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Certain situations do not allow for immediate place-
ment of implants in the anterior region, mainly when the 
buccal plate is absent and/or the periodontal phenotype 
is very thin. In these cases, choosing the surgical tech-
nique and biomaterials based on the clinical situation is 
critical. Furthermore, it is crucial to respect tissue healing 
times before proceeding to the next phase of treatment. 

The following case report describes one-stage and two-
stage guided implant placement in a patient with high 
aesthetic expectations who had to have his maxillary 
central incisors extracted owing to vertical fractures. The 
Straumann Bone Level Tapered (BLT) implant, which has 
an apically tapered and self-tapping design, was used in 
this clinical case. Its features make it particularly suitable 
for situations involving poor bone quality or, fresh ex-
traction sockets, where primary stability is critical.

Initial situation

A healthy 72-year-old non-smoking male patient who 
took no medication came to our clinic having noticed gin-
gival inflammation and bleeding in the area of his two 
central incisors a few months before. He had previously 
visited another dentist, who concluded after the clinical 
and radiographic assessments that the teeth presented 
vertical fractures and, therefore, needed to be extracted. 
The patient stated that he would like to have them re-
stored in the shortest possible time and for pleasing aes-
thetics to be maintained until the end of treatment. The 
extra-oral examination revealed a low smile (Fig. 1). The 
intra-oral and CBCT examination showed the vertical root 
fractures of teeth #11 and 21. Moreover, tooth #21 pre-
sented with an active fistula and loss of the buccal bone 
plate (Figs. 2 & 3).

Fig. 1: Initial image of the patient’s smile. Fig. 2: Clinical image of the maxillary dental arch. Fig. 3: CBCT image of tooth #21. Fig. 4: Final SAC classification. 

Fig. 5: Intra-oral scan image, occlusal view.
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The universe at your fingertips.

TwinLight® Peri-implantitis 
Treatment
A simple and effective procedure that offers the power to treat 
peri-implantitis – an increasing threat to oral health.

• Minimally-invasive technique
• Fast regeneration/healing
• Reduced inflammatory response
• Highly effective treatment
• No antibiotics needed
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The ultimate all-in-one hard and soft tissue laser

Peri-implantitis treatment video



The case was assessed using the SAC classification, 
which provides an objective, evidence-based frame-
work for assessing the potential difficulty, complexity 
and risk of an implant-related treatment involved in in-
dividual implant dentistry cases in an easy-to-use pro-
cess. It also helps clinicians with patient selection and 
treatment planning. The patient was classified as a 
complex surgical case and advanced prosthodontic 
case (Fig. 4).

Treatment planning

After a thorough discussion of the various treatment op-
tions with the patient, it was decided to perform digital 
planning, which included guided immediate implant 
placement in one site and guided delayed implant place-
ment in the other (Figs. 5 & 6). The workflow included the 
following steps:

•	 minimally invasive extraction of tooth #21 with alveolar 
curettage, followed by socket preservation with the 
bone substitute cerabone and Jason membrane (both 
botiss biomaterials);

•	 minimally invasive extraction of tooth #11, followed by 
immediate placement of a Straumann BLT implant (di-
ameter: 4.1 mm; length: 12.0 mm; SLActive; Roxolid) 
into the site and filling of the gap between the implant 
and buccal bone with cerabone, and delivery of provi-
sional screw-retained splinted crowns on implant #11 
in the same visit (Fig. 7);

•	 placement of a Straumann BLT implant (diameter: 
3.3 mm; length: 12.0 mm; SLActive; Roxolid) in site #21 
after tissue healing;

•	 delivery of the final screw-retained crowns on implants 
#11 and 21; and

•	 yearly follow-up visits for clinical and radiographic as-
sessment and reinforcement of oral hygiene instructions.
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Fig. 6: Digital treatment planning. Fig. 7: Immediate screw-retained splinted provisional restoration. Fig. 8: Atraumatic extraction of tooth #21. Fig. 9: Jason 

membrane in the mouth. Fig. 10: Jason membrane covering the cerabone used together to preserve the extraction socket.
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Fig. 11: Atraumatic extraction of tooth #11. Fig. 12: Placement of the implant during the guided procedure. Fig. 13: Clinical occlusal view after immediate 

implant placement in tooth #11 and socket preservation of tooth #21.

