nonload obtained. 

Guidelines for Determining When 
to Perform Immediate Implant 
Placement and Restoration Procedures 

Indications . 

• Anterior sites 

• Single/multiple maxillary/mandibular edentulous ridge, 

immediate extraction sockets, pneumatized sinus
regions, fractured/failed endodontically treated sites,
periodontally affected sites (chronic, nonactive)

. . . 

11 Periodontally infected sites (active) 

• Sinus pathology, ridge defect where initial stabilization 

of the implant cannot be achieved 

• Full-arch immediate restorations (where one stable 
occlusal stop does not exist) 
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Practical Applications 

Figure 1 Pretreatment clinical view, 

right central incisor. 

Figure 2 Preoperative radiograph, 

right central incisor. 

Figure 3 Minimally invasive implant 

placement at site No. 8 

Figure 4 Minimally invasive PRP and 

Puros Allograft complex. 

Figure 5 Contour abutment seated. Figure 6 Immediate postoperative 

digital periapical radiograph. 

Figure 7 Final restorations on teeth Nos. 7 through 9, 3 months 

after surgery. Note the balance and symmetry in the facial 

gingival tissues, the reconstruction of the facial plate, and 

the natural appearance of the interdental papillae. 

SUTURE MATERIAL 

When suturing is indicated, a 5.0 monofilament (Mono

cryl®, Ethicon, Inc, Somerville, NJ) or 4.0 Vicryl Rapide® 

(Ethicon, Inc) suture is recommended by the author. In 

cases where advanced stabilization of the wound is neces

sary, 5.0 monofilament suture material is indicated because 

it is nonabsorbable and aids in stabilization of the wound. 

TISSUE-SCULPTING ABUTMENT 

At the 3-monch postoperative appointment, the prostho

dontist or reconstructive dentist should replace the initial 
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Figure 8 Cone-beam image of the implant, 3 month after 

surgery. (Author's Note: The author did not have cone-beam 

technology when he began treating this case.) 

provisional abutment/temporary complex with a tissue

sculpting abutment and provisional. In cases where the final 

abutment was seated at the initial surgical visit, a high-quality 

impression that registers the esthetic tissue contours will be 

required. In cases where a stock titanium, plastic provisional, or 

temporary abutment was placed and, where there was esthetic 

or prosthetic requirements, a custom or zirconia abutment will 

be required and a fixture level impression will be necessary. If 

necessary, an additional provisional restoration can be con

structed and used for an extended period of time, especially in 

the esthetic zone, to create and form emergence profiles. 
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FINAL RESTORATION 

Fabrication of the definitive prosthetic implant restoration 
(abutment/crown complex) and placement of the final res
toration often is completed within 3 months (5 months in 
sinus-grafted cases). Contoured titanium or stock titanium 
abutments commonly are used as final abutments to support 
metal-based ceramic restorations. Depending on the esthetic 
requirements of the case, construction of an all-ceramic, gold 
with opaquing, or a contoured, preformed zirconia abutment 
can meet the esthetic needs of all-ceramic restorations. If the 
restoring dentist wishes to place a custom abutment, he or 
she should use a routine impression technique at fixture level 
with a transfer coping. After fabrication of the custom abut
ment, the abutment is seated and torqued at 30 Nern. Then, 
the implant-supported restoration is completed as normal. 
Occlusal evaluation of the final restoration is imperative for 
long-term clinical success. A restoration chat has the proper 
occlusal function in centric relation, and protrusive, right, 
and left lateral excursions, is necessary for the long-term clin
ical success of the implant complex.1-3

POSTOPERATIVE COURSE 

As stated earlier, the prescribed healing phase is 3 months in 
immediate extraction or edentulous ridge cases, and 4 ro 5 
months in sinus-grafted cases. After the healing phase, if the 
restoring demist plans to use the stock abutment seared at 
the initial visit, the abutment is torqued to 30 Nern and the 
temporary is recemented. Routine restorative procedures 
are followed from chat point. 

Final digital periapical radiographs of the treated sires 
are taken to register the interproximal alveolar bone con
tours. Additionally, a panoramic or cone-beam image should 
be obtained to evaluate the peri-implant area and 360° 

contour of the alveolar bone surrounding the implant fix
ture and restoration. 

The following case reports demonstrate the immediate 
implant placement and provisionalizacion procedure out
lined in an edenculous sire, an immediate extraction site, 
and a sinus-grafted site. 

CASE 1 

A 54-year-old, nonsmoking woman presented for treatment 
of an edentulous site chat had been previously restored with a 
Maryland bridge (Figure 1). The tooth originally had been 
removed without a ridge preservation procedure: which re
sulted in loss of the buccal-palatal dimension of the edentulous 
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ridge. The Maryland bridge had recurrent bonding failure 
to the abutment teeth, and the restorative dentist had rec
ommended implant placement at the right central incisor 
site, with subsequent esthetic enhancement of the adjacent 
dentition. The preoperative periapical radiograph (Figure 2) 
showed adequate ridge height and an adequate intertooth 
space sufficient to create an eschetic emergence profile for the 
final implant-supported restoration. 

