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Abstract 

Early restoration of the masticatory function, phonatory and aesthetics is some of the current goals of the therapy based on end 

osseous implants. Facing the classic protocols of implant insertion, which recommend a period of several months between 

extraction and implant placement. Alternatives have been developed and demonstrate that immediate implant placement after tooth 

extraction permits adequate osseointegration, even in those cases where there is a periapical disease. This article presents a case 

with immediate implant placement of a lateral incisors with prior periapical pathology. After 12-month follow-up, there were no 

mechanical or biological complications. The patient gave high satisfaction marks for the overall treatment, giving visual analogue 

scale score of nine. Immediate post-extraction implants have been arisen as an alternative to traditional implants on completely 

healed bone. Our main aim is to reduce treatment time and number of surgical procedures, along with other objectives such as 

reduced bone re-absorption and improved aesthetics. 
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Introduction 

Alveolar ridge resorption after tooth extraction may 

considerably reduce the residual bone volume and 

compromise the favorable positioning of implants required for 

optimal restoration [1-3]. 

Periradicular surgery, the immediate placement of an implant 

after tooth extraction has several advantages. It maintains the 

horizontal and vertical dimensions of the osseous tissues and 

keeps the implants at the same angulation as the pre-existing 

natural teeth. Despite these advantages, immediate implant 

placement is still not recommended in infected sites, because 

of the risk of microbial interference with osseointegration [2]. 

Several clinical studies have been carried out with implants 

placed immediately in periodontally infected sites in an 

attempt to overcome these limitations, and some good results 

were reported [4, 5]. 

Other clinical studies [4, 5] reported satisfactory results with 

implants placed immediately in periodontally infected sites. 

There are also several reports on the immediate placement of 

implants after the extraction of endodontic compromised 

teeth. Siegenthaler et al. [6] and Lindeboom et al. [7] found that 

the immediate placement of a dental implant in an extraction 

socket with a periradicular infection does not have a higher 

rate of complication than one placed in an uninfected site [8]. 

The aim of this article is to report the case of immediate 

placement of implants when used in the replacement of teeth 

with chronic periapical lesions. 
 

Case Report 
A 65-year-Female patient visited our oral surgery department 

at Hama University in April 2016. She had been suffering 

from pain anterior region of the maxilla for three weeks after 

clinical examination and panoramic imaging, we found 

periapical lesions around the upper lateral incisors (Figure 1-

2). 

 

  
 

Fig 1-2: Intraoral view of the tooth 12-22. Panoramic radiograph 

 

The patient initiated with a daily dose of 1.5 g amoxicillin 4 

days prior to the surgical procedure and maintained on it for 

10 days. 

The surgical procedure, a flap was raised under local 

anesthesia (2% mepivacaine.1:80000 adrenaline). The tooth 

extraction was performed with extreme care to preserve the 

alveolar bony integrity, and the sockets were carefully 

curetted to remove the remaining granulation tissue. Then 

preparation of the alveoli was carried out for implant 

placement an according to the recommendations of the 

manufacturer. Subsequently, a periodontal probe was used to 

explore the integrity of the bony walls and to measure the 

bone defect (Figure. 3) 
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Fig 3: Fenestration in the buccal surface that affect more than 50% of 

the surface of the implant 

 

The peri-implant defect bone was grafted with bone graft 

(TCP) and covered with a resorbable membrane (Figs. 4 and 

5) and the wound was closed in a routine fashion. 

 

  
 

Fig 4-5: The peri-implant bone defect was grafted with bone graft 

(TCP) and covered with a resorbable membrane 

 

Antibiotics, anti-inflammatory medication, and chlorhexidine 

mouthwash were prescribed during the postoperative period. 

Only for esthetics reason, a removable prosthesis was worn 

for the first 4 weeks. The temporary prosthesis was non–tissue 

bearing, had occlusal rests, and was relined with the soft 

lining material. Sutures were removed after 7 days. 

Second-stage surgery was performed 6 months after the initial 

procedure (Figure. 6). A minimal incision was made at the 

crestal level to remove the cover screw of the implant and for 

placement of a healing abutment; the implants were manually 

tested for stability and impressions were taken using polyvinyl 

siloxane impression material†† and customized resin 

impression trays. Final prosthetic restorations were cemented, 

and patients were enrolled in an oral hygiene program with a 

recall visit every 3 months (Figure. 7-8) 

 

 
 

Fig 6: Soft tissue healing after 6 months 

 
 

Fig 7: Result of the treatment after 6 months of the placement of the 

restoration 

 

 
 

Fig 8: Panoramic radiograph after 12 months 

 

The final follow-up period was for 12 months. An implant was 

considered successful according to the absence of mobility 

and criteria as defined by Buser et al [9]. 

 

Discussion 

The primary objective of implants is to restore the function 

and esthetics. In order to reduce the bone resorption and to 

maintain the esthetics, immediate placement is the treatment 

option which has been put forward by several authors and is 

widely used. However, placement into the extraction site with 

periapical lesion is still a questionnaire and many studies are 

being conducted on. 

Casap et al. [10] conducted a study in which 30 implants were 

immediately placed into debrided infected sites in 20 patients 

and obtained 97.6 % success rate. One implant failed 

immediately after restoration. 

Fabbro et al. [11] referred satisfactory excellent clinical results 

after immediate placement of implants following extraction 

along with PRGFs. 

In a study by Lindeboom et al. whose purpose was to 

determine the clinical success factors of implant placement in 

alveolus with chronic periapical infection, registered survival 

values, stability, gingival aesthetics and radiographic bone 

loss. Allocated into tow; one of immediate implants in 

infected extraction alveolus and the other of implants in 

alveoli where they had previously been infection. Survival 

value of 92% of immediate implants were obtained and no 

significant differences were found in terms of stability, 

gingival aesthetics and radiographic bone loss [7]. 

Schwartz-Arad and Chaushu [12, 13] in their literature review on 

immediate implants described survival rates, for the same 

groups, of 93.9% to 100%. At the same year, in a retrospective 

study of 7 years of follow-up obtained a success rate of 95%. 

Subsequently, Chaushu et al. [14] in a clinical study comparing 

immediate versus non-immediate implantation obtained a 

success rate for the former of 82.4 percent, and for non-

immediate implants 100%. Perry et al. [15] in a 5-year 

retrospective evaluation, which compared immediate implants 

with non- immediate implants obtained survival rates of 90.03 

percent and 90.04 percent respectively. This technique is 

supported by literature with high survival rates reported by 
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Becker et al. [16] (97.2% percent), Wagenberg and Froum [17] 

(96% percent).  
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