| case report 

20 4 2022



Surgical procedure

The surgical guide was checked for proper fit before ad-
ministering local anaesthesia with 2% lidocaine with 
1:100,000 adrenaline. Tooth #21 was extracted gently in 
order to preserve the remaining bone, and careful alve-
olar curettage was done to remove all infected tissue  
(Fig. 8). The socket preservation was performed with 
cerabone and a Jason membrane (15 × 20 mm), which 
was stabilised with sutures (Figs. 9 & 10). Afterwards, 
tooth #11 was also extracted with minimal trauma  
(Fig. 11). The surgical guide was then seated. The im-
plant axis and depth were defined, and the drilling pro-
tocol was performed following the manufacturer’s in-
structions. The implant was placed considering the high 
gingival margin of the lateral incisors. Finally, the gap 
between the implant and buccal bone was filled with 
cerabone (Figs. 12 & 13). After implantation into site #11 

and confirming optimal primary stability, an immediate 
screw-retained splinted provisional restoration was 
placed (Fig. 14). The appropriate occlusal load was 
checked.

The patient came back four weeks after surgery for a fol-
low-up visit. The soft-tissue healing was uneventful. Fol-
lowing our treatment plan, an implant was inserted into 
site #21, taking into consideration a minimal distance of 
1.5 mm from the implant shoulder to the adjacent tooth 
at the bone level and a minimal distance of 3.0 mm be-
tween the implants (mesiodistally; Fig. 15).

After the soft-tissue healing, a new provisional restoration 
was individualised and polished on an analogue of im-
plant #11 before being placed to a torque of between  
15 Ncm and 35 Ncm. The aesthetic result was very sat-
isfying for the patient (Figs. 16–18).
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Fig. 14: Immediate screw-retained splinted provisional restoration placed. Fig. 15: Clinical occlusal view four weeks post-op. Fig. 16: Customised new provi-

sional restoration. Fig. 17: Frontal view of provisional restoration. Fig. 18: Placement of scan bodies on the implants.
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Fig. 19: Occlusal view of digital impression. Fig. 20: Final abutments. Fig. 21: Final crowns.
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Prosthetic procedure

Three months later, scan bodies were placed directly  
on the implants, and a digital impression was taken  
(Figs. 19 & 20). The colour for the final crowns was cho-
sen with the patient. The STL files, colour assessment 
and laboratory prescription were sent to the dental tech-
nician. The master model was 3D-printed, and the 
crowns were fabricated. The substructure and emer-
gence profile of the crowns were optimal and met the  
patient’s expectations; thus, the final crowns were 
screwed in, and a radiographic control was performed. 
The periapical radiograph demonstrated an optimal fit  
(Figs. 21–25). Instructions on oral hygiene were given, 
and the occlusion was checked.

Treatment outcomes

For cosmetic reasons, the patient was very concerned 
about losing both anterior teeth. He thought that the 
treatment was going to be long owing to the reconstruc-
tion required. For him, it was a relief to have a provisional 
restoration at all times. It has been three years since we 

Fig. 24: Periapical radiograph four months post-op.

treated him with dental implants, and he is very satisfied 
with the treatment outcome. Oral hygiene is not an issue 
for him, and this restoration allowed him to smile and talk 
with confidence again.

Author’s testimonial

In my daily practice, the Straumann BLT implants enable 
me to achieve optimal primary stability in fresh extraction 
sockets and immediate aesthetics owing to the possibil-
ity of placing a provisional restoration with confidence. As 
a result, high patient satisfaction is obtained. Further-
more, in cases of patients with limited anatomy, it is the 
ideal implant to provide a less invasive and time-saving 
treatment.

23

Fig. 22: Clinical frontal view of the final crowns. Fig. 23: Final image of the patient’s smile.
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curasan AG › Lindigstr. 4 › 63801 Kleinostheim › Germany › cerasorb@curasan.de › www.curasan.de

Fast regeneration of the augmentation material 

into autologous 100% bioactive bone tissue

Easy handling due to defect-oriented moulding 

and comfortable positioning

“Patients want aesthetic, functional and lasting results in 

a very short time. When I want to fulfill these fundamental 

factors CERASORB® Foam is the first choice for me.”

Prof. Dr. Dr. Frank Palm, 

Konstanz, Germany

 D E N TA L  B I O M AT E R I A L S

 CERASORB® FOAM
 The safe, fast way to new bone 

MADE IN GERMANY