After administration of an appropriate local anesthetic, 
a TempStent II surgical guide was inserted over the surgical 
area. Using a 2-mm twist drill, the planned implant site 
was marked, followed by removal of the surgical guide. 
Then, using a football shaped diamond, the eschetic emer
gence profile was created, following the balance and sym
metry of the gingival emergence of teeth Nos. 7 and 9 (the 
contoured emergence profile can be seen in Figure 3). 
Using a Petrungaro Elevator (Salvin° Dental Specialties, 
Inc, Charlotte, NC), a full thickness flap was elevated cre
ating a "pouch" at the facial of the edentulous site No. 8. 
This "pouch" allowed for the elevation of the buccal con
tour of the edentulous site and a confined space for the 
allogenic graft to be placed. After widening of the surgical 
site to the adequate dimension, a 3.7 mm x 13 mm Ta
pered Screw-Vent@ implant (Zimmer Dental, Carlsbad, 
CA) was placed (Figure 3). Then, the carrier mechanism 
was removed and a PRP-enhanced allogenic graft was 
placed. The graft complex, PRP and Puros® Allograft (Zim
mer Dental) (1-mm to 2-mm sized cancellous particles) 
was reconstituted chairside several minutes before place
ment. The graft complex was placed by minimally invasive 
means into the "pouch" that was created earlier, and enough 
graft material inserted to slightly overbuild the facial con
tour of the right central incisor site (Figure 4). Then, the 
cover screw was removed, a contour abutment, 341S-type 
(Zimmer Deneal), was inserted over the implant (Fig
ure 5), and the screw was hand tightened. Following the 
manufacturer's instructions, the TempStent II surgical 
guide was retrofitted to create the final esthetic provision
al restoration, which was cemented with strong temporary 
cement. The immediate postoperative digital periapical 
radiograph can be seen in Figure 6. The provisional res
toration was nonfunctional in protrusive and centric rela
tion movements. 

After an uneventful 3-month healing phase, the patient 
was released to the restorative clinician for construction of 
the final implant restoration (Figure 7 and Figure 8). 
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Practical Applications 

Figure 9 Pretreatment view. Figure 10 Preoperative digital radi
ograph of teeth Nos. 9 and 11. 

Figure 11 TempStent II surgical guide/pro
visional system in place as a surgical guide. 

Figure 12 Minimally invasive implant placement at site Nos. 
9 and 11. Note the marking for the pontic at site No. 10. 

Figure 14 Final restoration, an implant-supported bridge 
spanning teeth Nos. 9 through 11, 3 months after surgery. 

CASE 2 

A 51-year-old, nonsmoking woman presented for treatment 

of fractured teeth at the Nos. 9 and 11 sites (Figure 9). The 

teech had a history of repeated root canal treatment, multiple 

bridge attempts and, wich the most recent bridge failure, che 

teeth had become nonrestorable. The restoring dentist re

ferred her for tooth removal and implant placement at sites 

Nos. 9 and 11, with ovoid pontic-site formation at tooth 

No. 10. The preoperative digital periapical radio graph can be 

seen in Figure 10. After creating maxillary and mandibular 
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Figure 13 Minimally invasive PRP and Puros Allograft complex. 

Figure 15 Cone-beam image, 3 months after surgery. (Author's 
Note: T he author did not have cone-beam technology when 
he began treating this case.) 

study models, taking a face-bow transfer, and mounting the 

casts on an articulator, the TempStenc II surgical guide/ provi

sionalization system was fabricated. 

After administration of an appropriate local anesthetic 

by infiltration, teeth Nos. 9 and 11 were carefully removed 

by an atraumatic extraction technique, taking great care not 

to traumatize the gingival tissues. After removing the teeth, 

che extraction sites were debrided by mechanical techniques 

(curetting with a molt curette) and rotary instrumentation 

(round No. 8 diamond) with copious irrigation to remove 
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Practical Applications 

Figure 16 Preoperative digital pan

oramic radiograph. 

Figure 17 TempStent II surgical guide/ 

provisional system in place on the study 

model. Note the implant analogues 

and plastic provisional abutments. 

Figure 18 Implant positioning 

confirmation. 

Figure 19 Immediate postoperative view. 

Figure 21 Final restorations, 1.5 years after surgery. 

all remnants of the periodontal ligament space, any granu
lation tissue, and/or any remnants of residual tooth infec
tion. T hen, the TempStent II surgical guide was inserted 
and initial site coring accomplished in the extraction sock
ets (Figure 11). After appropriate site development and 
preparation, two 3.7 mm x 13 mm Tapered Screw-Vent 
implants were placed by minimally invasive t·echniques 
(Figure 12). Using the surgical guide, the edentulous site at 
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Figure 20 Occlusal view of the custom abutments. 

Figure 22 Panoramic radiograph, 1.5 years after surgery. 

No. 10 was marked for creation of an ovoid pantie site. Af
ter removal of the implant carriers, a PRP and Puros Allo
graft complex was placed and heavily condensed into the 
peri-implant defects to the level of the implant collar (Fig
ure 13). Additional deepening of pantie site also was ac
complished at chis time. 

After retrofitting of the TempStent II guide into the provi
sional, the contours and emergence profiles of the provisional 
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Practical Applications 

The implant collar should be placed with the superior position 

of the polished collar equal to the line drawn from the facial height of 

contour (buccal bone height at the 111idfacial point) of the contralateral 

tooth to be replaced (ie, central/ central, lateral/lateral, etc). 

restoration were corrected, including those of the ovoid 

pontic site. The restoration was cemented with strong tem

porary cement, and the occlusal parameters adjusted, 

making the provisional restoration nonfunctional in the 

centric relation, protrusive, and right and left lateral excur

sive movements. 

After a 3-month healing and observation phase, the re

storative dentist constructed a 3-unit implant-supported 

restoration (Figure 14). After case completion, a cone-beam 

radiographic image of the facial aspect of the implant at the 

central incisor site was taken (Figure 15). 

CASE 3 

A 63-year-old, nonsmoking man presented for rehabilita

tion of his failing dentition (Figure 16). After consultation 

with the restorative dentist and the patient, the decision 

was made to keep the patient in premolar occlusion (as he 

had been functioning for years), remove all failing and/or 

guarded/hopeless teeth immediately, and maintain his pres

ent vertical dimension. 

The restorative dentist prepared all teeth that were to 

remain, gathered maxillary and mandibular study models 

and a face-bow transfer, and had the laboratory technician 

fabricate a TempStent II surgical guide and provisional 

restoration that would be used at the initial surgical 

visit. Additionally, the laboratory technician prepared the 

planned implant sites on the study models and placed im

plant analogues into the prepared sites with acrylic material 

in the study models, which held the analogues in place. Af

ter the acrylic material set, plastic provisional abutments 

(HLPT series, Zimmer Dental) were selected to match the 

implants to be used, placed over the analogues, and pre

pared for draw (Figure 17). Use of this technique simpli

fied the delivery system of the provisional abutments and 

extensive provisional restoration. 

Using techniques described previously in this article, the 

hopeless teeth were removed, sites debrided, and implants 
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placed into the planned sites. The TempStent II then was 

seated over the area, and the implant placement confirmed 

(Figure 18). The peri-implant defects were corrected by the 

minimally invasive grafting technique described previous

ly, using the PRP and Puros Dermis Allograft complex. 

After the peri-implant defects were corrected, the provi

sional abutments were removed from the study models and 

transferred to the implants, and the Temp-Stent II retrofit

ted following techniques described previously (Figure 19). 

The patient underwent a 4-monch healing and observa

tion phase before the final restorative procedures. Ceramic 

custom abutments were placed on teeth Nos. 6 through 8, 

and final screw-retained implant-supported restorations 

were placed at site Nos. 5, 12, and 13 (Figure 20). Note the 

balance and symmetry of the facial of teeth Nos. 6 through 

8 ro that of the teeth Nos. 9 through 11. 

At 1.5 years after surgery, the clinical appearance of the 

implant-supported resroration at the right central incisor site 

resembled the natural left central incisor (Figure 21).The dig

ital panoramic radiograph can be seen in Figure 22. 

CONCLUSION 

Dental implants have become a common and acceptable 

part of treatment plans for those patients requiring replace

ment of single or multiple teeth. The conventional method 

of implant treatment requires a multistep process, often 

times with multiple surgical procedures. 

In the past several years, new treatment options have 

been introduced, and the procedures have been documented 

clinically as highly successful. Immediate provisionalization 

of dencal implants allows multiple procedures ro be accom

plished at the initial and sole surgical visit. Minimally inva

sive surgical procedures (bone grafting and implant place

ment) help clinicians to conserve gingival and alveolar tissues 

as well as papillary contours. Using a provisional abutment/ 

crown complex allows clinicians to maintain the width of 

the root surface area at a constant dimension. This constancy 
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allows the clinician to reconstruct the lost buccal plate, while 

the implant fixture is integrating. 

Patient benefits include shortened treatment times, re

duced postoperative pain and swelling, and immediate use 

of an esthetic, nonremovable provisional. The author has 

observed an overall success rate of98.9% over 8 years. Ad

ditional clinical studies are necessary to document and sub

stantiate the long-term success of the immediate restoration 

procedure outlined in this article. 
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